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A coroner has demanded a change in rules that stop NHS GPs
in some areas ordering urgent computerised tomography (CT)
scans, after the death of a 37 year old woman from a brain
tumour.
Lisa Hashmi, area coroner for Manchester North, gave the
warning in a report sent to Bury clinical commissioning group
on the death of Elaine Talbot, whose brain tumour was missed
by her GP and hospital doctors. Coroners have a statutory duty
to send a report to the person or institution they believe should
take action, if the evidence shows a risk of future deaths.
Elaine Talbot died less than a month after developing symptoms
of headache and nausea. Doctors failed to revisit an earlier
diagnosis of migraine despite her worsening symptoms.
She received a CT scan and an accurate diagnosis of
glioblastoma only on the day she died, hours after returning in
an ambulance to the emergency department of Fairfield General
Hospital in Bury.
The same hospital had discharged her with drugs for migraine
when she presented as an outpatient a week earlier.
While accepting that an urgent scan ordered by her GP would
not have stopped Talbot’s death, the coroner said the ability to
order such a scan might prevent deaths in some future cases.
“In my opinion there is a risk that future deaths will occur unless
action is taken,” Hashmi told the clinical commissioning group
in her report. “During the course of the evidence heard at

inquest, the deceased’s GP explained that he had no ability to
make a direct urgent request for CT scanning, unlike other GPs
in neighbouring towns. He considered that such accessibility
would be beneficial.
“Whilst it is unlikely that earlier scanning in Mrs Talbot’s case
would have altered the outcome, I am concerned that the lack
of urgent direct access to CT scanning by clinicians working in
primary care may have a bearing upon the outcome for others
in terms of prevention of future deaths. This appears to be a
commissioning issue.”
Copies of the report were also sent to the Department of Health
for England, NHS England, Talbot’s GP, and Pennine Acute
Hospitals NHS Trust.
The coroner concluded that death was because of natural causes
but added that “a number of missed opportunities to investigate
and escalate may have had a material bearing on the timeliness
of diagnosis, treatment, and intervention for the presence of the
brain tumour eventually identified.”
She added, “Whilst the thrust of the evidence disclosed gross
failure to provide basic care to the deceased, who by virtue of
her condition was in a dependent position, it was not possible
on the evidence heard to establish a causal link between such
failures and the direct cause of death, to the required legal
standard.”
The clinical commissioning group must respond by 14 June,
outlining the action it will take.
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