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Suggested Actions for Local Authorities in considering how to implement the new Medical Examiner Service
Introduction
This paper is a ‘work in progress’ document which has been prepared by local authority coroner’s and registration managers in consultation with the Department of Health Programme team. 

This is not a final document as there is further information and guidance which is still being prepared and additional information will be available in the response to the consultation on the reforms which is yet to be published. 
Background
The Coroners and Justice Act 2009 sets out the legal basis for a new system of death certification in England and Wales.  With the abolition of Primary Care Trusts (PCTs) in April 2013, the Health and Social Care Act 2012 transferred responsibility for the new medical examiner service from PCTs to sit with Local Authorities (LAs) in England and Local Health Boards (LHBs) in Wales.  Medical examiner services will need to work on a day to day basis with local coroners and registration services as set out in the regulations proposed for the new system.

All deaths not subject of a coroner investigation will be subject of a medical examiner’s independent scrutiny and confirmation of cause of death stated by an attending doctor.  The reformed system is expected to strengthen safeguards for the public, make the process of death certification simpler and more open for the bereaved.  The running cost of the service is expected to be met through a medical examiner fee charged to the bereaved.  Existing Cremation Forms fees will be abolished as will the role of medical referees. 

Objective
Appointing authorities must:
(a) appoint enough medical examiners, and make available enough funds and other resources, to enable those functions to be discharged in its area;

(b) monitor the performance of medical examiners appointed by the Local Authority in England and Local Health Boards in Wales by reference to any standards or levels of performance that those examiners are expected to attain. 

We would strongly advise that you read all the resource information prior to setting up the project team so that you are aware of all the background and resources that are available.
Abbreviations
DH – Department of Health
IT – Information Technology

GP – General Practitioner

LA – Local Authority
LGA – Local Government Association

ONS – Office for National Statistics

ME – Medical Examiner

MEO – Medical Examiner Officer
NHS – National Health Service
RESOURCE LIST

	Title
	Contents
	Location 

	Legislation
	Legal basis
Statutory basis for service
	http://www.legislation.gov.uk/ukpga/2009/25/contents 

Appendix A
Link to new legislation to be inserted in due course

	National Medical Examiner 
	Website and implementation toolkit available with national guidance and sample 'Exemplar Forms'


	There is a medical examiner website which is under construction. A link will be published in due course


	e-learning
	Training modules for medical practitioners

and associated professionals – compulsory for Medical Examiners applying for the posts

	The link to the e-learning modules will be included when fully operational

	Cost calculator
	To be developed by DH – provides a guide to number of staff required and how much it will cost for your particular ME area

	

	Reference materials

	Francis enquiry
	http://webarchive.nationalarchives.gov.uk/20150407084003/http://www.midstaffspublicinquiry.com/ 

	Local statistics
	Gather together statistics on your proposed region
The Office for National Statistics (ONS) may be able to provide registration and coroner data on numbers and locations 


	https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths 

https://www.gov.uk/government/statistics/announcements/coroners-statistics-2015 

https://www.gov.uk/search?q=coroners+statistics+2015
Consider an analysis of where deaths occur – hospital, hospice, home etc.

Local sources of statistical and demographic data 

	Lessons learnt from the pilot sites
	Are there any issues which arise from the lessons learnt from the pilot sites which need to be considered as part of your local approach?
Information to be updated ME system in Scotland

	https://www.rcpath.org/discover-pathology/public-affairs/medical-examiners.html  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/521226/Death_certificate_reforms_pilots_-_report_A.pdf .


	National 'exemplar forms'
	Sample templates provided as evidence of good practice
	There is a medical examiner website which is under construction. A link will be published in due course

https://www.gov.uk/government/consultations/death-certification-reforms
See below under process guides/forms




ACTION PLAN/CHECKLIST
	Work Stream
	Action
	Supporting documents
	Comments 

	Project governance
	Consider how you will set up your project locally; who will be leading it, who will be key board members etc.  Some suggestions are listed below:
· Appoint lead ME manager
· Set up project governance

· Sponsor 
· Project board

· Project groups/work streams

· Set up local project plan 
· Project support

· Risk and Issues log

· Impact assessment


	Local project governance and systems
National risk register and issue log

National impact assessment 
	The lead manager will be the local contact for the LA and DH
A senior officer will need to support the project locally in order to ensure appropriate engagement with all necessary agencies required for implementation


	Liaison with DH
	How will you ensure you receive updates and guidance documents in a timely way?

Engagement with Directors of Public Health

Ensure named LA contact available for all communications from the DH etc.  
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	Political engagement
	How will you seek the support/governance of the Portfolio Holder, Scrutiny Committee or relevant politicians in your locality?

	
	Consider what involvement Councillors should have?

	Stakeholder engagement
	Who are your key stakeholders?

How will you seek the support of key stakeholders in your area?
	
	

	Equality impact assessment
	What are the needs of your area?  

Do you have any specific cultural needs?

How will you arrange out of hours access to services?


	LA Equality policy document and Impact Assessment template
	

	Finance
	Consider what information you need to help you to work out how much income there is to deliver the service and therefore how many staff will be needed

· Scope volumes of deaths in proposed area

· Number of coroner referrals

· Location of deaths

· Registration service data on registrations

· Population data on long term growth/new builds etc.

· Use cost calculator to support estimates for cost and income

· What is current debt recovery in the LA

· What is current non-payment %

Set up budget lines for the DH set up funding 

Set up a revenue budget for the new service 

Do you need to set up the new establishment on LA payment and finance system?
Consider national monitoring required for the review of the service 


	DH Cost calculator to be developed 

	

	Options paper
	What are the options open to you regarding service delivery?

Will you commission the service or will you deliver it through the LA?
How will this decision be signed off within your LA?
Will you consider working with another LA to deliver the service?

How will you ensure the 'independence' of the ME?


	
	Consider how the service will be delivered.  What geographical, political and NHS/CCG area will it cover? 
Will the service be commissioned or delivered?



	Fee collection
	How much is the fee?

How will the fee be collected?

Who will collect the fee?

How will reconciliation of fees be done and by whom?

LA policy on what procedures will be taken with debtors

Could you join with other LA to set up a central collection of the fee?

Are there opportunities for a national fee payment mechanism?

	Potential for a Voluntary Agreement between Local Authority and Funeral Director (framework may be drafted by DH/Local Government Association (LGA) if funeral directors are willing to enter into a national agreement)


	Assumption in Consultation Document is that 80% of fees will be collected by the Funeral Director –  

Assumption = 2.5% unpaid

Assumptions are being considered as part of the consultation
Are these reasonable in your local authority?

	Human Resources
	If you are delivering the service consider how you will appoint the ME and MEOs

Consider the Job Profile for ME/MEO/Other staff as required which has been developed by DH
Consider how validation of the ME will be carried out and verified by the LA

How will the LA manage medical staff e.g. the appropriate audit processes, compliance with national guidance and standards, indemnity insurance, peer reviews?
Are there any TUPE issues if the bereavement service is involved?
Will any out of hours service impact on other existing staff and will this require changes to contracts?


	DH and the Local Government Association are developing template job profiles for all roles along with advice and guidance on how to appoint these staff
Royal College of Pathologists to offer guidance
	The LA may wish to use as exemplars or create their own
Consider appointing the ME lead as early as possible as they need to be involved in the design of the local service and the appointment of his/her team

	Information Technology
	Do you know what is already in place in NHS/GP practices/LA?
Consider how you will transfer data between the GP/place of death to the ME office

Can you identify what is required for the local IT case management solution

Do you have a list of preferred providers?
Liaise with procurement if a tender is required?

Keep abreast of national developments in this area

How many computers, phones, mobiles, etc. will you need?
What other IT can bring efficiencies (electronic signatures, data transfer)?
Which Case Management System will you use?

What IT solution will you require for payments?

What data do you need from CCGs?

Consider what IT they use and whether it is compatible with other users IT for the transfer of data/forms
	The National Medical Examiner has developed an Access database Case Management prototype
There are also some other providers who are developing case management systems alongside coroner case management systems
	

	Communications
	Identify stakeholders and create contact list of names and contact details 

Consider how you will engage with them

Prepare local briefing literature and website information 

Work with training group on the briefing and training sessions 

Ensure that key staff are well briefed on media training and the key messages 

Public information leaflets, website etc.


	DH to provide source/sample leaflets and training documents 
	

	Training
	Consider how you will brief and train your key partners.  This may include:
· Registrars

· Medical practitioners

· Coroners

· Contact centres

· Funeral directors 

· Councillors

· Other stakeholders


	E-learning modules will be available – http://www.e-lfh.org.uk/programmes/medical-examiner 


	

	Commissioning/ procurement 
	Consider your service delivery model and if you are to commission the service what you will need to look at:
· Direct commissioning of Medical Examiners

· Tendering for  a contract to collect fee

· Tendering for a contract to collect and deliver medical notes

· Tendering for a contract to examine bodies

· Tendering for an IT contract  


	Consider using opportunities to share documents 

LG guidance on commissioning to be developed
Local authority procurement guidance
	

	Quality Assurance/ Performance  management
	Review the national standards and consider how you will monitor them

Will you require local standards?  How will you monitor them?
You might want to consider the following: 

· Will you need to set up performance monitoring in line with national guidance from National ME?
· Local service standards in line with local Key Performance Indicators
· Customer service standards

· Complaints and compliments

· Monitoring of feedback for continuous improvement

· Publishing of results 

· Liaison with clinical governance teams

· Sharing of good practice with other ME services

· Identification of  local issues and trends
	Draft Standards for the Delivery of the Medical Examiner Service 
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	Processes and procedures 
	Consider how the service will be delivered locally:
· Which locations will be used?
· How will patient notes be transported/ electronically shared?
· What hours will the service operate?
· Shifts?
· Out of hours (to meet local and cultural needs)

· Local monitoring – forms etc.

· Write standard operating procedures

· Consider setting up protocols for organ retrieval with the local transplant team, faith groups, paediatric and maternity
See separate section below


	
	

	Risk Management and Business Continuity
	Have you considered the risks of implementation and service delivery in your planning?

Have you considered Business Continuity Planning?

Have you considered contract management? 


	Corporate Risk Register and Business Continuity template
	

	Policies 
	Which policies will you need to develop?
Some examples may be:

· Induction guidance 

· Impact Assessments

· Faith groups

· Health and safety
· Non-payment of fee

· Complaints – medical 

· Complaints – customer service
· Human Resource policies

· Standard Operating Practices


	

	

	Property
	What accommodation is required and where?
Do you need facilities for families to meet ME/MEO
Accessibility 

Appropriate for medical practitioners to get to and from 

Parking

Consider whether you will need access to the mortuary and viewing of the deceased?

Furniture for office/IT
Consider Office opening times


	
	Consider Gloucestershire model of incorporating bereavement services

	Data/ Information management
	How will this be achieved – some suggestions to consider are:

· Record keeping protocols

· Data sharing issues between LA and NHS and Coroner Services and Registrars
· Caldicott guardian 

· Data retention

· Access to medical records 

· Transfer of medical records 

· IT storage and transfer between LA and NHS and Coroner Services

· Clarity of who is the Data Controller for ME services

	The National Medical Examiner has developed an Access database which can be used 

There are private providers developing coroner and ME case management systems 


	

	Examination of the body
	Consider how external examination of the body will take place and where

How will you pay for the service if it is not the ME?  How will you track payments for this service to delegated individuals?

Who will carry out the delegated responsibility and how will you ensure that they are accredited and trained?


	This is a draft – to be confirmed following  consultation

[image: image3.emf]Good Practice Body  Collection Form.pdf


	

	Monitoring and post implementation 
	To be confirmed – however will need to be national standard

Post implementation review

Lessons Learned
	
	


PROCESS GUIDES/FORMS
	Process 
	Action
	Supporting documents
	Comments 

	Referral to Medical Examiner
	Draft guidance for registered medical practitioners
Final Entry in Clinical Record Following a Death
	Legislation – examples below 
Exemplar forms


[image: image4.emf]Draft Final Entry in  Clinical Record Following Death Form.pdf


Exemplar forms


[image: image5.emf]National Exemplar  Form ME-1 (Part A) - Administrative Information.pdf
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	Referral from Medical Examiner to Coroner
	
	Legislation – Regulations: 4(1) (2) (3)

3 (6)
	

	Transmission of documents to Registration Office/Officer
	ME-2(A) Medical Examiners' Notification of Confirmed Cause of Death

ME-2(B) Medical Examiner's Notification of Certified Cause of Death
	Exemplar forms


[image: image7.emf]Draft ME-2(A) Form -  Medical Examiner's Notification of Confirmed Cause of Death.pdf
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	Referral from Registrar to Medical Examiner
	
	
[image: image9.emf]National Exemplar  Form Draft Queries Raised by Registrar.pdf


	

	Examination of the body
	Local protocols 
	Source documents to be provided by pilot/DH?

	

	Body Collection
	Good Practice guidance issued
	Draft – to be confirmed following  consultation

[image: image10.emf]Good Practice Body  Collection Form.pdf


	

	Publicity and information
	How will you publicise and inform key stakeholders and the public?

	DH National communications strategy

Bereavement leaflets

DH information 

National communications 

Local meetings and briefing sessions 

Local press 


	

	Data protection 
	What legal gateways will enable you to share and receive information or data from others?

	National data sharing agreement to be developed 

DH guidance
Exemplar forms for tracking patient records 


	


POST IMPLEMENTATION CONSIDERATIONS
	Benefits Realisation
	Contents
	Mechanism for Capturing Data/Information

	Training to Medical Practitioners

	Ongoing training to new medical practitioners
Training related to Medical Examiner local findings
	

	Coroners Service
	Collecting evidence of impact on workload, volumes, and costs both positive and negative

	

	Customer Satisfaction
	Compliment and complaint handling – monitoring feedback and impact


	

	Clinical Governance
	Improved local mortality data and intelligence

Improved national mortality data and intelligence


	

	New Burdens Assessment
	Collection of data/evidence
	


Appendix A – Coroners and Justice Act 2009

CHAPTER 2

NOTIFICATION, CERTIFICATION AND REGISTRATION OF DEATHS

18 Notification by medical practitioner to senior coroner

(1) The Lord Chancellor may make regulations requiring a registered medical practitioner, in prescribed cases or circumstances, to notify a senior coroner of a death of which the practitioner is aware.

(2) Before making regulations under this section the Lord Chancellor must consult—

(a) the Secretary of State for Health, and

(b) the Chief Coroner.

19 Medical examiners

(1) Primary Care Trusts (in England) and Local Health Boards (in Wales) must appoint persons as medical examiners to discharge the functions conferred on medical examiners by or under this Chapter.

(2) Each Trust or Board must—

(a) appoint enough medical examiners, and make available enough funds and other resources, to enable those functions to be discharged in its area;

(b) monitor the performance of medical examiners appointed by the Trust or Board by reference to any standards or levels of performance that those examiners are expected to attain. 

(3) A person may be appointed as a medical examiner only if, at the time of the appointment, he or she—

(a) is a registered medical practitioner and has been throughout the previous 5 years, and

(b) practises as such or has done within the previous 5 years.

(4) The appropriate Minister may by regulations make—

(a) provision about the terms of appointment of medical examiners and about termination of appointment;

(b) provision for the payment to medical examiners of remuneration, expenses, fees, compensation for termination of appointment, pensions, allowances or gratuities;

(c) provision as to training—

(i) to be undertaken as a precondition for appointment as a medical examiner;

(ii) to be undertaken by medical examiners;

(d) provision about the procedure to be followed in connection with the exercise of functions by medical examiners;

(e) provision conferring functions on medical examiners;

(f) provision for functions of medical examiners to be exercised, during a period of emergency, by persons not meeting the criteria in subsection (3).

(5) Nothing in this section, or in regulations under this section, gives a Primary Care Trust or a Local Health Board any role in relation to the way in which medical examiners exercise their professional judgment as medical practitioners.

(6) In this section “the appropriate Minister” means—

(a) in relation to England, the Secretary of State;

(b) in relation to Wales, the Welsh Ministers.

(7) For the purposes of this section a “period of emergency” is a period certified as such by the Secretary of State on the basis that there is or has been, or is about to be, an event or situation involving or causing, or having the potential to cause, a substantial loss of human life throughout, or in any part of, England and Wales.

(8) A certification under subsection (7) must specify—

(a) the date when the period of emergency begins, and

(b) the date when it is to end.

(9) Subsection (8)(b) does not prevent the Secretary of State certifying a new period of emergency in respect of the same event or situation.

20 Medical certificate of cause of death

(1) The Secretary of State may by regulations make the following provision in relation to a death that is required to be registered under Part 2 of the 1953 Act—

(a) provision requiring a registered medical practitioner who attended the deceased before his or her death (an “attending practitioner”)—

(i) to prepare a certificate stating the cause of death to the best of the practitioner’s knowledge and belief (an “attending practitioner’s certificate”), or

(ii) where the practitioner is unable to establish the cause of death, to refer the case to a senior coroner;

(b) provision requiring a copy of an attending practitioner’s certificate to be given to a medical examiner;

(c) provision allowing an attending practitioner, if invited to do so by the medical examiner or a registrar, to issue a fresh attending practitioner’s certificate superseding the existing one; 
(d) provision requiring a senior coroner to refer a case to a medical examiner;

(e) provision requiring a medical examiner to make whatever enquiries appear to be necessary in order to confirm or establish the cause of death;

(f) provision requiring a medical examiner to whom a copy of an attending practitioner’s certificate has been given—

(i) to confirm the cause of death stated on the certificate and to notify a registrar that the cause of death has been confirmed, or

(ii) where the examiner is unable to confirm the cause of death, to refer the case to a senior coroner;

(g) provision for an attending practitioner’s certificate, once the cause of death has been confirmed as mentioned in paragraph (f), to be given to a registrar;

(h) provision requiring a medical examiner to whom a case has been referred by a senior coroner—

(i) to issue a certificate stating the cause of death to the best of the examiner’s knowledge and belief (a “medical examiner’s certificate”) and to notify a registrar that the certificate has been issued, or 
(ii) where the examiner is unable to establish the cause of the death, to refer the case back to the coroner;

(i) provision for a medical examiner’s certificate to be given to a registrar;

(j) provision allowing a medical examiner, if invited to do so by the registrar, to issue a fresh medical examiner’s certificate superseding the existing one;

(k) provision requiring a medical examiner or someone acting on behalf of a medical examiner—

(i) to discuss the cause of death with the informant or with some other person whom the examiner considers appropriate, and 

(ii) to give him or her the opportunity to mention any matter that might cause a senior coroner to think that the death should be investigated under section 1;

(l) provision for confirmation to be given in writing, either by the informant or by a person of a prescribed description, that the requirement referred to in paragraph (k) has been complied with;

(m) provision prescribing forms (including the form of an attending practitioner’s certificate and of a medical examiner’s certificate) for use by persons exercising functions under the regulations, and requiring the forms to be made available to those persons;

(n) provision requiring the Chief Medical Officer of the Department of Health, after consulting—

(i) the Officer with corresponding functions in relation to Wales,

(ii) the Registrar General, and

(iii) the Statistics Board,

to issue guidance as to how certificates and other forms under the regulations are to be completed;

(o) provision for certificates or other forms under the regulations to be signed or otherwise authenticated.

(2) Regulations under subsection (1) imposing a requirement—

(a) may prescribe a period within which the requirement is to be complied with;

(b) may prescribe cases or circumstances in which the requirement does, or does not, apply (and may, in particular, provide for the requirement not to apply during a period of emergency).

(3) The power under subsection (1)(m) to prescribe forms is exercisable only after consultation with—

(a) the Welsh Ministers,

(b) the Registrar General, and

(c) the Statistics Board.

(4) Regulations under subsection (1) may provide for functions that would otherwise be exercisable by a registered medical practitioner who attended the deceased before his or her death to be exercisable, during a period of emergency, by a registered medical practitioner who did not do so.

(5) The appropriate Minister may by regulations provide for a fee to be payable to a Primary Care Trust or Local Health Board in respect of—

(a) a medical examiner’s confirmation of the cause of death stated on an attending practitioner’s certificate, or

(b) the issue of a medical examiner’s certificate.

(6) Section 7 of the Cremation Act 1902 (c. 8) (regulations as to burning) does not require the Secretary of State to make regulations, or to include any provision in regulations, if or to the extent that he or she thinks it unnecessary to do so in consequence of—

(a) provision made by regulations under this Chapter or by Coroners regulations, or

(b) provision contained in, or made by regulations under, Part 2 of the 1953 Act as amended by Part 1 of Schedule 21 to this Act.

(7) In this section—

“the appropriate Minister” has the same meaning as in section 19; “informant”, in relation to a death, means the person who gave particulars concerning the death to the registrar under section 16 or 17 of the 1953 Act; “period of emergency” has the same meaning as in section 19; “the Statistics Board” means the body corporate established by section 1 of the Statistics and Registration Service Act 2007 (c. 18).

21 National Medical Examiner

(1) The Secretary of State may appoint a person as National Medical Examiner.

(2) The National Medical Examiner is to have—

(a) the function of issuing guidance to medical examiners with a view to securing that they carry out their functions in an effective and proportionate manner;

(b) any further functions conferred by regulations made by the Secretary of State.

(3) Before appointing a person as National Medical Examiner or making regulations under subsection (2)(b), the Secretary of State must consult the Welsh Ministers.

(4) A person may be appointed as National Medical Examiner only if, at the time

of the appointment, he or she— 

(a) is a registered medical practitioner and has been throughout the previous 5 years, and

(b) practises as such or has done within the previous 5 years.

(5) The appointment of a person as National Medical Examiner is to be on whatever terms and conditions the Secretary of State thinks appropriate.

(6) The Secretary of State may pay to the National Medical Examiner— 

(a) amounts determined by the Secretary of State by way of remuneration or allowances;

(b) amounts determined by the Secretary of State towards expenses incurred in performing functions as such.

(7) The National Medical Examiner may amend or revoke any guidance issued under subsection (2)(a).

(8) The National Medical Examiner must consult the Welsh Ministers before issuing, amending or revoking any such guidance.

(9) Medical examiners must have regard to any such guidance in carrying out their functions.

Amended by the Health and Social Care Act – responsibilities transfer to upper-tier local authorities.
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Draft National Exemplar Form
This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

If urgent: Response requiredby: ~ / / Reference No.: / /

(To be completed by medical examiner’s office.)
Reason:

Administrative Information
Form ME-1 (Part A)

To be provided to a medical examiner or coroner following a death.

The information provided in this form is confidential.

The administrative information to be provided to a medical examiner or, where necessary, a coroner is prescribed by
Regulations made under the Coroners and Justice Act 2009. It can be documented in the deceased person’s clinical
records or given on this form.

Al. Name of deceased person and the date and time of death

Name: Date and time
of death:

(Forename) (Family name) (Date) (Time)

A2. Key information about the deceased person

M/F D.O.B: Age: Name of organisation responsible for care prior to death:
NHS No.:

Residential address:

Last occupation (and any relevant work history):

Place and address where death occurred (If address is same as residential, state ‘As above”.)
[ ] Home [] Hospital [ ] Hospice

[ ] Nursing or care home [] Other

A3. Next of kin, partner, relative or representative of the deceased person (inciude more than one if appropriate.)

Name Relationship Phone No. Present Informed
(Provide names of best contacts, see A5.) (Note if expected to register death.) | (Include mobile No. if possible.) at death (If not present)

Form ME-1 (Part A) Administrative Information — Draft v2.3 (28-Mar-12) Page 1 of 2





Draft National Exemplar Form

This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

Reference No:

(To be completed by medical examiner’s office.)

A4. Names and contact details for medical practitioners, clinicians etc. (Complete where applicable.)

(Use ‘N/A’ for not applicable and ‘N/K’ for not known. If the person’s details have been provided in a previous row, state ‘As above’.)

Role

Name

Organisation/location

Personal phone/
bleep No.

(Not the on-call number.)

Doctor(s) able to write a MCCD*
(Must be qualified to certify.)

Usual GP

(or alternative GP at practice)

Person responsible for nursing
or care before death

Person who verified fact of death

Hospital consultant responsible
for care (where applicable)

* Medical Certificate of Cause of Death

AS5. Information provided by or regarding next of kin

(E.g. concerns expressed about the circumstances or cause of death, who to contact/not contact, people who may be vulnerable, etc.)

[ ] A formal complaint has been (or is expected to be) received about care or treatment (include relevant information above)

A6. Other relevant administrative information

Form ME-1 (Part A) Administrative Information — Draft v2.3 (28-Mar-12)

Page 2 of 2







_1524395040.pdf
11/03/2016

Dear Colleague

Improving the Process of Death Certification

| am writing to update you on the Department of Health’s proposed reforms to the death certification
process in England and Wales and the introduction of a medical examiner system. These reforms have been
a long time in preparation but are now entering a phase of public consultation, with implementation
expected from April 2018.

Since the medical examiners’ function will be based in Local Government, Directors of Public Health are
likely to have a key role in supporting local authorities with setting-up a local medical examiners’ service.
For example, Directors of Public Health (DsPH) may be asked to be a member of the appointing panel for
medical examiners.

It is anticipated that there will be considerable benefits for DsPH to work with their local medical
examiners. Medical examiners might be able to help DsPH with their role and vice versa; the proposed
Death Certification (Medical Examiners) (England) Regulations 2016, require medical examiners to meet
any reasonable request from DsPH to provide local reports for public health surveillance and other
purposes of the director’s statutory functions.

However we contribute, support of DsPH at local level will be central to a successful implementation of the
medical examiner system and | am sure that we will all do our best to make this happen.

Association of Directors of Public Health
Kemp House, 152 City Road, London, EC1V 2NX
T: 020 7832 6944 |president@adph.org.uk
www.adph.org.uk | Twitter: @ADPHUK
Registered Charity Number 1164513



http://www.adph.org.uk/



| do hope you find this update helpful and that you and DsPH locally will participate in the consultation
which can be found at www.gov.uk/government/consultations/death-certification-reforms. | would
encourage you to respond to the consultation individually. | would appreciate it if you could send a copy of
your response to ADPH. This will help inform any discussions nationally as well as guiding our ADPH

consultation response.

Yours faithfully,

Al

Dr Andrew Furber
President

Association of Directors of Public Health

Association of Directors of Public Health
Kemp House, 152 City Road, London, EC1V 2NX
T: 020 7832 6944 |president@adph.org.uk
www.adph.org.uk | Twitter: @ ADPHUK
Registered Charity Number 1164513



http://www.adph.org.uk/

http://www.gov.uk/government/consultations/death-certification-reforms
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Draft National Exemplar Form
to be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification

Reference No.: / /

(To be completed by medical examiner’s office.)

Queries Raised by Registrar
after confirmation or certification by medical examiner

The information provided in this form is confidential

The information specified in this form should be recorded for any death where a registrar contacts a medical examiner or
medical examiner’s office after receiving statutory notification of a confirmed or certified the cause of death. It can be
recorded on paper or electronically in an alternative format.

1. Name of deceased person and the date and time of death

Date and time

] of death: )
(Forename) (Family Name) (Date) (Time)

Name:

2. Information on query raised by registrar

[] The registrar shown below has contacted the medical examiner’s office to query a confirmed or certified cause of death.

Name: Register office Date/time at

Reason for query:

[] The cause of death on the MCCD delivered by the informant differs from the cause notified to the registrar.
[] The informant is unable or unwilling to sign Part B of the notification to confirm discussion of the cause of death.

[] The informant has provided information or raised concerns that prevent registration proceeding

Notes on discussion of query: — including name of the medical examiner / examiner’s officer with whom the registrar spoke

] continuation sheet

3. Outcome from discussion with registrar

[] A medical examiner / examiner’s officer has provided a response that enables registration to proceed

[] A medical examiner / examiner’s officer has spoken with the informant and has addressed the concern(s)

[] A medical examiner has agreed that a new MCCD needs to be prepared and:
[] An attending doctor has prepared the new MCCD and provided a copy for confirmation by the medical examiner
[ ] The medical examiner has prepared a new MCCD because no attending doctor is (or was) available

[ ] The new MCCD No: has been issued and a new notification provided to the registrar

[[] The query has been discussed with the coroner for who has agreed to investigate the death

Queries Raised by Registrar — Draft v2.3 (28-Mar-12) Page 1 of 1
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FORM FOR THE COLLECTION FROM HOSPITAL OF A PERSON WHO HAS DIED

This is a national exemplar form for local adoption and adaptation that can be used to allow the collection of
the person who has died from a hospital. Mwhere the hospital has a mortuary or equivalent facility and can
keep the body, collection will not usually be possible until the cause of death has been established and
stated on a Medical Certificate of Cause of Death by the attending doctor and either confirmed or certified by
a medical examiner; or for a *stillbirth Form 34 has been completed by an attending doctor or midwife. @y
cases where a coroner has decided to conduct an investigation, or has been notified about the death and
may conduct an investigation, the body of the person who has died must not be collected until the coroner
has provided authorisation. The completed and signed form should be kept by the organisation named in
section B and a copy given to the person named in section F. *For a stillbirth, please complete sections
below, as appropriate.

This exemplar form can be adapted for use in other settings. However, this would need to be done in
conjunction with the medical examiner’s and coroner’s office.

A. Name of the person who has died and the date of death [note: sections A to D bereavement
service to arrange completion]

Forename(S).....oveveiiiii e NHS or Hospital Number .........coooiiiiiiiiiiiien,
SUMNAME OF TAMIlY NAME. ..o e e e et e et e e ea e

Date of Dirth.....cc.ovieeii e Dateofdeath.......cccoooeiiiiii e

C. Declaration by the person authorising collection of the person who has died

| declare that, to the best of my knowledge and belief, | am entitled to take lawful possession of the body for
the purpose of burial or cremation® and (where applicable) | authorise the person or organisation named in
section D to take into their care the person who has died and any personal effects noted in section E.

Signature.......cooiiiii (not required for verbal declaration) Date...........ccocoviiiiiiiiiiie,

or OVerbal declaration to the person named below

D. Name of person or organisation authorised to take into their care the person who has died”

Name of person or organisation authorised to take into their care the person who has died and any
personal effects remaining on or with the body






E. Personal effects remaining on or with the body of the person who has died [note: completion by
mortuary or ward staff]

Please list or describe any personal effects remaining on, or with, the body or state ‘None’

F. Declaration by person into whose care the body of the person who has died will now pass [note:
completion by person or organisation named in section D (where applicable) or by person entitled to
take lawful possession in section C]

I confirm that | have checked the identity and collected the person who has died, named in section
A and any personal effects noted in section E in accordance with the wishes of the person named
in section C (where applicable). | have also read and understood explanatory note (2) below.

NaME. ..o Organisation .........ccoiiiiiiii
AAArESS. .o Telephone........oooviiiiiiii
SIGNATUME. ... e Date. ..o

G. Declaration by person witnessing the collection of the person who has died [note: completion by
mortuary or ward staff]

| confirm that | have checked the identity of the person named in section A and withessed the
collection of the body of the person who has died by the person / organisation named in section
F above and that | have done so in accordance with locally agreed policies and procedures.

NaAME. .. POSIHION. ..

SIGNATUIE. ... Date. ..o

Explanatory notes

1) Where a death occurs in a place with a mortuary or equivalent facility that can be used to keep the body of the
person who has died, the organisation in possession of the person’s body will usually want to assure itself that
there is no duty to notify a coroner, or if notification is required, that there is no need for the coroner to conduct
an investigation, before assisting with the collection of the body. This assurance will be provided by the medical
examiner’s confirmation or certification of the cause of death. Where a death occurs in a place where the body
of the person who has died cannot be kept and an attending doctor has advised that there is no apparent
reason for the death to be notified to a coroner, the person’s body may be collected and removed to a funeral
home or other suitable place.

2) Where collection of the body of the person who has died is before a medical examiner has confirmed or
certified the cause of death, the person or organisation who collects the body of the person who has died will
need to wait until a medical certificate of cause of death has been issued (usually on the next working day), or
obtain agreement from the coroner, before making or allowing any change to the body (including embalming)
that may interfere with a coroner’s post-mortem examination. They will also need to ensure that the body of the
person who has died is available for external examination carried out by or on behalf of the medical examiner
that is scrutinising the death. If a coroner is notified of the death as a result of scrutiny by a medical examiner
and decides to conduct an investigation, the person or organisation who collected the body of the person who
has died will need to return the body to a place nominated by the coroner.

3) You may be entitled to lawful possession of the body for the purposes of burial or cremation if you are entitled
to apply for grant of probate to manage the estate of the person who has died. This is likely to be the case if
you are a personal representative or relative of the person who has died. For further guidance about who is
entitled to apply for probate see HM Courts and Tribunals Service leaflet PA2 “How to obtain probate - A guide
for people acting without a solicitor.” If there is uncertainty or a dispute about who is entitled to lawful
possession for these purposes it would be for the court to resolve.

4) Collection of the body of the person who has died does not give an automatic right to bury, cremate or
repatriate the body. This can only take place after a registrar has issued a certificate for burial or cremation;
commonly known as the “Green Form” (this usually takes place after registration of the death, though in some
circumstances may take place beforehand) and/or authorisation has been granted by the Coroner in the district
where the body lies.
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Draft National Exemplar Form
This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

Notifiedon:  / / _at Reference No.: / /
(To be completed by medical examiner’s office.)

Requiredby:  /  /

Medical Examiner’s Advice and Scrutiny
Form ME-1 (Part B)

The information provided in this form is confidential.

Medical examiners are required by Regulations made under the Coroners and Justice Act 2009 to ensure that the
information specified in this form is recorded in accordance with relevant standards and procedures and is retained for
monitoring purposes. The information may be recorded on paper or electronically in an alternative format.

This form has been designed to allow medical examiners to provide advice and scrutiny in a way that is most effective in
their area, and it may be used in different ways in different areas. (See guidance for further details.)

Information in Sections B2, B3, B4, B6 and B11 must be recorded by a medical examiner. Other information may be
recorded by a medical examiner’s officer (MEO) or another person acting on behalf of a medical examiner.

B1. Name of deceased person and the date and time of death

Name: Date and time
of death:

(Forename) (Family name) (Date) (Time)

B2. Advice provided by a medical examiner before scrutiny of records (if applicable)

Name and location of doctor requesting advice: [] Attending doctor Date and time of request for advice:

|:| Other doctor at

Notes on information provided by doctor and provisional advice given by medical examiner before scrutiny of records:

[] continuation sheet

Name of medical examiner providing advice:*

Location:

(*The medical examiner providing this advice may be different to the medical examiner that completes scrutiny and signs the form.)

Form ME-1 (Part B) Medical Examiner’s Advice and Scrutiny — Draft v2.3 (28-Mar-12) Page 1 of 4





Draft National Exemplar Form
This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

Reference No.: / /

(To be completed by medical examiner’s office.)

B3. Scrutiny of clinical records and other documented information

(This section must be completed by a medical examiner and demonstrate compliance with the relevant standards and protocols.)

Information scrutinised: [_] Copy of MCCD* [ ] Full clinical record [ ] Summary clinical record [ ] Other (noted below)

Documented cause of death has been provided before scrutiny: [_] Yes—on MCCD* [ ] Yes—other [ ]| No

Notes made by medical examiner during scrutiny:

[] continuation sheet

Death: [_] Unexpected [ | Sudden but not unexpected [ | Expected [ | After care on recognised end-of-life pathway

* Medical Certificate of Cause of Death

B4. Implants, medical devices and communicable infections

Did the deceased person have any implants or medical devices? Communicable infections?
Provide information based on review of records, (If infectious, complete below,)
D Yes (as stated below) external examination (if carried out) and / or discussion with relatives. .
[] Inoculation / splash (blood-borne)
I:‘ No Please specify the type of any implants or devices )
and the dates on which they were inserted. l:l Aerosol (air-borne)
[] Ingestion
[] Contact

ACDP Hazard Group (see guidance)

0] 2:[1] 3:[] 4[]

B5. External examination of the deceased person by or on behalf of a medical examiner

[ ] Examined by medical examiner [ ] Examined by the person named below [ ] Not examined

Person carrying out examination Name:

on behalf of the medical examiner
Role:

Notes on examination (or reason that an examination was not required.)

Location: Date: ] continuation sheet

Form ME-1 (Part B) Medical Examiner’s Advice and Scrutiny — Draft v2.3 (28-Mar-12) Page 2 of 4





Draft National Exemplar Form
This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

Reference No.: / /

(To be completed by medical examiner’s office.)

B6. Outcome of scrutiny of records/other information and any external examination of the deceased person

[] Cause of death provided before scrutiny has been accepted without change

[] Cause of death established during scrutiny and documented below (for discussion in B7) Approximate interval
between onset and death

1a

1b

1c

2

Next action: (tick one of the following)

[] Discuss death with doctor to obtain more information or clarify/agree the cause (Continue at B7)
[] Discuss death with next of kin/informant or other appropriate person (see guidance) (Continue at B8)
[] Discuss death with coroner (include reason for discussion in section B3 or B9) * (Continue at B9)

(*If scrutiny follows receipt of an MICCD, any discussion with a coroner must be carried out by or on behalf of the medical examiner.)

B7. Discussion with doctor after scrutiny of records etc. (if required)

(If this discussion takes place before certification and the doctor has not provided in writing a preliminary view of the cause of death — or reason why no
such view has been formed — then this information must be obtained and noted below at the outset of the discussion.)

Notes: Doctor talked with:
[ ] Medical examiner
[ ] MEO

Date:

Time:

[] continuation sheet

[ ] Cause of death provided before scrutiny or noted above is accepted without change (after discussion with doctor)

[ ] Cause established by the medical examiner and documented in Section B6 is accepted by doctor

[] Doctor and medical examiner have agreed the following alternative cause of death Approximate interval
between onset and death

1a

1b

1c

2

[ ] Death needs to be discussed with a coroner for reasons noted above (Continue at B9 and return to B8 if appropriate.)

Form ME-1 (Part B) Medical Examiner’s Advice and Scrutiny — Draft v2.3 (28-Mar-12) Page3 of 4





Draft National Exemplar Form
This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

Reference No.: / /

(To be completed by medical examiner’s office.)

B8. Discussion of cause of death with informant/next of kin or other appropriate person

Cause of death discussed with: (name) (relationship)

Contact details: [_] In ME-1(A) [_] Noted here:

Cause of death discussed by: [ ] Medical examiner [_| MEO/other on (date) at (time)

If MEO/other, give name and role:

Notes:
[] continuation sheet
[ ] Cause of death accepted without any concerns being raised (Continue at B10)
[] Concerns raised and addressed without requiring discussion with a coroner (Continue at B10)
[ ] Concerns raised that require the death to be discussed with a coroner (Continue at B9)

B9. Discussion with coroner/coroner’s office (if required)

Notes:

[] continuation sheet

[ ] Coroner does not need to investigate the death and has agreed to issue an HMC-1 (Continue at B7, B8 or B10)

B10. Outcome from completed scrutiny

A [ ] Coroner has agreed to conduct an investigation for the reason noted in Section B9
B [_] Attending doctor has certified (or will certify) the death using a cause agreed/revised during scrutiny

C [_] Medical examiner will certify the death using a cause established during scrutiny (following referral from a coroner)

B11. Medical examiner’s details and signature

| confirm that | have carried out an independent and proportionate scrutiny of this death in a way that complies with

the relevant standards and procedures. The scrutiny required approximately minutes/hours of work.
Name of medical examiner (print): Office:
Signature: Date:

(Where the information on this form is provided electronically, the signature may also be electronic.)

Form ME-1 (Part B) Medical Examiner’s Advice and Scrutiny — Draft v2.3 (28-Mar-12) Page 4 of 4
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Draft National Exemplar Form

This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

NHS/Hospital No.: Reference No.: / /

(To be completed by medical examiner’s office.)

Final Entry in Clinical Record Following a Death

The information provided in this form is confidential

The clinical information to be provided to a medical examiner or, where necessary, a coroner is prescribed by
Regulations made under the Coroners and Justice Act 2009. It can be documented in the deceased person’s clinical

record or given on this form.

1. Name of deceased person and the date and time of death

Name: Date and time

) of death: )
(Forename) (Family name) (Date) (Time)

2. Synopsis of circumstances, medical history and record of any external examination of the deceased person

This information must be documented before speaking with a medical examiner, coroner or one of their officers. Please
include information about safeguarding concern, whether the deceased is subject of a Deprivation of Liberty Safeguarding
(DolLS) orif a DoLS is pending an assessment.

[] continuation sheet

Death: [ ] Unexpected [ | Sudden but not unexpected [ ] Expected [ | Individualised end of life care plan

3. Implants, medical devices and communicable infections

Did the deceased person have any implants or medical devices? Communicable infections?
Provide information based on review of records, (If infectious, complete below)
D Yes (as stated below) external examination (if carried out) and / or discussion with relatives.
I:l No Please specify the type of any implants or devices D Inoculation / splash (blood-borne)
and the dates on which they were inserted. D Aerosol (air-borne)
[] Ingestion
[] Contact

ACDP Hazard Group (see guidance)

Final Entry in Clinical Record Following a Death — Draft v2.3 (28-Mar-12) Page 1of 3





Draft National Exemplar Form

This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

NHS/Hospital No.:

Reference No.: / /

(To be completed by medical examiner’s office.)

0] 2:[] 3] 4[]

4. Preliminary view of the cause of death (if formed)

This information must be documented before speaking with a medical examiner, coroner or one of their officers.

la

1b

1c

(If no preliminary view can be formed before requesting advice, make a note of the reason.)

Approximate interval
between onset and death

5. Advice from medical examiner, coroner or their officers (if applicable)

If the death is apparently natural, please speak with a medical examiner/medical examiner’s officer first— even if you are not an attending doctor.

Advice from medical examiner/examiner’s officer

Advice from coroner/coroner’s officer

Spoken with: Spoken with:

Date and time: at Date and time: at
Notes: Notes:

Outcome: Outcome:

6. Doctor’s decision and action

Choose either A or B. If B is chosen, provide name of coroner’s area and choose either B1 or B2. See guidance for reasons for a coroner’s investigation.

A[] | have prepared a MCCD for confirmation by a medical examiner (Only valid for a doctor that attended the deceased.)
B[] | have not prepared a MCCD because the coroner for has agreed to:

B1 [ ] investigate the death for the reason shown below (i.e. request a post-mortem / hold an inquest)

B2 [] referthe death to a medical examiner for certification (for a natural death where I did not attend the deceased)

A Medical Certificate of Cause of Death (MCCD) must not be issued for registration purposes
until the cause of death has been formally confirmed by a medical examiner.

7. Medical practitioner’s name and contact details

Full name (print):
Location/department:

Personal phone/bleep No.:

GMC No.:

Alternative/out-of-hours contact No.:

Final Entry in Clinical Record Following a Death — Draft v2.3 (28-Mar-12)

Page 2 of 3






Draft National Exemplar Form

This form may be used and evaluated by pilot areas working with the Department of Health to improve the process of death certification.

NHS/Hospital No.: Reference No.: / /

(To be completed by medical examiner’s office.)

Signature: Date:

(The doctor providing the information in this form needs to be available to respond, if asked, to any enquiries from a medical examiner.)

Final Entry in Clinical Record Following a Death — Draft v2.3 (28-Mar-12) Page 3 of 3
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Draft Statutory Form for consultation

CORONERS AND JUSTICE ACT 2009
Form prescribed by the Death Certification Regulations 2016

Medical Examiner’s Notification of Confirmed Cause of Death

This form, when fully completed and signed, provides evidence that a medical examiner has confirmed the cause of death
stated below. It notifies a registrar that an attending practitioner’s Medical Certificate of Cause of Death with the MCCD
number and cause shown below can be used, pursuant to regulations under the Births and Deaths Registration Act 1953,
to register the death and authorise burial or cremation.

Part A — Medical Examiner’s Confirmation

Details of the deceased person:

Full forenames and family name: NHS No:
Age at death: Date of death

Place of death:

Confirmed cause of death: MCCD No. [_] confirmed after receipt of Coroner Form

Approximate interval

I (a)
(b)
(c)
(d)
(e) (neonatal)

Discussion of cause of death:

Name: Role: has discussed the cause of death with
Name: Relationship to deceased person:
The discussion took place on (date) at (time) and did not identify any concerns that

required investigation by a coroner. The person named above has been advised that Part B of this form needs to be
signed to confirm that the discussion has taken place and that a registrar cannot register the death or provide a
certificate to authorise burial, cremation or other means of disposal until this signature has been provided.

Medical Examiner’s declaration:

| hereby declare that | am a duly appointed medical examiner and that | confirm the cause of death stated above
following independent scrutiny in accordance with the appropriate standards and procedures and that | am not aware of
any matter that might cause a coroner to think that the death should be investigated. The information given on this form
is true and accurate to the best of my knowledge and belief and | am aware that it is an offence if | knowingly and wilfully
make a false statement.

Name: GMC No: Area:

Signature: Date:

Part B — Informant’s confirmation (to be completed at a Medical Examiner’s Office or Register Office)

Informant’s name: Relationship to deceased:

| confirm that to the best of my knowledge and belief the discussion referred to above took place and provided
an opportunity to raise any matters that might cause a coroner to think that the death should be investigated.

Signature: Provided at (location): Date:

Form ME-2(A) Medical Examiner’s Notification of Confirmed Cause of Death Pagelof 1
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Draft Statutory Form for consultation

CORONERS AND JUSTICE ACT 2009
Form prescribed by the Death Certification Regulations 2016

Medical Examiner’s Notification of Certified Cause of Death

This form notifies a registrar that a medical examiner has issued a Medical Certificate of Cause of Death with the
MCCD number and cause shown below following referral of the death by a coroner. When this form has been fully
completed, the registrar can use the medical examiner’s certificate, pursuant to regulations under the Births and Deaths
Registration Act 1953, to register the death and authorise burial or cremation.

Part A — Medical Examiner’s Notification

Details of the deceased person:

Full forenames and family name: NHS No:
Age at death: Date of death

Place of death:

Certified cause of death: MCCD No. issued after referral and receipt of Coroner Form

Approximate interval

I (a)
(b)
()
(d)

(e) (neonatal)

Discussion of cause of death:

Name: Role: has discussed the cause of death with
Name: Relationship to deceased person:
The discussion took place on (date) at (time) and did not identify any concerns that

required investigation by a coroner. The person named above has been advised that Part B of this form needs to be
signed to confirm that the discussion has taken place and that a registrar cannot register the death or provide a
certificate to authorise burial, cremation or other means of disposal until this signature has been provided.

Medical Examiner’s declaration:

| hereby declare that | am a duly appointed medical examiner and that | have established and certified the cause of
death stated above following independent scrutiny in accordance with the appropriate standards and procedures and
that | am not aware of any matter that might cause a coroner to think that the death should be investigated.
The information given on this form is true and accurate to the best of my knowledge and belief and | am aware that it is
an offence if | knowingly and wilfully make a false statement.

Name: GMC No: Area:

Signature: Date:

Part B — Informant’s confirmation (to be completed at a Medical Examiner’s Office or Register Office)

Informant’s name: Relationship to deceased:

| confirm that to the best of my knowledge and belief the discussion referred to above took place and provided
an opportunity to raise any matters that might cause a coroner to think that the death should be investigated.

Signature: Provided at (location): Date:

Form ME-2(B) Medical Examiner’s Notification of Certified Cause of Death Page 1 of 1
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Standards for the Delivery of the
Medical Examiner Service

Developed by the Medical Examiners Committee of the Royal College of Pathologists.

It is anticipated that this provisional document will in due course be developed and updated by
the National Medical Examiner, when appointed.





Standards for the Delivery of the
Medical Examiner Service
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Background

The Shipman Inquiry’s Third Report (2003)' concluded that existing arrangements for death
certification are confusing, provide inadequate safeguards and are “open to abuse by a dishonest
doctor”. This provided added impetus for calls for a reform of the process of death certification in
Luce report in 2003, That report itself cited three committees of inquiry, from 1910, 1936 and
notably the Brodrick report of 19713, which had concluded that there was a need for reform of the
death certification process, although no significant reforms had resulted.

The government’s response to the Shipman Inquiry was laid out in Learning from Tragedy, Keeping
Patients Safe (2007)*. This proposed that Medical Certificates of Cause of Death (MCCDs), for burials
and cremations alike, would be subject to scrutiny by an independent “medical examiner” linked to
the appropriate clinical governance team.

Following on from this, Consultation on Improving the Process of Death Certification (2007)° was
published outlining a programme of work to design, pilot and implement a single system of death
certification in England and Wales.

The facility to appoint medical examiners were established by the Coroners and Justice Act (2009)°,
with duties as set out in the Act and in subsequent regulations and guidance.

It is currently proposed that from October 2014 the causes of all deaths in England and Wales that
are not the subject of a coroner’s investigation will be subject to scrutiny and confirmation of the
cause of death by a medical examiner.

It is important to realise that the aim of this reform is not limited to identifying fraudulent
certification of death. It also aims:

e To resolve the well-documented inaccuracies inherent in the current processes of death
certification. This is important to society because a more accurate documentation of the
diseases and processes that cause death will have a major influence on the planning the
delivery of health and social care and in achieving public health benefits.

e To assist clinical governance in the health service, by identifying areas where clinical practice
might be improved even if the concerns raised do not justify referral to the coroner. The
importance of this is underlined by the inquiry into clinical standards at the Mid-
Staffordshire Hospital ’

e To improve services for bereaved people. The Ministry of Justice’s Charter for Bereaved
People who come into contact with a Reformed Coroner System (2008)® highlights the
important status of bereaved persons, their rights and responsibilities. The Department of
Health’s When a patient dies: Advice on developing bereavement services in the NHS (2005)°,
although written before the development of the new process of death certification, provides
key elements that are pertinent to the medical examiner service.

In addition to proportionate and effective scrutiny of MCCDs, medical examiners will provide
medical advice to coroners and advice to certifying doctors. They will work with NHS colleagues to
use the information they collect to support clinical governance and they will assist in training doctors
and other healthcare professionals on the appropriate certification of death.
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Following advice from the Academy of Medical Royal Colleges, the Department of Health invited the
Royal College of Pathologists (RCPath) to take on the role of lead college for medical examiners. The
president of the RCPath had already chaired a multidisciplinary working group that established a
curriculum for training medical examiners.® The Royal College of Pathologists accepted the role and
established a Medical Examiners Committee with agreed terms of reference."

Pending appointment of the first National Medical Examiner, this document has been developed
by the Medical Examiners Committee of the RCPath. It is anticipated that subsequent
maintenance of the document will be undertaken by or in close consultation with the National
Medical Examiner.

Legislative changes to the method of implementation
The Coroners and Justice Act (2009) states that “Primary Care Trusts (in England) and Local Health
Boards (in Wales) must appoint persons as medical examiners...”

The Health and Social Care Act 2012 makes provision for the abolition of Primary Care Trusts, but
that Act also includes measures to transfer the responsibility for the appointment of medical
examiners to Local Authorities in England. The responsibility for appointment will remain with the
Local Health Boards in Wales. For the purposes of this document the generic term “appointing
authorities” will be used to include both systems.





Standards for the Medical Examiner
Service

The delivery of a medical examiner service of an acceptable quality will require team effort and
collaboration. Medical examiners will have to be competent and diligent, but there are also
responsibilities that fall upon the appointing authority, the National Medical Examiner and others.

In broad terms, section 2 of this document relates to medical examiners and section 6 to the
National Medical Examiner. The other sections may be regarded as being primarily the responsibility
of the appointing authority, although there are numerous shared responsibilities, making it
inappropriate to consider the sections of this document in isolation from the whole.

1. Requirements for the Recruitment of a Medical Examiner
A medical examiner must be a medical practitioner, registered with the General Medical Council and
maintaining a licence to practise by compliance with the GMC requirements for revalidation. The
general standards for doctors working within the UK are set by the General Medical Council.™

In addition to these a medical examiner must: -

e complete the prescribed components of the e-Learning for Healthcare training programme
for medical examiners as a pre-condition of submitting an application for employment as a
medical examiner®®

e complete the rest of the e-Learning for Healthcare training programme for medical
examiners before commencing work as a medical examiner

e complete a face to face component of training, as specified by the Medical Examiners
committee of the RCPath (or equivalent, as approved by the National Medical Examiner)
before commencing work as a medical examiner.

Maedical examiners must meet the essential requirements of the Person Specification and comply
with the duties set out in the Job Description for medical examiners, as laid out by the Department
of Health’s Medical Examiners Task Team.™ > Many of those requirements are included in or are
relevant to the quality standards set out below.

2. Duties of a Medical Examiner

Scrutiny of Medical Certificates of the Cause of Death
It is important that any delay caused by the process of scrutiny is kept to an absolute minimum but
without compromising the integrity of the process. "

Medical examiners must: -

o refer deaths where the coroner may need to investigate directly to the coroner as soon as
that need becomes evident, without undertaking further investigation themselves

“Itis anticipated that more specific guidance on the speed of delivery of the service will be issued by the
National Medical Examiner and will be reviewed as experience of delivering the service accumulates.
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provide advice to certifying doctors, on request, on how best to set out the cause of death
in any specific case, or whether to refer the death to the coroner

scrutinise deaths in a way that is proportionate and involves conscientious appraisal of
documents and circumstances of death, as explained in the e-Learning for Healthcare
training programme for medical examiners *°

provide advice and scrutiny in the most effective manner possible without causing any
unnecessary delay”

have a discussion, with a relative, carer or other appropriate person, about every death
under scrutiny (in person, or through a Medical Examiner’s Officer acting on their behalf)
regarding the circumstances and causes of death and ensure that careful consideration is
given to any concerns raised

see and approve the final MCCD (or a copy) before confirmed causes of death are notified to
the registrar, and comply with the legal and procedural requirements associated with the
current processes of certification, investigation and registration of deaths

be aware of specific provisions in respect of the reporting of deaths in children and facilitate
the work of other groups with a duty to investigate such deaths

maintain an up to date knowledge of clinical causes of death, together with death
certification requirements and processes. They must demonstrate this during an annual
appraisal process that covers their work as a medical examiner, in support of medical
revalidation as prescribed by the General Medical Council

facilitate, as far as appropriate scrutiny permits, processes for organ and tissue retrieval for
transplantation and other altruistic purposes

maintain a specified ‘distance’ from the death under scrutiny. In particular medical
examiners are not permitted to scrutinise the death of a person: -

o whois a relative, personal friend or close associate

o to whom they have provided any recent care or treatment related to the cause of
death

o who has been cared for, or received treatment from, any relative personal friend or
close associate

o with whom they, or any relative, personal friend or close associate, has (or may have
as a result of death) any direct or indirect fiduciary relationship

work with colleagues, appointing authorities and the public to improve and sustain the
quality of the certification of causes of death.

Clinical Governance
Medical examiners are expected to use any information they obtain in the course of their work to

assist clinical governance systems in the health service to identify problems and to correct problems

as quickly as possible. To that end, medical examiners must:

have knowledge of local clinical governance systems and have appropriate routes of
communication with each local unit delivering health and social care

“Itis anticipated that more specific guidance on the speed of delivery of the service will be issued by the
National Medical Examiner and will be reviewed as experience of delivering the service accumulates.
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e discuss issues raised by relevant medical directors, clinical governance departments, and
public health departments

e act proportionately to ensure that any sub-standard clinical performance or behaviour
identified during the medical examiner’s work is reported. If subsequent experience
indicates that such problems have not been corrected, then reporting of the problem must
be escalated appropriately

e work with colleagues responsible for clinical governance and public health surveillance to
assist the identification of local issues, trends and unusual patterns of death.

Interaction with Coroners, Registrars and others

Medical examiners are expected to provide appropriate and timely advice, within the expected area
of expertise of a medical examiner, to coroners, registrars, local Bereavement Office staff, medical
examiners’ officers, mortuary staff, health service staff and any others whose work impacts on the
proper investigation, certification and registration of death.

Such advice may be oral or in writing, as is appropriate to the circumstances and the complexity of
the request. It should be delivered with reasonable speed.” If a medical examiner is uncertain how
to answer a question then further advice should be sought, as would be the practice with any form
of medical referral.

Medical Examiners may receive requests for information to support activities that are beyond their
primary responsibility, such as for research purposes or specific audit projects. It is recognised that
such additional requests for information may incur work that has to be funded by the individual
making the request, but medical examiners should facilitate the provision of such information as far
as is practicable and in the best interests of society, while complying with all relevant requirements
of confidentiality, research ethics scrutiny and probity.

Interactions with the bereaved

Medical examiners must avoid acting in any way that might suggest disrespect for the deceased or
the bereaved. They should seek to minimise, as far as is compatible with fulfilling their role, the
distress suffered by the bereaved persons with whom they come into contact.

Medical examiners must give an opportunity for the person discussing the death to raise any
concerns, whether about the cause of death or the care provided before or after death.

Medical examiners must show awareness of equality and diversity issues within the community and
demonstrate an understanding of the requirements of diverse faith groups and individuals, notably
in respect of the urgency of release of the body

The medical examiner or medical examiner’s office should ask whether the bereaved persons with
whom they come into contact understand the stated cause of death and whether they have any
guestions about the care which the bereaved received. If they are not personally qualified to
answer such questions they should refer the questioner to other professionals or sources of

“Itis anticipated that more specific guidance on the speed of delivery of the service will be issued by the
National Medical Examiner and will be reviewed as experience of delivering the service accumulates.
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information, as appropriate. This may include a consultation with a doctor who was responsible for

the care of the deceased.

In cases where the deceased’s illness may have implications for other members of the family,

whether due to genetic, infective or other factors, the medical examiner should ensure that family

members are aware of those implications and what actions they can take to mitigate them.

Training others
Medical examiners are expected to give advice to certifying doctors, as noted above, but they may

also be asked to provide more formal training sessions for doctors and other members of health

service staff. Some medical examiners within one area may choose to take a lead in training others
while others may wish not to be involved, but within each area there must be a system for delivering

such training.

3. Record-keeping

Record keeping must comply with standards laid down in the Caldicott Report (1997)" the
Data Protection Act (1998)' and the Records Management: NHS Code of Practice (2006)"
and by the General Medical Council. *°

Records of all deaths scrutinised must be comprehensive and well maintained in a manner to
be specified by the National Medical Examiner and that will allow ease of analysis.

Information must be provided to the National Medical Examiner as requested and locally for
clinical governance purpose as required.

Records must be stored securely for a duration which complies with national guidance as
provided through the office of the National Medical Examiner.

4. Availability, management and organisation of the service
The structure of the Medical Examiner Service is not yet fully determined and is likely to vary

according to local demands, but the quality of service should be broadly similar. Appointing
authorities will be guided by local need, the requirements of the National Medical Examiner and
adherence to agreed quality standards.

Appointing authorities will need to work closely with the medical examiner service to ensure that

quality is maintained.

The following standards are laid down in the Coroners and Justice Act (2009)°.
Appointing authorities must:

appoint enough medical examiners, and make available enough funds and other resources,
to enable their functions to be discharged in its area;

monitor the performance of medical examiners appointed by the Trust [Local Authority] or

Board by reference to any standards or levels of performance that those medical examiners
are expected to attain.

By extrapolation:






Appointing authorities must, in agreement with the National Medical Examiner and with local
medical examiner services: -

e Provide adequate facilities for the delivery of the service, including office space and
equipment, records storage, IT and communications equipment. There must be a facility to
allow confidential uninterrupted meetings to take place between Medical Examiners or
Medical Examiners Officers and relatives of the deceased or other informants

e work with local medical examiners to ensure that the medical examiner service is available
at times appropriate to the needs of the local population and agreed by the National
Medical Examiner. For some communities this may include the provision of the service
beyond normal office hours

e publicise the office hours of the Medical Examiner service and how it can be contacted

e publicise information about how the medical examiner service works (this may be done
largely by reference to relevant national publications, but additional local information will
also be necessary)

e publicise a route by which complaints about the medical examiner service may be lodged

e make available translation services that are relevant and proportionate to the needs of the
local community

e work with local medical examiners to arrange cover for holidays and other periods of
absence

e arrange for cover to be available to ensure that there is no conflict of interest between the
medical examiner and the death being scrutinised

e ensure that medical examiners working within the same or neighbouring areas (where there
are cross border issues) communicate and collaborate so that the needs of the service are
satisfied

e ensure that the service is well managed, including human resources management, payroll,
finance and information technology.

e work with colleagues to facilitate and deliver education for certifying doctors and others

e make provision, including appropriate paid study leave, for medical examiners to undertake
Continuing Professional Development, to keep their service up to date and to comply with
the requirements of medical revalidation

e ensure that there is a mechanism to receive and respond appropriately to any complaints
about the service, with documentation of the complaint and the response

e ensure that the quality of the service is assessed by appropriate audit processes, as a
minimum to provide compliance with guidance from the National Medical Examiner and to
satisfy the requirements of medical revalidation

e putin place mechanisms to ensure that the quality of the service remains in compliance with
the standards set out in this document

e ensure that all medical examiners have appropriate indemnity insurance





e put in place contingency plans to ensure the continued availability of a death certification
service even during emergency situations which cause a sudden and unpredicted increase in
the death rate.

5. Health and Safety
In the course of their duties medical examiners may be required to examine the deceased. This may
pose certain risks related exposure to infection and to manual handling.

Appointing authorities must ensure that mortuary facilities comply with the requirements of the
licensing system imposed by the Human Tissue Act 2004%.

When undertaking or making arrangements for the external examination of a body, medical
examiners should follow guidance set out by the National Medical Examiner, paying particular
attention to minimise any risks of harm from infectious or other causes to themselves or others
involved in caring for the deceased or in the vicinity.

Appointing authorities and the medical examiner service must comply with all relevant safety and
clinical directives in a timely way and ensure the implementation of procedures for recording and
auditing compliance and variance from any relevant directive.

6. The National Medical Examiner
The National Medical Examiner is expected to issue further guidance on the appropriate delivery of
the medical examiner service. Appointing authorities and medical examiners are expected to
comply with such guidance. If for any reason it is temporarily impossible to comply with such
guidance the National Medical Examiner must be informed and a discussion should be initiated to
determine how and when the problem will be rectified.

Appointing authorities and medical examiners are also expected to comply in a timely manner with
reasonable requests to provide information for use by the National Medical Examiner and other
national authorities, within the limits of guidance to be issued by the National Medical Examiner.

If the National Medical Examiner becomes aware of a problem with the delivery of the medical
examiner service that is not corrected within a reasonable time, the National Medical Examiner will
take appropriate steps which may include formally informing the relevant Secretary of State.
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