
Westminster Confidential 
Devid Hencke’s news, views, investigations and much more 

davidhencke.com  

   Posted on October 17, 2024 by David Hencke 

How a leading teaching hospital and a 
coroner failed a young woman who was brain 
dead 17 hours after being admitted to A & E 
Case for a new inquest after coroner Mary Hassell failed 
to find adequate explanation for her death 

 
This is an extremely tragic tale of what happened when a 25 year old healthy and 
talented woman, Gaia Young, was rushed to accident and emergency with severe 
headaches only to die of an unexplained brain condition and doctors have yet to 
correctly diagnose what was wrong with her. 
 
The failure by one the country’s leading teaching hospitals, University College 
Hospital in London was compounded by an utterly abysmal inquest conducted by 
coroner Mary Hassell. She patronised and showed no empathy for her bereaved 
mother, Lady Dorit Young, who had lost her only child, Gaia, and failed to properly 
investigate her death. The full story is on the Truth for Gaia website. 
 
Now more than three years after her death there is still no explanation of what led to 
this terrifying and tragic event which is why there must be a fresh inquest that can 
get to the truth of what really happened. 
 
Gaia Young was admitted to the hospital with a headache, vomiting and became 
confused while waiting at the hospital after a perfectly normal day when she had 
gone shopping and cycling. Her sudden admission to A&E came at a weekend when 
many doctors are off duty and was seriously understaffed at the time. She had two 
CT scans of the brain which led to doctors deciding they would conduct a lumbar 
puncture to diagnose what was wrong. The on call radiologist who examined the 



scan was not a specialist neuro radiologist and thought the scan was OK so a 
lumber puncture was a normal procedure. 
 
The first attempt at the lumbar puncture, was done by a doctor under supervision 
who had done very few lumber punctures, did not work. So it was decided to attempt 
a second one which sadly led to her death as the brain was ” coned ” – pushed into 
the neck. Just before this the neurologist registrar was concerned when she saw 
Gaia’s CT head scan. She worried that the CT might show brain swelling and 
consulted with a neuroradiologist and consultant neurologist at Queens. 
 
It emerged later that a specialist neuro radiologist could see subtle differences in the 
CT scan that meant there could be raised intra cranial pressure. If that was the case 
a lumbar puncture would not be undertaken because it was too dangerous. Also if 
she had a fundoscopy – a eye check that examines the retina and the back of the 
eyes – it would have showed raised intra cranial pressure. That did not happen. 
 
The tragedy is that University College Hospital is a centre of excellence and has 
access to top class neurologists. And nearby is University College, London whose 
faculty of brain sciences is judged to be the best in Europe and will get new facilities 
shortly. That this happened in a part of London where there is such expertise in the 
study of the brain is doubly tragic. 
 
After considerable pressure from Dorit Young, University College Hospital says it will 
do a further investigation but has only just started it. A statement from the hospital 
said: “We understand the sudden death of a loved one has a lasting impact and offer 
our ongoing sympathies to Gaia’s mother.    
 
 “In 2022, we agreed to commission a range of independent experts – a neurologist, 
neuro-ophthalmologist, neuro-intensivist and neuro-radiologist – to explore further 
the circumstances surrounding Gaia’s death. We agreed with Lady Young the scope 
of the reviews and the experts who will undertake them. In August 2024, she 
consented to releasing some of Gaia’s medical records but further consent is 
needed so the reviews can begin.  
 
“We are committed to learning from external opinion and scrutiny and will share the 
reports with Lady Young. We have already developed new clinical guidance and 
training following our internal investigation.”    
 
It is the failing of the inquest held in 2022 that has added so much stress to Dorit, 
Gaia’s mother. The coroner is an independent judicial officer, appointed by the local 
authority, whose main role is to decide the cause of death. In this case Mary Hassell 
failed. Part of the problem is that nearly all coroners are not medically trained so 
they could find evaluating medical evidence beyond their skill set. And hospital 
trusts are aware of this and could decide to limit evidence available at an inquest. It 
is up to the coroner to probe that evidence to get to the truth. She is also expected to 
allow the bereaved to participate in the hearing. 



Not only did that not occur at Gaia’s inquest but the coroner positively blocked 
Dorit’s request to bring independent medical evidence from a neurologist by refusing 
to hear it. 
 
Instead the evidence concentrated on the findings by the post mortem of how she 
died and not on the original cause of why she died. 
 
As she says:” Professor Al-Sarraj’s report [ he did the post mortem] is detailed and 
descriptive of the brain injury as a secondary event; it does not provide an 
explanation of a primary event. It provides a description of the pathology of tissue at 
the time of death; it does not necessarily provide an explanatory 
pathogenesis in time but rather the description of an end point. Accordingly, the 
cause of death remains unknown.” 
 

Independent expert barred by the coroner 
 
When the inquest was held there were no independent experts giving evidence other 
than the two pathologists; there were no independent clinicians to give evidence on 
the care provided. The hospital was permitted to investigate itself in an independent 
judicial process; there was no external scrutiny. 
The coroner backed the trust opposing her request for an independent neurologist 
and other experts to attend. Instead, it left the trust to choose its own experts and 
this did not include a neurologist. 
 
Before the inquest was held the hospital wrote to Dorit saying: 
“The purpose of the serious incident investigation is primarily to review the care of 
your daughter and to identify any learning. We do not have the same purpose as the 
coroner who needs to determine the cause of death.” 
As she said; “This denotes an astonishing lack of medical curiosity for a leading 
clinical and research institution. It is crass. I am surprised that UCLH consider that it 
does not need “to determine the cause of death”; this position conflicts with the 
papers which considers the risk for the recipient of a liver from brain dead donors.” 
Gaia’s organs were donated.” 
 
Worse was to follow at the hearing. Dorit wanted to make an impact statement on 
her daughter’s death. This was refused by the coroner. It is on the Truth for Gaia 
website. 
 
In it she says “It felt like Coroner Hassell favoured her ‘local’ hospital; she breached 
principles of proper inquiry and natural justice. I am still waiting to receive the Court 
approved list of documents upon which it relied in reaching its judgement. If the 
Coroner had taken my submission into account, her inquiry might have taken a 
proper course in considering a differential diagnosis, but the one-day hearing barely 
scratched the surface of the complex medical issues of Gaia’s death. This 
predictably led to an inconclusive determination, adding nothing to understanding 
how Gaia died, nor whether her death was avoidable.” 



She wanted to publish the transcript of the hearing. Again the coroner refused 
threatening her with contempt of court and imprisonment if she did. The coroner 
was overruled by the Chief Coroner. 
 
The coroner declined to comment after I put the complaints about her behaviour to 
her. 
 
Dorit wrote to the Attorney General complaining about the handling of the hearing by 
the coroner and the failure to produce a witness statement that was subsequently 
available after the inquest. Officials replied that this ”may amount to a reason to 
seek a fresh inquest.” 
 
Lessons do need to be learned from this whole debacle. For a start procedures at the 
hospital should be changed even if this was a rare case. A decent coroner would 
have recommended some. But overall it shows up the weakness of a system 
whereby a hospital can first say it’s not their job to investigate the original cause of a 
death but a matter for the coroner and then not present enough evidence for the 
coroner to reach a judgement. Both the coroner and hospital have failed Dorit. This is 
a case of miscarriage of justice – people have a right to know the cause of death of 
a loved one and the public need to know to get a remedy should there be a repetition 
of this tragedy in similar circumstances. 

 

Gaia Young 


