Minutes of the Special Interest Group Meeting 

Held on 19 September 2013 
First Speaker – John Spencer Legal Executive 

Issues that had arisen

1. Firstly the whiplash Small Claim Court issue had been temporarily deferred while we were waiting for the report from the Transport Community there will issues of access to justice.

2. Secondly the  mesothelioma  Bill for those who were unable to trace employers has started its passage through the House of Lords.

3. APIL was still pursuing the position regarding the discount rate but the review was still outstanding.
4. Lastly he would like to highlight campaigns were on the agenda of the executive committee but they were of course always interested in others.

A) Avoidable injury and prevention

B) Cases of insurer bad practice
C) Ensuring that the Government programme is fair 
Dr Michael Ingram, GP 
There was a lively presentation and discussion involving Dr Ingram and members of the audience.

First of all he dealt with understanding the nature of the GP. 
GP’s did see clients for only short periods of time but over a long period that could add up and they got to know some of their patients very well. There were also issues of complexity because often they had multi problem cases with  a variety of symptoms.

To some extent there was an issue with tick box exercises and a pressure to save costs which was euphemistically known as referral management.

Although the time that they saw individual patients could be quite short it was important to use that time appropriately.

There were large numbers of NICE Guidelines some of which were very helpful .

GPs did not always comply with all NICE Guidelines.  They had a significant amount of autonomy in the way that they dealt with patients and they were less protocol driven than hospitals.

They went onto to deal with GP records and undertook a presentation linking into a GP system with a dummy client.

GP records have been mostly  electronically organised for the last 10 years or so.  There are three or four major systems in existence and there are some compatibility issues but mostly it works despite that.

He could remotely access and indeed his patients could access remotely to see some of their records.

Issues
Referral letters:


Generated within the system but would not necessarily be one that was printed out and provided with copies of the medical records.  
Most notably what he saw were the referrals letters that were missing from the hospital files and from the GP files. They would be on the GP system but had not been created with the printout was made.

Documents coming into surgery electronically

There was a docman system where results were automatically sent via email and then scanned through to the practice.

Each morning he would get a list of results which he would check as normal, abnormal or needing further review.

He would also get a list of correspondence that had come through the system for him also to check.

Patient messages

Messages left by patients were also electronically managed and therefore were within the records but may not be within the Emis consultation records themselves.

Audit trial

As far as he was aware there was a fully traceable system and you could have a full audit trail to find out which doctor entered which entry, at what time and on what date.  It could also ascertain who accessed the medical records and particular patients.

There were 4 or 5 different systems including  two Emis systems . Older system allowed access from health visitors and district nurses which made life a bit more complicated.

Also system called  Vision.  Much less common
Results

Of the blood results that came in every day probably only 1 or 2 out of the 100 or so would necessarily need action.  Every practice had a different system mostly they had a delegated doctor each day to go through all the results and check their significance.

Reminders and alarms

The system could provide with reminders for example child protection or child safety issues. The system could generate some alarms for example there were specific things built into the system so it would remind those with hypotension for example that there blood pressure needed to be taken every 9 months or so to check the position.

New patient
When a new patient came they could simply switch through. Sometimes they had a credit card with the pin number on and that would come through    . There were issues about consent.  There were also issues about giving patients access to their records could sometimes create anxiety. 

General issues of negligence

Red flags

He then went to deal with the main issues in GP practice of the general matters such as failing to note red flags. Patients that came in with a lot of symptoms or came in often or GPs that were overwhelmed with routine issues sometimes they misread flags.  He felt that the most appropriate thing he could say is that a good GP felt that something was not quite right but could not quite put their finger on it.

Delays in referral

As a matter of practice he thought that if somebody attended 3 times the GP without a diagnoses of some kind but with the same problem something needed to be done and some action needed to be taken.

Failure to listen

A failure to listen to the patient caused problems, firstly the patient might actually know what was wrong with them but also the developed a greater anxiety and less cooperation if they were not listened to.

Lack of continuity of care

He highlighted that the lack of continuity of care when different GPs were all confirmed with different patients.

There were safety net symptoms that patients could develop if they deteriorated or something more serious developed. He found as a matter of good practice that it was easy to identify those symptoms and put the patient on notice that if they had additional symptoms of that kind they should return to the GP. He found it more helpful to be specific about the symptoms that they should look out for.

Specialist reassurance

He dealt with the issue of specialist reassurance. As a matter of course there was obviously a limit to the amount of time that one could be reassured by a specialist.  But GPs were entitled to rely upon them.  
As a matter of general principle however they tended not to rely on emergency department records which were universally fairly poor in any event. He felt that you could not assume that the patient had been seen by a doctor because of the variety of healthcare professionals working in the emergency department.

In terms of the out of hour’s service their records came in through a system called Adastra and it downloaded straight into their system. It was only one way working however and the out of office doctors could not access the patient’s own medical records.

Dr Michael Isaac   consultant psychiatrist

He was dealing with the focus on suicide but generally looking at issues. 

He pointed out that standard of care was not good standard of care but good enough which was fairly pertinent he thought in psychiatry and psychiatric services.

Central to the role of a psychiatrist was the issue of risk management and predicting the possible risk treatment in individual cases.

The worse outcome was obviously death either for themselves, or for others but this was a very difficult position and was in fact impossible to predict.  What they could do was take some information from the general population and extrapolate it down. Then they could look at the respecters and see whether the person fit that particular template.

He identified that the psychiatrist had risk management tools which were sometimes used. There were a variety of instruments including the Barnsley Suicide tool – but  all of them were fairly flawed.  
· Firstly they failed to recognise any positive factors. 
· Secondly they did not wait any particular aspects of risks so all areas of risks tended to be treated equally 

· thirdly because it was check list people tended to be reassured if the patient passed essentially the test when that may not be the case at all.

It was therefore a great problem with focusing on protocol driven lists and quite often things were missed.  He attributed it as a fig leaf or poor practice.

Patient in fact had to have a holistic review.

When looking at the issues of suicide and homicide in particular  :

1.
the fact that somebody was mentally ill was a clearly pertinent feature but not necessarily depressed.  

The psychiatric condition with the highest risk of mortality was in fact eating disorders not depression .

People with panic disorders were more likely to commit suicide than schizophrenics.

2.
Other big issues that he identified were obviously substance abuse and alcohol.

3.
The usual suspects were male who are 4 times more likely to commit suicide than women, unemployed, physically ill, socially isolated. These were not however individual factors but population factors.

When looking at an individual one should look at how they should be managed and how you assess the risk.

1.
Firstly there was an indication as to how much collaboration and communication had been between the multi-disciplinary psychiatric team, third parties and the GP.

Although GPs communicated with GPs well that was not the case necessarily with hospitals and mental health services.  Between hospitals and mental health services poor communication was often a problem. 
Although psychiatric services had their own software it was not as good as the GPs and it was not compatible with the GP software.

The system was therefore not linked up and therefore there was a reliance on paper, email and faxes still.

In the mental health services record keeping tended to follow a particular format and therefore they could work out who had seen the patient when and what sort of contact but that did not mean that they could necessarily find out in the community services with GPs or in the general hospital what the situation had been.

For them the main issue was then they were faced with a serious untoward incident normally the reason for this is that there had been a significant breakdown in communication at some point through the team.

An example he gave is that the maximum period when a suicidal patient was at risk was one in the first week after discharge.  Most Trusts in practice had some form of protocol to deal with this.

However that protocol could mean just a telephone call to introduce themselves to the patient or a proper risk assessment but not face to face or a risk assessment face to face.  It could be therefore a significant difference in the way that things were communicated to the patient and within a team.

Likewise although each patient had a care coordinator the care coordinator’s role was not in fact to coordinate care but simply to try and get to know the patient.

These were procedural issues which affected the degree of information about the patient.

2. Duty psychiatric services

In an emergency presentation there was a referral to the duty psychiatric team.  This did not mean to say that they were would necessarily see a duty psychiatrist.  There was a significant amount of autonomy within the mental health services and the first person they may be in contact with could be a psychiatric nurse who would be able to assess and determine what should be done.

Most teams did not have a defined  good policy as to how matters should be pushed further up to more senior members of the team. Therefore the first person may be a fairly junior nurse who might not be making the appropriate assessment.

Suicide and Homicide generally 

He then dealt with the personal injury aspect of such of suicide.

Suicide  was in fact an aggressive act and not a passive act . Most truly suicidal people would at one stage or other be homicidal although they would not act upon it.  They turn the anger upon themselves. 
He pointed out that there were three issues that really came together for a high risk suicide patient 
a. first the acquired capacity for suicide a sense that it was possible, that there was no alternative and that they had crossed some line in their mental health to allow it to happen.
b. Secondly that they had a sense that they were a burden or that it become an inconvenient for them to live and 
c. thirdly what was known as thwarted belongingness which meant that important issues to them in the past were no longer there such as for example unemployment or family relations.  
When these came together there was a very high risk.  It was a fairly toxic mix.

When somebody committed suicide the family also have to deal with the issues of blame. People felt guilty and sometimes turned their anger upon the health professionals. Sometimes there was not anyone specifically to blame and even if they had followed the correct procedure it would be impossible to predict whether somebody would commit suicide.

He personally felt that there should be a detailed narrative surrounding the circumstance of the death so that families had as much information as possible.

He pointed out there were only  two main psychiatric disorders which had a causative effect there is PTSD and Adjustment Disorder.
There were notable causes for their development. 
This was not however the case with any other psychiatric illness which made establishing causation problematic.
Therefore although intuitively one could point to a significant life event and suggest that it was linked to the depression that followed but in practice that was much harder to establish.

Research studies had demonstrated that significant life events for men did not tend to cause psychiatric illness and for women either the death of parents before 11, one infant under 5 or social isolation where the only significant life events that had an impact in relation to psychiatric history as such.  They also had to look at what they were bringing to the issue such as  their previous medical and  psychiatric history. He had to take into account whether they had had an amplified or pathological reaction, what they were bringing and whether it was potentially diagnosable as a condition.

In terms of general psychiatric illness and the development of conditions aside from post traumatic shock and adjustment disorder life events good or bad tended to have a limited affect.

However, in the case of negligence there were some suggestions that it was how the event came about that was of relevance. In other words it was the negligent nature of the act that could trigger the anger and cause increasing psychiatric damage.  This could be actual or perceived negligence 

Summary

1. In short, psychiatry had a very high mortality rate compared to other areas partly as a result of the fact that psychiatric patients often had other illness.

2. Risk management was important but the standard was good enough which often wasn’t.
3. They could not predict who would commit suicide but they could predict by informed guesses who was at higher risk. 
4. There were common concerns and these should be communicated and disclosed properly.

5. In order to assess harm they needed to take a very accurate history.

6. Very few psychiatric conditions which were diagnosed had an implied cause and the majority of disorders could arise in any event and therefore evidentially you would be struggling to back up a claim.  
7. Reactive  conditions are much easier to establish from a medico-legal point of view.

8. In the secondary damage you are looking at whether there was a pathological or amplified reaction and whether there was an important adverse effect on their social or occupational matters.

 PRIVATE 
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