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Final contents of the Act
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Aims
Improve the quality and accuracy of death certification in England and Wales
Deliver a service that is focused on the needs of bereaved people
Deliver a more consistent service
Enhance investigations and inquests
Allocate business more effectively
Ensure arrangements in place for training coroners, coroner’s officers and staff
Strengthen coroners’ powers to prevent future deaths

Greater openness in relation to coroner system
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Leadership

Chief Coroner

Deputy Chief Coroners

Medical Adviser to the Chief Coroner

Coroner for Treasure

All coroner appointments made locally but with national oversight
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Greater accountability

« National Standards and guidance

* Appeals system

* Charter for bereaved families and complaints system
* Inspection

* Annual report to Parliament
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Role of Chief Coroner

Judicial Leadership
« Appeals » Guidance and standards
« Transferring cases  Training
 Practice directions « Annual Report
 Authorisation for entry, search & seizure » Resources

Administration
« Oversight of appointments
« Operational management and review
* Investigations lasting more than 12 months

« Helping to secure information in relation to deaths abroad
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Other issues

* Post-mortems

« Juries

« Transfers to Scotland

* Legal aid

« Cases where highly sensitive material, typically intercept, is relevant

 “Rule 43" reports

Ministry of

JUSTICE



Death certification

Medical examiners will scrutinise and confirm the cause of all deaths that are not
investigated by the coroner.

A single system for authorising cremations and burials — authorisation from the Medical
Examiner will replace the current cremation forms and will also apply to burials

Medical Examiners to provide general medical advice to coroners

They will be attached to their local Primary Care Trust (Local health Board in Wales)
and will not be accountable to the coroner but will work closely with him or her

Leadership to be provided by National Medical Examiner

New process intended to be transparent, quick and convenient
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Death certification & coroner investigation process

Hote: Attending Doctor for  Bereawvement
Office fGP Staff on hizher behalf) holds on
ta the original unconfirmed MCCD until the
Medical Examiner has  scrotinised and
corfirmed the cause of desth and izsued
an ME-2. At this poirt, the now confimed
MCCD iz izsued to an infarmant to deliver
ta the Registrar.

Deaths for which MCCD needs to be reissued prior to
authorisation for registration & disposal

Clinical Governance |J Data from OHS

Input / Review |/ Audit -
o)

using ME's local information and data from ONS
I new concerns raised during registration
of deaths for which the ME scrutinised the MCCD

E

Confimation of
Disposal

i :

MCCD
“Unconfrmed’ MCCD
prepared by Attending

Death
Verification of fact of
death and decizion on

Preparation for
Scrutiny Me1

X Ul ,

Authorisation
by Medical Examiner
ME-2 signed to release

Disposal
by burial, eremation o
other approved method &

Registration
of death by Registrar
uzing details from

Scrutiny
of MCCD and ME-1
by Medical Examiner.

whether death is Doctor  prepared by MEO in Confirmed causze of death oy, allo MCCD to be informant and cause of confirmation of dizpozal to
reportable and copy transmitted discussion with relatives & ‘discussed with issued and desth to be desth from Registrar
to MEG e relatives registered ME-2 or 1008
& 3 F Y F 3 F Y
Reportable a " HMC-1 achising that the Deaths
Deaths & Enquiries Sspand i ¥ there is an Atterding Cootor & sihe Coroner has ho further interest reported to
telephone cal's is available when HWC- issued In the death. if there is no Coroner # a
L eroemnogrogiigs wha Aitending Doctor, or s'he is not resulk of
obout cause of availabie, an MCCD will be scrutiny Form 1008 z2:vising Form 99 advising finding
: prepared and sighed by the cause of death T T‘ and determination
death or how A d vice Reqa._lestf . T Medical Bcaminer duing determined by post
to complete rovided by Medical provide advice i or Forms 120 /121
p by Sceuting. martemm
Moo Examiner to Doctars, ok edical Felvising suspension and
Afsa: may talk Coronelrs andior conditions re?e;mpb'on o decision
with Coroner's Officers not o resime
Dactars an
behalf of
Coraner
Investigation
T TTTTm T - R it R .
b 1
H o . i ' N
i Initial Talk with I | !
1 q : . \f—— 1
I Discussion relatives ! i | Post-Mortem Inquest !
_ . mlall +iith coctorwhen a death & reviewy medical history | P > if required P—
Redirect to medcal examiner| iz notified to the coroner to enahle coroner to ! 1 :
! decide whether ! ! X _
h to investigste | , | The inquest stage of the
N 1 \ ¢ investipation may be as
N ! " A a result of chiminal proceedings,

Process relevant for all Deaths

Process relevant for desthswhere cause is
kniceen, matural ancd not suspicious

Process relevant for deathswhere cause may be
violert or unnatural, the decessed died in state
detention, or cause of death unknown

Iz likely to reguire additional time

pUbie inguiy or an investigation by
ahother colntry into 2 death in thel
Junsdiction and then either resurmed
ot hot resied.

Appeal by famiies against Coroners
decisioh whether to lnvestigate (must o b
foiow scratiny by Medical Exarmine) - against Coroner’s decision or fimding

@
Hote: Preparstion for Scruting might, in some circumstances, be carried out (in part) by & Bereavement Services Officer rather than an MEO.
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MoJ implementation activities

* Explore ways of working for Medical Examiners and coroners
« Draft secondary legislation to govern the day-to-day operation of the coroner service

« Design new national roles and support offices - e.g. Chief Coroner, Medical Adviser —
and make key appointments

*  Work with HMICA and the Audit Commission to agree approach to inspection
« Design new appeals system
« Training for coroners, officers and administrative staff on new legislation and process

» Produce new coroner forms/ templates and make associated IT changes
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Key milestones

Coroners and Justice Act 2009 November 2009

Develop policy and draft secondary legislation 2010 - 2011

Implement new coroner legislation and practices April 2012
(except appeals)

Pilot appeals system From April 2012
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Next steps

Work with Department of Health & General Register Office to agree implementation
plans and timetable

Start developing secondary legislation

Start work to appoint a Chief Coroner

External “health check” by the Office of Government Commerce - January 2010
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