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‘M edically�cleared’�is�a�term�of�uncertain�mean-
ing�and�no�mutual�understanding�(Weissberg,�
1979;�Zun,�2005;�Reeves�et�al,�2010).�It�is�a�

bone� of� contention�between�psychiatric� staff,�who�may�

feel� they� should� not� be� asked� to� see� a� patient� until� all�

possible�pathology�other�than�‘functional’�psychiatric�ill-

ness�has�been� excluded,� and�general� hospital� staff,�who�

may�feel�it�is�not�their�role�to�investigate�patients�who�are�

‘clearly�psychiatric’.�It�may�be�treated�as�the�starting�gun�

for� psychiatric� involvement,� with� a� reluctance� for� psy-

chiatry�to�become�involved�ahead�of�this.�Patients�often�

breach�the�4-hour�wait�in�the�emergency�department�as�a�

result� of� delayed� or� lengthy� psychiatric� involvement�

(Henderson� et� al,� 2003;� Dutta� et� al,� 2004),� which� is�

sometimes� clinically� necessary.� Disagreements� between�

emergency� department� and� psychiatric� clinicians� have�

become�magnified�by�issues�of�stigma,�differing�priorities,�

limited� postgraduate� experience,� and� separated� mental�

health�and�acute�trusts.In� the� authors’� experience,� junior� psychiatrists� and�

psychiatric�nurses�are�often�uncertain�what�it�is�that�they�

are� really� requesting� when� they� ask� for� a� patient� to� be�

medically�cleared.�Likewise,�emergency�department�staff�

do�not�have�a�universal�understanding�of�the�request�for�

medical�clearance;�they�may�assume�this�requires�only�a�

cursory�physical�examination�or� sometimes� just�a� set�of�

basic�observations.�What�psychiatric�staff�are�often�asking�

when�they�ask�if�a�patient�is�medically�cleared�is�whether�

the�patient�is�medically�safe�to�be�on�a�psychiatric�ward,�

which�should�be�seen�as�roughly�equivalent�to�whether�or�

not�the�patient�would�be�be�medically�safe�to�be�at�home.�

There� is� also� the� need� to� exclude� potential� physical�

pathology�(Table 1)�behind�symptoms�of�mental�illness.
What do mental health professionals want 

from emergency department staff?
Vignette 1: A�patient�who�is�known�to�be�HIV�positive�

presents� with� new-onset� psychosis.� It� is� not� possible� to�

exclude� all� possible� organic� causes� in� the� emergency�

department,�and�a�decision�must�be�made�about�who�will�

take�over�the�inpatient�management�of�the�patient�while�

further�investigations�are�carried�out.

Before�immediately�assuming�that�a�patient�requires�an�

instant�transfer�to�psychiatry,�it�is�helpful�to�bear�in�mind�

the� range� of� possibilities� when� someone� presents� with�

psychiatric� symptomatology;� there� may� be� an� ‘organic’�

basis�that�is�immediately�treatable�(Table 1).�Many�cases�

are�not� so� simple� that�one�disease�process� can� immedi-

ately�be�singled�out,�and�it�must�be�borne�in�mind�that�

people� with� psychiatric� disorders� have� high� rates� of�

comorbid�physical�illness,�as�well�as�being�more�likely�to�

receive�substandard�medical�care�(De�Hert�et�al,�2011a,b).�

Psychiatrists�will�be�worried�about�whether�the�patient�

has� physical� problems� that� might� not� be� spotted� or�

appropriately�managed�on�a�psychiatric�ward.�Psychiatric�

wards� do� not� have� the� facility� to� manage� patients� on�

intravenous� fluids�or�oxygen,� for�example,�and,�because�

of�the�separation�of�mental�health�and�acute�trusts,�often�

do�not�have�access� to� the� same�computer� system�as� the�

general�hospital,�making�it�difficult�to�obtain�test�results.�

Mental� health� nurses� may� have� limited� medical� experi-

ence.�Psychiatric�wards�are�often�on�a�different�site�to�the�

general� hospital,� and� psychiatrists� have� to� consider� the�

fact�that�they�can�not�get�an�urgent�medical�review�for�a�

inpatient,�or�even�call�a�crash�team�if�necessary;�for�many�

psychiatric�wards,�the�only�option�for�a�patient�who�has�

deteriorated� medically� is� to� be� taken� to� the� emergency�

department�by�ambulance.�Of�course,�nobody�can�ever�be�fully�medically�cleared.�

We�can�never�exclude�every�single�possible�condition�in�

every� single� person,� and� investigation� often� continues�

beyond� the� emergency� department.� If� the� patient� is�

medically� stable,� a� psychiatric� ward� might� be� the� most�

appropriate� place� to� admit� him/her,� but� it� should� not�

‘The patient is medically cleared’
It is standard practice for psychiatric nurses and junior doctors working in emergency departments to ask that 

patients be ‘medically cleared’ before psychiatric admission or even assessment. However, there is a lack of 

agreement over what this process should entail.

Dr Chloe Beale is ST6 in Psychiatry and Dr Trevor Turner is Consultant 

Psychiatrist in the Department of Adult Psychiatry, East London NHS Foundation 

Trust City and Hackney Centre for Mental Health, London E9 6SR
Correspondence to: Dr C Beale (chloe.beale@eastlondon.nhs.uk)

Infection (systemic, e.g. urinary tract infection, or intracranial,  

e.g. encephalitis)
Intracranial lesion

Head injury
Other neurological disorders, e.g. epilepsy, multiple sclerosis

Alcohol intoxication or withdrawalPrescribed or illicit drugs, including withdrawal syndromes
Metabolic and endocrine disorders, i.e. hypoglycaemia

Hypoxia

Table 1. Conditions which may lead to psychiatric 

symptoms

BJHM_492_496_S_medical_clear.indd   492

03/09/2013   11:28

British Journal of Hospital Medicine, September 2013, Vol 74, No 9 

C143

What they Don’t teach you In MeDIcal School

©
 2

01
3 

M
A 

H
ea

lth
ca

re
 L

td

What happens at the inquest?
The purpose of the inquest is to determine 
the answers to four limited factual ques-
tions: who the deceased was, and how, when 
and where the death came about. To do this, 
the coroner calls upon witnesses who can 
provide factual information to answer these 
questions. This may include doctors and 
health-care staff who treated the deceased, a 
pathologist who has performed an autopsy, 
and police officers or other witnesses who 
attended the scene of death. Also present in the court room may be 

relatives of the deceased and legal repre-
sentatives of the ‘interested parties’. Rarely, 
in specific cases, a jury is required. 
(Circumstances which need a jury include 
deaths in custody or state detention, as a 
result of an act or omission of a member of 
a police force, as a result of a notifiable 
accident, poisoning or disease, or if there is 
‘sufficient reason’ to do so.) Depending on 
the complexity of the case, the proceedings 
can vary from a small gathering in a meet-
ing room, to a full house in a large, formal 
and perhaps more intimidating court 
room. An inquest is a public hearing, and 
high profile cases may attract media atten-
tion or a reporter from the local press. 

When it is determined that an inquest is 
to be held, you will be contacted by a coro-
ner’s officer and informed of the date for 
the court hearing. The coroner will ask you 
to write and submit a statement describing 
your involvement with the deceased. This 
should be a clearly written account in the 
first person, stating what you did, where 
and when. It should be factual and specifi-
cally describe your actions and involve-
ment, not those of anyone else. If your 
evidence is unlikely to be controversial a 
clear statement may reduce the likelihood 
of having to attend court in person. 

The coroner opens the hearing by intro-
ducing the case and describing the format 
that the proceedings will take. He/she will 
call witnesses in the order he/she chooses. 
When it is your turn to give evidence, you 
will be asked to step up to the witness 
stand and read out an oath stating that the 
evidence you are about to give is ‘the truth 
and nothing but the truth’. The coroner 
will invite you to read from your state-

ment, or guide you through the evidence 
he/she wants to hear with questioning. 

If you receive a formal summons your 
presence in court is mandatory. Failure to 
attend will place you in contempt of court, 
which may be punishable with a fine or 
term of imprisonment. If you have a 
legitimate reason for being unable to 
attend at the designated time, it is impor-
tant to discuss this with the coroner’s 
office and seek advice from your trust legal 
team or medical defence union. 

When you have completed giving evi-
dence, the coroner may ask further ques-
tions and will then invite the other interest-
ed parties, e.g. the family or their legal rep-
resentatives, to question you as the witness.Do I need legal representation?

In most cases, the evidence you will be giv-
ing at inquest will be non-controversial, so 
legal representation is not required. 
However, if, for instance, there has been a 
perceived shortfall in medical care, the fam-
ily may choose to seek legal representation 
and in this case you may prefer to do like-
wise. If you are working in a hospital, this 
will usually occur via the trust’s legal depart-
ment. However, if you are self-employed or 
work in general practice, your medical 
defence union can be the first port of call. 

In spite of the non-adversarial approach 
of the inquest process, questions from the 
family and barristers can feel confronta-
tional when something has gone wrong. A 
witness cannot be compelled to answer 
questions, and therefore you may choose 
not to answer a question which you feel 
may be incriminating. As one north 
London coroner said: ‘barristers will have 
their client’s agenda in mind and will 
unpick inconsistent evidence. This can feel 
adversarial’. The important message is to 
be clear about your statement and simply 
to tell the truth at all times. Giving evidence: practical tips
n Re-read the medical notes before the 

inquest so you are reminded of the con-
text of your involvement in the case

n Have a copy of your statement with 
you so that you can refer to it easily on 
the witness stand

Attending coroner’s court: a practical guide
Introduction It will happen to many of us during our 

medical careers. We will receive a summons 
to give evidence at a coroner’s inquest, and 
the nerves will start to run riot. The first 
time we give any thought to what goes on 
in the court room, and what we will be 
required to do, is when the court date is 
looming. Standing in court to give evi-
dence is not routinely addressed in medical 
training and often doctors are reticent to 
discuss their experiences of appearing in 
court. An inquest is not a trial and does not 
try to apportion blame for a death. Rather, 
it is a fact-finding exercise in which the 
coroner seeks to understand the circum-
stances that led to the death of a person. 

This article outlines the structure and 
processes of the coroner’s court and pro-
vides practical details about preparing for a 
hearing. It is hoped that this will allay many 
of the fears associated with giving evidence.The coronial systemThe coroner’s court is entirely separate from 

the criminal and civil processes and is gov-
erned by legislation set out in the Coroners 
and Justice Act 2009. This act changed eli-
gibility for appointment as a coroner, such 
that a person must hold a legal qualification 
of 5 years standing. It is no longer sufficient 
to be only medically qualified as was the 
case under the previous Coroner’s Act 
1988. The coronial service is funded by 
local authorities, and a coroner is appointed 
by the local authority to investigate certain 
deaths within a geographical area.

Section 1 of the Coroners and Justice Act 
2009 sets out the circumstances in which 
the coroner has a duty to investigate a 
death, including where the deceased died a 
violent or unnatural death, the cause of 
death is unknown, or the deceased died in 
custody or otherwise in state detention.Dr Kate Fletcher is ST2 in Histopathology 
and Dr Alan Ramsay is Consultant 
Histopathologist in the Department of 
Pathology, University College London 
Hospital, London WC1E 6JJ

Correspondence to: Dr K Fletcher 
(kate1fletcher@doctors.org.uk)
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