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NAME:    Mr Xxxxx Xxxxxxx      

   

ADDRESS:    XX Xxxxxx Xxxx 

Xxxxx Xxxxx 

Xxxxxxxter 

Xxxxxshire 

XXX XXX     

DATE OF BIRTH:   XXth Xxxxxxx 19XX 

STATUS:    Married    

DATE OF REPORT:  XXnd Xxxxx 20XX 

SOLICITOR REFERENCE: SAMPLE REPORT 

MY REFERENCE:   ATT/MEDICO-LEGAL 
 

1.1.1.1. Report productionReport productionReport productionReport production    

I have been instructed to prepare an independent medical report by Xxxxxx solicitors. Although these instructions 

may not be within the litigation process at this stage, the report is being written as if it were being presented to the 

Judge.    I am aware that my duty as an expert witness is to the Court and I have complied with it pursuant to 

CPR35.10(2). This duty is paramount and overrides any obligation to the person who requests a report or indeed 

who pays for it. 

I qualified from the University of Manchester Medical School 2001 with MBChb.   I have worked within a number of 

disciplines, predominantly Accident and Emergency. Having gained membership to the Royal College of General 
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Practitioners in 2005 by examination I have worked within both inner city, urban and rural practices, up to ten 

sessions of clinical work per week in addition to out of hours and private primary care.  

Having completed legal conversion qualifications and the Bar Vocational Course I was called to the Bar of Middle 

Temple in July 2009 and I also receive instructions as Counsel in clinical negligence and personal injury matters.  

On qualification as a General Practitioner there is a minimum standard below which no practitioner or practice 

should fall and this is irrespective of the longevity of one’s career – the qualification brings with it a standard of care 

and this report focuses on the relevance of this standard to the case in question.  

I hold full registration with the General Medical Council.  

 

2.2.2.2. IntroductionIntroductionIntroductionIntroduction    

2.1 This medical report is produced for Court purposes. It is an impartial report. My initial written instruction for 

this case were received from Xxxxxx Xxxx solicitors. I have not had any contact with the claimant in this 

matter; this is a desktop report which considers breach of duty in the first instance.  

2.2 It is the Claimant’s case that as of XXth Xxxxxx 20XX he developed symptoms which included lip/tongue 

swelling as well as restriction to his airway and that this occurred seven times before the cause was correctly 

identified. It is the Claimant’s case that he was not correctly diagnosed and that he continued to take 

medication which ultimately was identified as being causative of the symptoms complained of.  

 

3.3.3.3. IIIInformation Considerednformation Considerednformation Considerednformation Considered    

3.1 In compiling my report I have considered the following information: -  

3.2 Letter of instruction; 

3.3 Unpaginated copy GP records; 

3.4 Witness statement undated, 
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4.4.4.4. CCCChronology of Relevhronology of Relevhronology of Relevhronology of Relevant Events (GP and A+E records)ant Events (GP and A+E records)ant Events (GP and A+E records)ant Events (GP and A+E records)    

To avoid unnecessary duplication and keep costs proportionate I have not reproduced all of these. I refer to relevant 

entries which concern the GP’s involvement.  

29.11.20XX Lisinopril prescribed.  

18.2. 20XX Ramipril 2.5mg prescribed.  

24.2. 20XX GP consultation. “BP 200/100. Discussed blood tests which are within normal limits. 

Increased Ramipril to 5mg instead of 2.5mg”.  

17.1. 20XX GP consultation. “Allergic reaction. 2 days ago, says after eating peanuts but had them 

before, no new meds. Paramedics came but settled. For RAST testing then review”. Cetirizine (an anti-

histamine) prescribed.  

17.1.20XX Peanut RAST test 0.03 kua/L; IgE 23 ku/L 

24.1.20XX GP consultation. “Allergic reaction. Results explained, to keep epipen all the time, adv 

given”. Epipen prescribed.  

2.8.20XX  A+E consultation. Presenting complaint was tongue swelling. “Had Cashew nuts 11 p.m, 

woke 5 a.m. with tongue swelling; no other symptoms; had some problem with peanuts in past; carries 

epipen, tried to ???? without effect; symptoms now resolved”. Examination was normal. Impression: allergic 

reaction.  

• Arrived at the A+E department  06.27 

• Hydrocortisone 200mg IV given 07.15 

• Piriton 10mg IV given  07.18 

• Seen by registrar   08.30 

• Discharged with medication 08.58 

16.8.20XX Nurse consultation. “This lady keeps getting reactions to certain things bloods taken re this”. 

Total serum IgE blood test.  
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22.8.20XX IgE nut mix RAST test normal.  

2.9.2011  GP consultation. “…had another allergic reaction, bloods done on a/e request had cashew 

nuts before this…chat about ramipril and reaction, but in his case its due to nuts…”.  

1.2.2012  A+E consultation. “Pt attended ED with swollen lips/tongue; no urticarial rash; no erythema; 

has similar episode 6 times; used epipen…Allergic reactions – nil”. 

• Arrived at the A+E department  05.32 

• Hydrocortisone 200mg IV given 05.55 

• Seen by registrar   07.40 

• Discharged Not recorded 

14.4.2012  GP consultation. “Visited accidently today and adv surgery appt not needed allergic 

to ramipril ramipril stopped bp 170/71”. 

14.4.2012  GP consultation. “Essential hypertension. Discussed and is on medication for this, 

needs Epipen for anaphylactic reactions of unknown cause…” 

14.4.2012  “Personal history of food induced anaphylaxis” 

 

5.5.5.5. Relevant CorrespondenceRelevant CorrespondenceRelevant CorrespondenceRelevant Correspondence    

 

1.2.12  A+E discharge letter.  

  Diagnosis: Angioneurotic oedema 

  “Pt attended ED with swollen tongue and 6 attacks last year pt used his epipen, no urticarial rash, no 

erythema pt had swollen lips and tongue the probable reason for the reaction is pt on Ramipril so advised to stop his 

ramipril and need monitoring his BP and needed titrating his medication”.  
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6.6.6.6. Relevant Medical InformationRelevant Medical InformationRelevant Medical InformationRelevant Medical Information    

 

6.1 The issues herein appear to be: -  

 

1. Whether the correct diagnosis was made; 

2. Whether there was a suitable differential diagnosis; 

3. If investigation was appropriate; 

4. If treatment was appropriate; 

5. If there was appropriate review.  

 

Angioneurotic Oedema/AngioedAngioneurotic Oedema/AngioedAngioneurotic Oedema/AngioedAngioneurotic Oedema/Angioedema/Angioema/Angioema/Angioema/Angio----oedemaoedemaoedemaoedema    

 

6.2 There are two principal types: the first is inheritance due to C1 esterase inhibitor deficiency which is an 

autosomal dominant condition. There is no apparent record that this applies to Mr Xxxxxx Xxxx. The second broad 

group is induced angioedema – in this case induced by pharmaceutical medication. There is a third idiopathic group 

for which no cause is ever identified.  

 

6.3 Most commonly the face, lips and tongue are affected as well as mucous membranes and the larynx. 

Symptoms tend to be short-lived and are often mild and localised.  

 

AnaphylaxisAnaphylaxisAnaphylaxisAnaphylaxis    
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6.4 This is a life-threatening emergency which is caused by rapidly developing circulatory collapse and airway 

compromise, usually there are skin and mucosal changes. The individual will have previously been sensitised i.e. 

exposed to an allergen and the anaphylaxis is a response to further exposure of that same allergen.  

 

6.5 Whilst the diagnosis is a clinical one, the three key criteria of anaphylaxis are: -  

 

a) Sudden onset with rapid progression of symptoms; 

b) Life-threatening airway, breathing and circulation problems; 

c) Skin and mucosal changes.  

 

Food AllergyFood AllergyFood AllergyFood Allergy    

6.6 This is falls into two broad groups: those which are IgE-mediated and those which are not. The clinical 

features can be mixed and include: -  

a) Cutaneous reactions e.g. urticaria, eczema flare and angioedema; 

b) Gastrointestinal reactions e.g. vomiting, diarrhoea, abdominal pain; 

c) Respiratory reactions e.g. wheeze, rhinitis; 

d) Cardiovascular e.g. hypotension, syncope.  

 

6.7 In true food allergy the symptoms are reproducible and occur within one hour of exposure (either ingestion 

or contact). Symptoms which develop overnight or are present first thing in the morning are unlikely to be caused by 

IgE-mediated food allergy. 
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7.7.7.7. Discussion and OpinionDiscussion and OpinionDiscussion and OpinionDiscussion and Opinion    

7.1 In the previous section I have set out the three diagnoses recorded in Mr Xxxxxx's medical records. In my 

view it is essential to always have a working diagnosis for every condition: this is a working hypothesis which is 

confirmed by the correct medical treatment and which is re-visited to confirm the hypothesis.  

7.2 I refer to Mr Xxxxxx's witness statement. At paragraph three he described “being unable to breathe…felt 

very unwell with my mouth tongue and throat as they were severely swollen…this feeling continued all day” on 15th 

January 2011. This clinical presentation is not consistent with anaphylaxis – the diagnosis offered by the Paramedics 

who attended later that same day.  

7.3 At the subsequent GP consultation on 17th January 2011 an allergic reaction is recorded and an anti-

histamine was prescribed. Whilst even in lay terms, peanuts are an identified allergen these are not always nor 

exclusively the cause of allergic reactions and in any event, Mr Xxxxxx Xxxx had eaten them before (he had therefore 

been sensitised to them).  

7.4 In my opinion, an accurate chronology of symptoms is essential to determine any decision as to causation. In 

this case the peanuts were consumed the night before and symptoms developed the following morning. In my 

opinion, such a delay makes causation of symptoms due to allergy unlikely. 

7.5 To further reinforce this opinion, patients who are sent for allergy testing attend for skin prick tests 

whereupon various allergens are presented to the skin and the reaction recorded thereafter. Patients are not sent 

home to re-present at the clinic the following day to assess their reaction – this is simply because allergic reactions 

follow soon after exposure. 

7.6 As of the consultation of 15th January 2011 a RAST test was organised. The test was not positive. The 

diagnosis of an allergy depends on the chronology of presentation together with clinical tests – either blood tests or 

skin prick tests. In this chronological presentation and with a negative blood test, peanut allergy was unlikely. 

Therefore as of the follow-up GP consultation of 24th January 2011 a higher degree of clinical suspicion should have 

been allocated to the competing differential diagnoses.  
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7.7 If an Epipen (injectable Adrenalin for self-administration) was prescribed then I would expect that a 

substantive explanation be sought for the cause of such symptoms – not least because they may be life threatening. 

I acknowledge that there is a group of general practitioners who prescribe Epipens without the absolute security of a 

diagnosis – as a safety net and this would be acceptable practice in my view.  

7.8 Paragraph four of Mr Xxxxxx's statement refers to “three further episodes” but there is no reference to the 

use of an Epipen or the nature/duration of his symptoms or if they were preceded by peanut exposure.  

7.9 The presentation on 2nd August 2011 at A+E which required the administration of intravenous steroids and 

anti-histamine medication was the next presentation. There is a record of eating Cashew nuts the night before and 

again, the onset of symptoms some six hours later. I highlight that Cashew nuts are tree nuts and not Peanuts but 

that there is an identified increased likelihood of allergy to tree nuts if there is a peanut allergy. Tree nut allergy is 

less common than Peanut allergy.  

7.10 The GP consultation of 2nd September 2011 effectively reviews the latest A+E attendance. In my opinion, 

such severe symptoms resulting in Paramedic attendance and intravenous steroid administration should have 

resulted in a referral to the allergy clinic by the GP and to fail o do so fell below an acceptable level of care.  

7.11 In any event, on 2nd September 2011 there had by then been several clinical presentations and more than 

one negative blood test (the second negative IgE being 22nd August 2011) and so clinically, to a competent clinician, 

allergy must be less and less likely as a cause for presentation. In the alternative, more and more should have been 

done to investigate the nature of the allergy.  

7.12 At no point in time is there a record of the clinician advising the patient to keep a detailed and accurate 

record of their symptoms – effectively a symptom diary which would be of great assistance when forming a 

diagnosis. To fail to do this, in my opinion, falls below an acceptable standard of care. It is simple, there is no cost, it 

engages the patient as part of the solution and given the importance of chronology, it is essential. 

7.13 The GP consultation of 2nd September 2011 identifies that Ramipril was discussed. Ramipril is associated 

with approximately 1% incidence of angio-oedema. Ramipril is an ACE inhibitor drug which are the leading cause of 
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drug-induced angio-oedema in the United States because they are used so prevalently. In my opinion, angio-oedema 

as a side effect of ACE inhibitor medication is within the knowledge of responsible General Practitioners.  

7.14 Despite what I would expect as common knowledge the suggestion that Ramipril was causative was 

dismissed by the GP on 2nd September 2011 and although not supported by the chronological presentation and in 

the absence of any supportive clinical tests and despite not referring to an allergy clinic the clinician recorded “…but 

in his case its due to nuts…”. In my view this was clinically unsupported and was plainly wrong.  

7.15 At very least the possibility of ACE inhibitor-induced angio-oedema should have been on a differential 

diagnosis which it appears it was not and this fell below an acceptable standard of care.  

7.16 Given the nature, severity and frequency of Mr Xxxxxx's symptoms and that there were potentially life 

threatening consequences together with the context of there being an abundance of alternative anti-hypertension 

medication, the safest and simplest clinical step would have been to discontinue Ramipril, monitor blood pressure 

and introduce an alternative drug (i.e. not an ACE inhibitor) if blood pressure control was needed. This was not done 

and in my opinion, this would have been clinically appropriate.  

7.17 The A+E consultation of 1st February 2012 was clinically decisive in identifying Ramipril as the causative 

agent. By virtue of ceasing prescription I understand that the symptoms ceased (although this is not specifically 

recorded in the witness statement) and is evidence that it was the correct clinical decision.  

8.8.8.8. SSSSummaryummaryummaryummary    

8.1 The three potential diagnoses which are referred to in Mr Xxxxxx's medical records, I think, are clinically 

appropriate. As can be seen from the information recorded in section six it is unlikely, based on the clinical 

chronology that Mr Xxxxxx Xxxx had anaphylaxis.  

8.2 Considering that a food allergy was the cause of the symptoms. Peanut allergy is well recognised and occurs 

in approximately 1% of the UK population. The clinical diagnosis relies on an accurate history and diary of exposure 

to build up a picture of exposure leading to symptoms. Aside from the fact that this intrinsically important part of the 

clinical picture was never obtained it would have in any event demonstrated that nut exposure (peanut or tree nut) 

did not thereafter reproducibly lead to symptoms. 
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8.3 To further support the clinical picture the repeated blood tests, which in my opinion were appropriate to 

rule in or out such a diagnosis, were persistently negative. On this basis, nut allergy was not the likely cause of Mr 

Xxxxxx's symptoms.  

8.4 Considering angio-oedema as a cause for the symptoms and aside from the fact that exclusion of the other 

two competing diagnoses would have led to this by default. The incidence of angio-oedema in patients using ACE 

inhibitors is approximately 1% (more typically 4% in afro-carribean patients) . It would therefore be fair to state that 

the incidence of peanut allergy is roughly commensurate with the incidence of angio-oedema in patients using ACE 

inhibitor medication and to then expect a responsible clinician to be aware as much of one as the other.  

8.5 ACE inhibitors are very widely used worldwide and so a 1% incidence of angio-oedema occurs not-

infrequently as a consequence of the high volume of ACE inhibitor prescriptions. On the basis of medical knowledge I 

would have expected a General Practitioner to have and by default of excluding the other two competing differential 

diagnoses, I am of the opinion that Mr Xxxxxx's General Practitioner should have identified that 

a) He had angio-oedema and not anaphylaxis and that 

b) the most likely cause of this was ACE inhibitor use.  

8.6 In my opinion, this clinical diagnosis should have been reached at the consultation on 2nd September 2011 

and not later. 

 

9.9.9.9. DeclarationDeclarationDeclarationDeclaration    

 

I understand that my overriding duty is to the Court, both in preparing the report and in giving oral evidence.   I have 

complied with and will continue to comply with that duty. 

I have set out in my report what I understand from those instructing me to be the questions in respect of which my 

opinions as an expert are required. 
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I have done my best in preparing this report to be accurate and complete.   I have mentioned all matters, which I 

regard as relevant in the opinions I have expressed.   All of the matters on which I have expressed an opinion are 

within my field of expertise.   I have drawn to the attention of the Court all matters of which I am aware, which 

might adversely affect my opinion. 

Wherever I have no personal knowledge I have indicated the source of the fact of the information. 

I have not included anything in this report, which has been suggested to me by anyone, including the lawyers 

instructing me, without forming my own independent view of the matter. 

Where, in my view, there is a reasonable range of opinion, I have indicated the extent of that range in the report.  

At the time of signing the report I consider it to be complete and accurate.    I will notify those instructing me if, for 

any reason, I subsequently consider that the report requires any correction or qualification. 

I understand that this report will be the evidence that I will give under Oath, subject to any correction or any 

qualification that I may make before swearing to its veracity.   

I have included in this report a summary of my instructions. 

I can confirm that in so far as the facts in my report are within my own knowledge, I have made clear which they are 

and I believe them to be true and the opinions I have expressed reflect my true and complete professional opinion. 

I confirm that I have made clear which facts and matters referred to in this report are within my own knowledge and 

which are not. Those that are within my own knowledge I confirm to be true. The opinions I have expressed 

represent my true and complete professional opinions on the matters to which they refer. 

I am aware of the requirements set out in Part 35 of the Civil Procedure Rules and the accompanying Practice 

Direction, the Protocol for the Instructions of Experts to give Evidence in Civil Claims, and the Practice Direction for 

Pre-action conduct. 

Dr’s Signature 

DR STEPHEN GRANT CHARLESWORTH-JONES 
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