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Antiviral Remdesivir 

“..A study published in the New England Journal of Medicine 
last week reported a coronavirus patient in the United States 
was found to show an improvement after taking Remdesivir, 
which is also used to treat infectious diseases such as Ebola”..



Patent Pending and Tested?



NEJM study of Remdesivir for “Ebola”

-Study was conducted between Nov 20th-Aug 9th 2019

-Fauci cited this as proof that this non-FDA approved drug was safe and efficacious for 
the treatment of “Covid-19”. 

- 4 different regions of the Congo were given various drug interventions

-”..On August 9, 2019, when 681 patients had been enrolled, the data and safety monitoring board conducted an 
interim analysis on data from 499 patients and, on the basis of two observations, recommended terminating 
random assignment to ZMapp and remdesivir”..



The “Compassionate” study by Gilead themselves, cited by Fauci

-”..Of the 61 patients who received at least one dose of remdesivir, data from 8 could not be analyzed (including 7 patients with no 
post-treatment data and 1 with a dosing error). Of the 53 patients whose data were analyzed, 22 were in the United States, 22 in 
Europe or Canada, and 9 in Japan. At baseline, 30 patients (57%) were receiving mechanical ventilation and 4 (8%) were receiving 
extracorporeal membrane oxygenation. During a median follow-up of 18 days, 36 patients (68%) had an improvement in 
oxygen-support class, including 17 of 30 patients (57%) receiving mechanical ventilation who were extubated. A total of 25 patients 
(47%) were discharged, and 7 patients (13%) died; mortality was 18% (6 of 34) among patients receiving invasive ventilation and 
5% (1 of 19) among those not receiving invasive ventilation”..

-Seven of the 53 patients (13%) died after the completion of remdesivir treatment, including 6 of 34 patients (18%) who were 
receiving invasive ventilation and 1 of 19 (5%) who were receiving noninvasive oxygen support

-A total of 32 patients (60%) reported adverse events during follow-up (Table 2). The most common adverse events were 
increased hepatic enzymes, diarrhea, rash, renal impairment, and hypotension. In general, adverse events were more common in 
patients receiving invasive ventilation. A total of 12 patients (23%) had serious adverse events. The most common serious 
adverse events — multiple-organ-dysfunction syndrome, septic shock, acute kidney injury, and hypotension — were reported in 
patients who were receiving invasive ventilation at baseline. Four patients (8%) discontinued remdesivir treatment prematurely: 
one because of worsening of preexisting renal failure, one because of multiple organ failure, and two because of elevated 
aminotransferases, including one patient with a maculopapular rash.

-Interesting note, the U.S Government bought all of the Remdesivir stock in 2020, only until Oct 2020 did we see other 
countries using it. Between then, once the U.S monopolized remdesivir around May, the “Covid Mortality” rate, became the 
highest in the world. 

https://www.nejm.org/doi/full/10.1056/NEJMoa2007016#


This study claimed Remdesivir lessened the length of Hospitalization by 5 days, compared to 

placebo 15-10: 

In the as-treated population, serious adverse events occurred in 131 of 532 patients (24.6%) in the 
remdesivir group and in 163 of 516 patients (31.6%) in the placebo group (Table S17). There were 47 
serious respiratory failure adverse events in the remdesivir group (8.8% of patients), including acute 
respiratory failure and the need for endotracheal intubation, and 80 in the placebo group (15.5% of 
patients) (Table S19). No deaths were considered by the investigators to be related to treatment 
assignment.Grade 3 or 4 adverse events occurred on or before day 29 in 273 patients (51.3%) in the 
remdesivir group and in 295 (57.2%) in the placebo group (Table S18); 41 events were judged by the 
investigators to be related to remdesivir and 47 events to placebo (Table S17). The most common 
nonserious adverse events occurring in at least 5% of all patients included decreased glomerular filtration 
rate, decreased hemoglobin level, decreased lymphocyte count, respiratory failure, anemia, pyrexia, 
hyperglycemia, increased blood creatinine level, and increased blood glucose level (Table S20). The 
incidence of these adverse events was generally similar in the remdesivir and placebo groups. 

Claimed Rem treatment had a 7% Mortality rate compared to a 12% Placebo rate. Many in the study were 
unblinded, shortly after. Gilead would go on to price the drug at 3,120$ for the U.S and 2,340$ for 
developing nations. 



CONCLUSIONS These Remdesivir, Hydroxychloroquine, 
Lopinavir and Interferon regimens appeared to have little or 
no effect on hospitalized COVID-19, as indicated by overall 
mortality, initiation of ventilation and duration of hospital 
stay. The mortality findings contain most of the randomized 
evidence on Remdesivir and Interferon, and are consistent 
with meta-analyses of mortality in all major trials. 

RR for the drugs:Rem:0.95, Lopinavir: 1.00, HCQ: 1.19, Interferon: 1.16

But both decisions baffled scientists who have 
closely watched the clinical trials of remdesivir 
unfold over the past 6 months—and who have 
many questions about remdesivir's worth. At 
best, one large, well-designed study found 
remdesivir modestly reduced the time to 
recover from COVID-19 in hospitalized patients 
with severe illness. A few smaller studies 
found no impact of treatment on the disease 
whatsoever. Then, on 15 October—in this 
month's decidedly unfavorable news for 
Gilead—the fourth and largest controlled study 
delivered what some believed was a coup de 
grâce: The World Health Organization's 
(WHO's) Solidarity trial showed that remdesivir 
does not reduce mortality or the time 
COVID-19 patients take to recover.

Science has learned that both FDA's decision and the EU deal came about under unusual circumstances 
that gave the company important advantages. FDA never consulted a group of outside experts that it has 
at the ready to weigh in on complicated antiviral drug issues. That group, the Antimicrobial Drugs 
Advisory Committee (AMDAC), mixes infectious disease clinicians with biostatisticians, pharmacists, 
and a consumer representative to review all available data on experimental treatments and make 
recommendations to FDA about drug approvals—yet it has not convened once during the pandemic.
The European Union, meanwhile, decided to settle on the remdesivir pricing exactly 1 week before the 
disappointing Solidarity trial results came out. It was unaware of those results, although Gilead, having 
donated remdesivir to the trial, was informed of the data on 23 September and knew the trial was a bust.
"This is a very, very bad look for the FDA, and the dealings between Gilead and EU make it another layer 
of badness," says Eric Topol, a cardiologist at the Scripps Research Translational Institute who objected 
to remdesivir's FDA approval.





Remdesivir is approved for emergency use by the US Food and Drug Administration (FDA) 
and authorized conditionally by the European Medicines Agency (EMA) for patients with 
coronavirus disease 2019 (COVID-19). Its benefit-risk ratio is still being explored because 
data in the field are rather scant. A decrease of the creatinine clearance associated with 
remdesivir has been inconstantly reported in clinical trials with unclear relevance. Despite 
these uncertainties, we searched for a potential signal of acute renal failure (ARF) in 
pharmacovigilance postmarketing data. An analysis of the international pharmacovigilance 
postmarketing databases (VigiBase) of the World Health Organization (WHO) was 
performed, using two disproportionality methods. Reporting odds ratio (ROR) compared the 
number of ARF cases reported with remdesivir, with those reported with other drugs 
prescribed in comparable situations of COVID-19 (hydroxychloroquine, tocilizumab, and 
lopinavir/ritonavir). The combination of the terms "acute renal failure" and "remdesivir" 
yielded a statistically significant disproportionality signal with 138 observed cases instead 
of the 9 expected. ROR of ARF with remdesivir was 20-fold (20.3; confidence interval 0.95 
[15.7-26.3], P < 0.0001]) that of comparative drugs. Based on ARF cases reported in 
VigiBase, and despite the caveats inherent to COVID-19 circumstances, we detected a 
statistically significant pharmacovigilance signal of nephrotoxicity associated with 
remdesivir, deserving a thorough qualitative assessment of all available data. Meanwhile, as 
recommended in its Summary of Product Characteristics, assessment of patients with 
COVID-19 renal function should prevail before and during treatment with remdesivir in 
COVID-19.



Inconsistent at BEST

This study looked at 9 of the 680 studies of the 
Remdesivir/Covid relationship and found it 
decreased mortality. 

In this cohort study of US veterans hospitalized with 
COVID-19, remdesivir treatment was not associated 
with improved survival but was associated with longer 
hospital stays. Routine use of remdesivir may be 
associated with increased use of hospital beds while 
not being associated with improvements in survival. 

“Why would remdesivir treatment extend length of stay? Complications of treatment, such 
as kidney injury, could extend hospitalizations, but rates of adverse events associated with 
remdesivir were low in trials”. As they acknowledge kidney injury while citing the very study 
that ignored another study published the same day that showed its ineffectiveness. 

Yet, 6 months later…



In this study of adult patients admitted to hospital for 

severe COVID-19, remdesivir was not associated with 
statistically significant clinical benefits. However, the 
numerical reduction in time to clinical improvement in 
those treated earlier requires confirmation in larger studies. 
Adverse events were reported in 102 (66%) of 155 
remdesivir recipients versus 50 (64%) of 78 placebo 
recipients. Remdesivir was stopped early because of 
adverse events in 18 (12%) patients versus four (5%) 
patients who stopped placebo early. Hypoalbuminemia, 
among many other AEs were linked the Remdesivir. The 
former being linked to Liver toxicity. 

Fauci didn't mention” 04/29 (The same day at the 
Final Report) -NIH Study: Our trial found that 
intravenous remdesivir did not significantly 
improve the time to clinical improvement, 
mortality, or time to clearance of virus in patients 
with serious COVID-19 compared with 
placebo…Remdesivir did not result in significant 
reductions in SARS-CoV-2 RNA loads or 
detectability in upper respiratory tract or sputum 
specimens in this study despite showing strong 
antiviral effects in preclinical models of infection 
with coronaviruses. 
They then try to justify it saying: Although not 
statistically significant, patients receiving remdesivir had a 
numerically faster time to clinical improvement than those 
receiving placebo among patients with symptom duration of 
10 days or less



Multi-Drug Protocols and Midazolam
Azithromycin (AB)- Nausea, Vomiting, Headaches, Liver Damage, Change in taste etc.

Doxycycline (AB)- Nausea, Vomiting, Upset Stomach, Blood in Stool, Bloating, Rapid Heart Rate, Shortness of breath etc.

Precedex (Sed)- Slowed Breathing, Coughing, Irregular HeartBeat, Anemia, Nausea, Hypotension, Hypoxia, Cardiac arrest etc. 

Lorazepam (Sed)- Drowsiness, headache, Confusion, Tiredness, Muscle Weakness, Irregular HeartBeat, Diarrhea, Cardiac 
Arrest etc.

Morphine (Narc PM)- Respiratory Distress, Adrenal Insufficiency, Circulatory Depression, Slow HeartBeat, Diarrhea, Nausea, 
Confusion, Blurred Vision, Chest Pain, Coma, Death etc.

Vancomycin (AB)- Renal Failure, Nausea, Vomiting, diarrhea, Stomach pain, Epidermal Necrolysis etc

Dexamethasone (ST)-  “Infections”, increased blood glucose (sugar) levels, changes in blood pressure, damage to bones, 
psychiatric problems, and adrenal dysfunction;

Fentanyl (PK)- Respiratory Depression, Confusion, Nausea, Vomiting, Pupillary constriction, Constipation

Midazolam (Sed)- Respiratory arrest, Respiratory Distress, Nausea, Cough, Vomiting, Thrombosis, CNS Suppression etc. 

 



The results of this study did not show any significant 
change in the use of fentanyl and morphine 
compared to patients with COVID 19. This may be 
due to the use of these drugs in the viral phase of the 
disease. The use of morphine and fentanyl in the viral 
phase of COVID 19 disease do not show significant 
benefits. *Study claims that “ Experimental 
data..suggest that morphine has potent 
immunoregulatory properties, and may attenuate 
inflammatory processes ..”
The results in Figure 2 show that the use of morphine 
and fentanyl could not significantly change the 
inflammatory parameters of patients.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8710217/figure/F2/


On the 19th March a directive was sent out to the NHS which required 
them to discharge all patients who they deemed to not require a 
hospital bed. They declared that transfers from the ward must happen 
within one hour of that decision being made to a designated discharge 
area, and that discharge from hospital should happen within 2 hours. 
NHS trusts were told that “they must adhere” to the new directive.

This was done to allegedly free up beds, of which they estimated would 
amount to an extra 15,000 free beds within just one week of the 
directive being implemented.

It freed up so many beds that bed occupancy during April – June 2020 
was 30% down on the previous year. Why on earth would these people 
already be in a hospital bed if they did not need to be? You attend 
hospital because you require medical treatment, not because you want 
a lie down and a good nights sleep.

This directive meant that people who required medical treatment and 
attention were discharged into Care homes in the thousands.

But Matt Hancock’s abandonment of the elderly and vulnerable didn’t 
end there. Whilst the NHS was busy discharging patients who required 
medical treatment into care homes under his directive, Matt Hancock 
and the Department of Health were busy trying to source them all a 
certain drug known as midazolam.

UK regulators state that you should only receive midazolam in a hospital or doctor’s office that has the 
equipment that is needed to monitor your heart and lungs and to provide life-saving medical treatment 
quickly if your breathing slows or stops.

A doctor or nurse should watch you closely after you receive this medication to make sure that you 
are breathing properly because midazolam induces significant depression of respiration. Your doctor 
should also be made aware if you have a severe infection or if you have or have ever had any lung, 
airway, or breathing problems or heart disease.

Midazolam is also used before medical procedures and surgery to cause drowsiness, relieve anxiety, 
and prevent any memory of the event. It is also sometimes given as part of the anesthesia during 
surgery to produce a loss of consciousness.

Midazolam is also used to cause a state of decreased consciousness in seriously ill people in 
intensive care units who are breathing with the help of a machine.

Midazolam should be used with extreme caution in patients who have chronic renal failure, impaired 
hepatic function, or impaired cardiac function. It should also be used with extreme caution in obese 
patients, or elderly patients.

*Taken from Expose Article

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/911541/COVID-19_hospital_discharge_service_requirements_2.pdf


A closer look at Midazolam

A drug that causes respiratory failure to use against a 
“Respiratory disease”?



V2, Written 9/30/20, Approved 01/01/21, Review 01/31/23





Prior to the “Pandemic”, 0.5-1 
MG was the recommended dose 
for elderly or unwell. After, we 
saw between 1.5-10 MGs being 
given 



2 Years worth of Midazolam purchased by the U.K

All Operations halted across the U.K around the same time (03/20). So, why 
need Midazolam?  

According to official data in April 2019 up to 21,977 
prescriptions for Midazolam were issued, containing 171,952 
items, the vast majority being Midazolam Hydrochloride. 
However in April 2020 45,033 prescriptions for Midazolam were 
issued, containing 333,229 items, the vast majority being 
Midazolam Hydrochloride. That is a 104.91% increase in the 
number of prescriptions issued for Midazolam and a 93.85% 
increase in the number of items they contained. But these 
weren’t issued in hospitals, they were issued by GP practices 
which can only mean one thing, they were issued for end of life 
care.

04/17/20 P.M

https://openprescribing.net/


Hospitals 
beds in April 
2020 30% 
were down 
compared to 
the previous 
year. A&E 
attendance 
was 57% 
down in April 
2020 
compared to 
the previous 
year. Care 
home deaths 
were 205% 
up in April 
2020 
compared to 
April 2019. 
The vast 
majority of 
alleged Covid 
deaths are 
people over 
the age of 
85.



“YOU get a DNR YOU get a DNR everyone gets a DNR”

The parliamentary Joint Committee on Human Rights reported that they had “received deeply troubling evidence from numerous sources that during the COVID19 pandemic DNACPR notices have 
been applied in a blanket fashion to some categories of person by some care providers, without any involvement of the individuals or their families…. (it is) discriminatory and contrary to both the ECHR 
and the Equality Act 2010 to apply DNACPR notices in a blanket manner to groups on the basis of a particular type of impairment, such as a learning disability; or on the grounds of age alone. …” 
Almost 10% of people using services or families who responded to their call for evidence told the British Institute of Human Rights that they had experienced pressure or use of DNACPR orders. 
Thirty-four per cent of people working in health and/or social care said they were under pressure to put DNACPRs in place without involving the person. In addition, 71% of advocacy organisations and 
campaigners said they experienced DNACPR orders put in place or pressure to make them without being involved in the decision. In their interviews with relatives, care home managers, advocacy 
organisations and legal representatives, Amnesty found examples of the inappropriate or unlawful use of DNACPR forms – including blanket DNACPR, their inappropriate individual use and 
recommendations for use – by GPs, clinical commissioning groups (CCGs), hospitals and care homes. They also found that staff incorrectly interpreting DNACPR prevented people getting access to 
hospital care and treatment. Amnesty also highlighted that health and social care staff reported pressure during the pandemic to put DNACPRs in place without consultation.

For example, one told us the doctor on call had advised care home staff that if 
the older people in their care contracted COVID-19, they would have a 
DNACPR put in place. Another said doctors were refusing to visit a care home 
because they had had two residents die from COVID-19. Care staff were 
asked to take observations that they were not trained for, and all residents had 
a DNACPR in place.



Ventilators

 Dr Tom Cowan in Contagion Myth: "..These 
patients don't need help breathing, they need 
more oxygen when they take a breath...these 
are not signs of a contagious disease but a 
disruption of our mechanisms for producing 
energy and getting oxygen into the red blood 
cells''.

This study found, when used for Severe 
Respiratory failure, Ventilators have a 50% 
Mortality Rate

Dr Cameron K. Sidell,  believed the ARDS being seen in “Covid” 
patients (NYC 2020) was in fact not being caused by “Covid”, rather 
was being caused by the misuse of the ventilators to treat patients 
who seemed to be suffering from oxygen deprivation and not 
Respiratory failure 



Last spring, with less known about the disease, 
doctors often pre-emptively put patients on 
ventilators or gave powerful sedatives largely 
abandoned in recent years. The aim was to save the 
seriously ill and protect hospital staff from Covid-19.

Now hospital treatment for the most critically ill looks 
more like it did before the pandemic. Doctors hold off 
longer before placing patients on ventilators. 
Patients get less powerful sedatives, with doctors 
checking more frequently to see if they can halt 
the drugs entirely and dialling back how much air 
ventilators push into patients’ lungs with each 
breath.

“We were intubating sick patients very early. Not for 
the patient’s benefit, but to control the epidemic and to 
save other patients,” Dr. Iwashyna said “That felt 
awful.”

Last spring, doctors put patients on ventilators partly to limit contagion at a time when it was less clear how the 
virus spread when protective masks and gowns were in short supply. Doctors could have employed other 
kinds of breathing support devices that don’t require risky sedation, but early reports suggested patients 
using them could spray dangerous amounts of virus into the air, said Theodore Iwashyna, a critical-care 
physician at University of Michigan and Department of Veterans Affairs hospitals in Ann Arbor, Mich.

Subsequent research found the alternative devices to ventilators, such as delivering oxygen through nasal 
tubes, weren’t as risky to caretakers as believed. Doctors also gained experience with covid-19 patients, 
learning to spot signs of who might suddenly turn seriously ill, some said.

The WSJ article describes a study conducted that now allows doctors to predict who needs a ventilator and who does not:

It found more doctors now follow the pre-pandemic protocols, which have reduced the number of deaths and 
shortened the time patients spend on ventilators, HCA’s chief medical officer said.

Before the pandemic, between about 30% to more than 40% of ventilator patients died, according to research. 
Numbers were sharply higher in the pandemic’s early hot spot in Wuhan, China. As the pandemic grew, 
hospitals in the US reported death rates in some cases of about 50% for ventilated covid-19 patients.

*Taken from James Lyons 
article from the Expose

One study of three New York City hospitals found the death rate for all covid-19 patients dropped to 7.6% from 25.6% between March 
and August after accounting for younger, healthier patients in the summer. Hospitals in New York were less crowded in August than 
during the April surge, which could increase mortality, the study’s authors wrote in October in the Journal of Hospital Medicine. The 
study also suggests patients may have benefited from new medications and improved treatment, they said.



ICU and Ventilator Mortality Among Critically Ill Adults With 

Coronavirus Disease 2019, May 2020







Follow the Money

Data that disprove the COVID-19 pandemic

By Colleen Huber “..The incentive for mis-stated US mortality data is the financial influence created by the US CARES Act, which 
budgeted $175 billion dollars for distribution to hospitals for treatment of COVID-19 patients, with many hospitals receiving 
millions of dollars in such aid.6 Specific financial incentives that favored COVID-19 diagnosis over other similar diagnoses such as 
flu, pneumonia and bronchitis especially, included a Medicare incentive of only $5,000 per patient for pneumonia, but $13,000 per 
patient for the pathologically indistinguishable COVID-19 pneumonia.7 8 Further, the CARES Act incentive of $39,000 to treat such 
a patient with a ventilator resulted in financially lucrative outcomes for hospitals, but medically lethal outcomes for patients”.9

Nurse Erin on WTP: 10,000$ Covid Death Incentives at Nursing Homes

CDC Director Robert Redfield states that financial policies resulted in elevated 

Covid hospitalization rates/death toll statistics. The CARES act directs a 20% 

bonus Medicaid payment to hospitals, for every Covid diagnosis.

CDC Guidelines for Certifying Covid-19 deaths: "...in cases where a definite diagnosis 

of Covid 19 cannot be made but it is suspected or likely(the circumstances are 

compelling within a reasonable amount of certainty) it is acceptable to report Covid 

19 on a death certificate as 'probable' or 'presumed'. 

https://pdmj.org/papers/is_there_a_pandemic#6
https://pdmj.org/papers/is_there_a_pandemic#7
https://pdmj.org/papers/is_there_a_pandemic#8
https://pdmj.org/papers/is_there_a_pandemic#9


Payouts:

Sen Scott Jensen states: Hospitals make (13K) off of Covid Diagnosis from Medicare and (39K) off of use of 
ventilators. Dr Judy Mikovits, on the Plandemic Documentary, stated: "..and you've killed them with the ventilator 
because you gave them the wrong treatment...and you call it Covid 19". 



“Creating a ‘National 
Pandemic Emergency’ 
provided justification 
for such sweeping 
actions that override 
individual physician 
medical 
decision-making and 
patients’ rights. The 
CARES Act provides 
incentives for 
hospitals to use 
treatments dictated 
solely by the federal 
government under the 
auspices of the NIH. 
These ‘bounties’ must 
paid back if not 
‘earned’ by making 
the COVID-19 
diagnosis and 
following the 
COVID-19 protocol.”

Canada Free Press article excerpt:



Excerpt goes on…
“The hospital payments include:

* A ‘free’ required PCR test in the Emergency Room or upon admission for every patient, with government-paid fee to hospital.

* Added bonus payment for each positive COVID-19 diagnosis.

* Another bonus for a COVID-19 admission to the hospital.

* A 20 percent ‘boost’ bonus payment from Medicare on the entire hospital bill for use of remdesivir instead of medicines such as Ivermectin.

* Another and larger bonus payment to the hospital if a COVID-19 patient is mechanically ventilated.

* More money to the hospital if cause of death is listed as COVID-19, even if patient did not die directly of COVID-19.

* A COVID-19 diagnosis also provides extra payments to coroners.”

“CMS implemented ‘value-based’ payment programs that track data such as how many workers at a healthcare facility receive a COVID-19 vaccine. Now 
we see why many hospitals implemented COVID-19 vaccine mandates. They are paid more.”

“Outside hospitals, physician MIPS [Merit-based Incentive Payment System] quality metrics link doctors’ income to performance-based pay for treating 
patients with COVID-19 EUA drugs. Failure to report information to CMS can cost the physician 4% of reimbursement.”



And on..

“Because of obfuscation with medical coding and legal jargon, we cannot be certain of the actual amount each hospital receives per 
COVID-19 patient. But Attorney Thomas Renz and CMS whistleblowers have calculated a total payment of at least $100,000 per patient.”

“There are deaths from the government-directed COVID treatments. For remdesivir, studies show that 71–75 percent of patients suffer an 
adverse effect, and the drug often had to be stopped after five to ten days because of these effects, such as kidney and liver damage, and 
death. Remdesivir trials during the 2018 West African Ebola outbreak had to be discontinued because death rate exceeded 50%.

Yet, in 2020, Anthony Fauci directed that remdesivir was to be the drug hospitals use to treat COVID-19, even when the COVID clinical trials of 
remdesivir showed similar adverse effects.

In ventilated patients, the death toll is staggering. A National Library of Medicine January 2021 report of 69 studies involving more than 
57,000 patients concluded that fatality rates were 45 percent in COVID-19 patients receiving invasive mechanical ventilation, increasing to 84 
percent in older patients. Renz announced at a Truth for Health Foundation Press Conference that CMS data showed that in Texas hospitals, 
84.9% percent of all patients died after more than 96 hours on a ventilator.”

“Then there are deaths from restrictions on effective treatments for hospitalized patients. Renz and a team of data analysts have estimated 
that more than 800,000 deaths in America’s hospitals, in COVID-19 and other patients, have been caused by approaches restricting fluids, 
nutrition, antibiotics, effective antivirals, anti-inflammatories, and therapeutic doses of anti-coagulants.”



A Story-
(Our amazing Grace): “Got covid” around the same time as her mother. Symptoms of a cold. Oxygen level below 90%, taken to urgent care. “Positive test”. She had 
elevated inflammation markers, physician told parents to take her to hospital. The first day she was doing fine, the second day the Dr pressured the father to put her on 
a ventilator. (Based on a blood draw test). A retaken test showed that she was fine. They were pressured 5x in total to put her on a vent if her oxygen went below 90%. 
Third day, nurse says her oxygen is at 85%, father does a test and it shows shes at 95% and nurse validated the test, no signs of decline from Grace.  Nurse 
acknowledged the finger leads would get sweaty which led to false “low” readings. Head nurse comes with Armed Guard, states its because the father was shutting off 
the alarms, however that was due to permission from nurses to turn off non essential alarms, “Last 3 shift nurses don't want do in the room”. Father is cautioned by 
attorney friend to leave, last time he sees her. Alone in hospital for 44 hours, mother couldn't be the replacement advocate because of her positive test. Hospital denied 
advocacy for Grace, parents get lawyers involved, Sister (Jess) made as replacement advocate. 4 days prior to her death, doctors placed Grace on a Sedation med 
(Precedex), she was on the drug for four days even though the package insert says to not use for more then 1 day. IN conjunction with other drugs on the last day. 
Doctors did not communicate with her POA (Mother) or Jessica. CNS drugs aren't meant to be mixed, black box warning cautions this. Put in restraints for wanting to 
use the BR. Patient was not monitored nor given a bedside watch with the reversal drug. Jess said Grace felt Cold, Nurse denies that she's cold. Jess was the one to check 
for a pulse (lack) and see that her eyes had rolled back. One hour later, Jess calls parents to warn them, Nurses state over the phone that Grace is DNR. Dr ordered it, not 
the family. Family has continually stated they never accepted this nor were they contacted with regards to a DNR, rather a DNI. Grace dies a few minutes later and 
parents forced to watch through Facetime. However, that last morning, after Scott and Cindy DID NOT give the hospital permission to "use a ventilator in case it 
becomes necessary," [for the 5th time!] the doctor ordered Grace to be strapped to the bed, for wanting to go to the bathroom, and increased the dosage of sedation to 
14X the original dosage. The hospital recorded Grace’s oxygen saturation at 44%, on their big monitor, when it was 93%! Why? He then ordered an anxiety med and 
morphine which should never be combined! Why? Because the hospital was only making $1,680/day on Grace’s care because she wasn’t on a ventilator? Because the 
hospital was at maximum capacity the day Grace died with better paying patients in the ER waiting for a room

a. At no time did we ask for Grace to be labeled DNR. We also 
did not agree to DNR status at any time. The hospital’s letter to 
us, explaining her DNR status, references the doctor note, 
above, as the reason Grace was labeled DNR.

b. We never signed any statement regarding Grace being DNR, 
as required by law.

c. On Grace’s last morning, the doctor encouraged us to approve 
a feeding tube because Grace was improving – why would 
anyone be considering DNR when she was doing so well?

d. Grace was not wearing a DNR bracelet, as required by law.


