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Consent in mandatory homicide
inquiries

Since 1994, an independent inquiry has
been required in all cases of homicide by
discharged psychiatric patients (Depart-
ment of Health, 1994) and health authori-
ties have develop
procedures for terms of reference for in-
quiry teams. Methodological inconsisten-

needed to local

cies have been highlighted (Buchanan,
1999) but the definition of the process of
obtaining consent from the patient involved
(to allow the inquiry team access to their
medical and other relevant case notes) has
been neglected.

Issues regarding consent and capacity are
assuming ever-increasing importance in
clinical practice. Psychiatrists routinely as-
sess this with respect to consent to medi-
cation, and rigorous safeguards exist to
ensure patients understand their right to
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withhold or refuse consent. However in
the case of homicide inquiries there are
neither guidelines nor consensus. According
to the terms of reference for homicide in-
quiries (Department of Health, 1994) it is
the responsibility of the health authority
to obtain consent. In order do identify cur-
rent practice, we wrote to 22 health autho-
rities that had commissioned homicide
inquiries. Details of the procedures/process
used by inquiry teams to obtain consent
(and a copy of the actual consent form
used) were requested.

Only 11 responses were received, seven
providing a copy of the consent form used.
These were broadly similar, requesting con-
sent for access to all records (health, social
services, probation and housing). Only one
reply explicitly stated assessment of capa-
city. Two authorities did not know how
consent was obtained and suggested we
contact the psychiatrist on the inquiry
team. All respondents included the terms
of reference and procedures issued to the in-
quiry team. None of these mentioned how
consent was obtained. A variation in prac-
tice for obtaining consent was evident;
consent forms were directed through solici-
tors, prison medical officers and inquiry
psychiatrists. Only two consent forms ex-
plained that reports would be compiled
and published.

Our limited study demonstrates that the
important issue of consent appears to have
been neglected, which is surprising as in-
quiry reports rely on full access to medical
notes. It is of concern that none of the
health authorities could demonstrate ade-
quate procedures for obtaining valid con-
sent. This raises the issue of what patients
understand they are consenting to when
they sign consent forms to release their re-
cords to an inquiry. Understanding fully
the consequences of an inquiry (some of
which is inevitably negative) is a difficult
conceptual task. It is, therefore, most im-
portant that patients are presented with
clear and comprehensive detail (e.g. with
sufficient time allowed to consider the in-
formation, explanation of the right subse-
quently to withdraw consent and that the
report will be published). The procedure
should be conducted in accordance with
the British Medical Association (BMA)
guidelines; thus, patients must be able to
understand and retain the main benefits
and possible risks, be shown to believe that
information and be capable of weighing-up
the information in order to make a choice
(BMA & The Law Society, 1995). We
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recommend that health authorities adopt
and expand the BMA guidelines to ensure
they obtain informed valid consent.

Although it is not the responsibility of
the patient’s current responsible medical of-
ficer to assess the capacity of the patient to
give consent, we believe it should be good
practice to do so. If this procedure is fol-
lowed, there is a risk of an increasing pro-
portion of patients refusing to consent to
the release of confidential information. If
no guidelines exist for health authorities
in such circumstances, the whole inquiry
process might grind to a halt. Finally, we
raise the legal spectre that if valid consent
cannot be obtained by health authorities,
that they may subsequently be accused of
breaking patient confidentiality and be
open to a legal challenge from patients
who have been subjects of homicide inqui-
ries.

The value of continuing mandatory lo-
cal inquiries is an important debate but be-
fore further inquiries are commissioned we
propose that issues surrounding the process
and extent of consent be better clarified in
the interests of both patients and health
professionals.
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Medical roles in mental health
review tribunals

Richardson & Machin (2000) draw atten-
tion to the dual role imposed on the medi-
cal member of mental health review
tribunals (MHRTS), and to the fact that,
having made a preliminary examination,
they are unlikely to come to a tribunal hear-
ing with an open mind as to whether or not
the patient should continue to be detained.

Having served on a great many tribunals,
I can say that tribunal members understand
that they must reach their decision on what
they read in the reports presented to them,
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