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A statement was made by the government on the 27t April 2023.

| wish to inform the House of the Government’s plan for introducing a statutory medical
examiner system from April 2024,



Coroners and Justice Act 2009

Medical examiners

(1) [F2 Local authorities] (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 [F3local authority] 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 [Fslocal authority] 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 aregistered medical practitioner and has been throughout the previous 5 years, and

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



Reforms requiring Secondary Legislation

Medical examiner scrutiny will be a compulsory legal process
before a death can be registered

ME scrutiny will replace Cremation forms

Medical Crematorium referee system will cease after a transition
period.

Removal of the need for examination of the body for
MCCD/Cremation

Digital MCCD
Online registration of death (or hybrid)
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COGNITIVE BIAS CODEX
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Cognitive Dissonance

Beliefs




Parliamentary and Health Service Ombudsman has found evidence of systematic
cover-ups by the NHS in dealing with instances of substandard patient care and
inquiries into it.(2015)

75% of cases showed no evidence of failings where in fact
serious errors occurred

52% of cases were investigated by a colleague of the clinician
being investigated

Significant lack of records, interviews or other investigations
Families met with “Wall of silence”



The Medical Examiner Office

* Predominantly acute trusts, the office may serve more than one trust
* Medical Examiners

— Lead Medical Examiner

— Part time, consultants or GPs

— Specific on-line and face-to-face training

— 1 WTE per 3000 annual deaths
 Medical Examiners Officers

— Lead Medical Examiner Officer

— Support Medical Examiners

— 3 WTE per 3000 annual deaths



Present Situation

Around 250,000 deaths were scrutinised in 2022

Over half a million deaths scrutinised in total since introduction
Offices established in all Acute Trusts

Nearly 2000 Medical Examiners trained.

72% of all deaths (Acute and Non acute settings)






Coroner Death
(notifiable to
coroner)
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Coroner determines
how they should
proceed

If the coroner decides
not to investigate the

death, they authorise
completion of MCCD

by a doctor.
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Medical Certificate of Cause of
Death (not notifiable to coroner)

~

record

A verbal discussion is not normally reguired.
®  Medical examiner or medical examiner officer completes
interaction with the bereaved.

® Altending doctor completes MCCD

established local clinical governance processes as

\and midwives where appropriate.

( Medical examiner carries out proportionate review of patieh

® |nteraction between the doctor completing the MCCD and the
medical examiner/ officer regarding proposed cause of death.

*  Any concems detected by medical examiner are passed on to

appropriate, including to child death review, and obstetricians /J
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Child Death Review

(I-m mediate decision-making and referrals)

Support for familky:
®*  Engagement

®  |nformation
*  Key Worker

r‘r Investigation & information gathering \

®  Esszential information includes demographic
data, and information relating to the
circumstances of death and background
miedical history.

#®  |nformation should be reported to COOPs (or
equivalent) via the Reporting Form, or, for

-

regional medical examiner in exceptional cases.

Medical examiners provide guantitative information to NME office
each guarter. Concerns about specific issues may be escalated to

o

/

| deaths of babies in neonatal units via the
Perinatal Mortality Review Tool.

®*  ‘Where appropriate, there may be notification
to the coroner, a Joint Agency Response
(JAR). NHS serious incident investigation, or
investigation by the Healthcare Safety
Investigations Branch. JAR should include, as
appropriate, ambulance services, police, local
authority Children’s Services, and a lead
health professional should be appointed.
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( Medical examiner carries out proportionate review of patieh

record

¢ |nteraction between the doctor completing the MCCD and the

medical examiner/ officer regarding proposed cause of death.
A verbal discussion is not normally required.

* Medical examiner or medical examiner officer compleles
interaction with the bereaved.

® Altlending doctor completes MCCD

*  Any concemns detected by medical examiner are passed on to
established local clinical governance processes as
appropriate, including to child death review, and obstetricians '

\and midwives where appropriate.




Contact with family

* Can lessen the impact of grief " L
. My Priority Is
* Reduces complaints

* Reduces litigation the lemg not
* Added layer of assurance the Dead”

The overall cost of clinical negligence in England rose from £582 million in All NH5 Written Complaints: (Hospital and Community Health Services and Primary Care)
200610 2007 to £2.2 billion in 2020 to 2021, representing a significant

burden on the NHS. Forall claims. legal costs have increased more than ] ] ) .
fourfold to £433 million since 2006 to 2007, « This was equivalent to 300.6 complaints per 100,000 head of population.

e The proportion of complaints being fully upheld are 33.8% for primary care and 26.8% for HCHS.

e The total number of all reported written complaints in 2020-21 was 170,013.



Patient Safety Incident Response Framework

Compassionate
engagement and
involvement of
those affected by
patient safety
incidents

Application of a
range of system-
based approaches
to learning from
patient safety
incidents

Considered and
proportionate
responses to
patient safety

incidents

Supportive
oversight focused
on strengthening
response system

functioning and
improvement

&

Royal College
of Physicians

National Mortality Case
Record Review Programme

Supporting documentation

Guide to responding proportionately to patient
safety incidents

Engaging and
involving patients.
families and staff
following a patient

safety incident

Qversight roles and
responsibilities
specification

Using the structured
judgement review method
A clinical governance guide to
mortality case record reviews

Response tools, templates and guides

v v [

‘ Palent safely incident response standards |

PSIRF preparation guide !

Output

I Patient safety incident response policy [template] II Patient safety incident response plan [template] |
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HEALTHCARE SAFETY
INVESTIGATION BRANCH

{i%i Government

Integrated care partnership

Local authorities

\3 '\} Supporting high qualityj
‘{\ local perinatal reviews

_(JMBRRACE-UK

Mothers and Bables: Reducing Risk through
u Audits and Confidential Enquiries across the UK

ﬂmcashire

safeguarding
adults board



Lord Sugar Lord Sugai
which one is the dad Anyway happy
birthday

LunchBox Head @FPOTNOODLEFRINGE

@Lord_Sugar My dads a big fan Alan how about a
retweet for his birthday, would really make his day. You're
Fired Lol




End of Life Themes

* Vast majority of families very grateful for care received

* Praise for compassionate and caring staff despite clinical
pressure

* Loved one dying with dignity and humanity
P 1100 . StJohn's
TN, Sl Hospice

St Catherine’!

hospice care




End of Life Themes

Delayed recognition of EOL
Lack of advanced planning in chronic conditions

Unable to achieve fast track discharge
Overtreatment/investigation during EOL

Overtreatment/investigation not proportionate to patient
condition

Missed/delayed diagnosis or lost to follow up.



Key Points

Immediate advice and quality improvement for Medical
Certificate Cause of Death

Feedback from bereaved early after death

Early opportunity to respond to concerns

Proportionate review of notes before registration of death
Assurance function independent of hosting Trust

In addition to current assurance processes rather than
replacement.
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DEATH WoRKS FRoM HOME

Thank you

Any Questions?
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