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Objectives

• Describe the current and likely situation for 
medical certification of death

• Describe which cases need to be reported to 
the coroner

• Discuss ‘preventable death’



Case 1

• 8 year old boy with microcephaly is admitted 
with the latest in a long series of recurrent 
chest infections

• After initially recovering, becomes unwell with 
a hospital acquired pneumonia

• Early warning scores not acted on in a timely 
way

• Subsequently dies despite efforts to treat and 
family involved in final decision to limit 
treatment to comfort care



• Recommendations 275-283
• It is of considerable importance that independent medical examiners are 

independent…
• National guidance should set out standard methodologies for approaching 

the certification of the cause of death to ensure, so far as possible, that 
similar approaches are universal.

• It should be a routine part of an independent medical examiners’s role to 
seek out and consider any serious untoward incidents or adverse incident 
reports relating to the deceased, to ensure that all circumstances are 
taken into account whether or not referred to in the medical records.

• Both the bereaved family and the certifying doctor should be asked 
whether they have any concerns about the death or the circumstances 
surrounding it, and guidance should be given to hospital staff encouraging 
them to raise any concerns they may have with the independent medical 
examiner.

• There is an urgent need for unequivocal guidance to be given to trusts and 
their legal advisers and those handling disclosure of information to 
coroners, patients and families, as to the priority to be given to openness
over any perceived material interest.



People, Process & Technology in the Current System











Process



Medical examiner purpose

• Timely referral to the coroner, right first time, 
every time

• Accurate medical certificate of cause of death 
(MCCD) completion

• Early detection of clinical governance 
concerns



Since 2008

• 15,000 cases

• Now approximately 80% of all deaths

• All acute hospitals including specialist children 
and cancer hospitals

• 30% of all community deaths

• On call service for faith community and 
transplant cases

• All within budget



New process

• All deaths not investigated by HMC

• Review of medical records and discussion 
with bereaved

• Up to 500 MEs

• New date ?

• CDOP



Responsibility for service



Training



Recruitment



Effect on coroners



Effect on hospitals and GPs



Effect on the bereaved
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Money



Case 1

• 8 year old boy with microcephaly is admitted 
with the latest in a long series of recurrent 
chest infections

• After initially recovering, becomes unwell with 
a hospital acquired pneumonia

• Early warning scores not acted on in a timely 
way

• Subsequently dies despite efforts to treat and 
family involved in final decision to begin end 
of life pathway



A day in the life of a medical examiner





• 13 year old boy with 
recurrent AML develops 
pneumonia after his 3rd

cycle of palliative 
chemotherapy. 
Neutrophils 0.1. Dies 
despite best efforts 
with powerful 
antibiotics on ITU.
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• 18 year old young man with 
advanced terminal cancer 
receiving palliative care. 
Receives the wrong dose of 
haloperidol in syringe driver 
and becomes acutely unwell 
and deteriorates further. 
Mistake recognised and 
rectified but dies 2 days later.
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• 6 year old boy with severe cerebral palsy trips 
in playground and suffers a tibial fracture and 
rib fractures. He is admitted but deteriorates 
because of a chest infection that rapidly 
progresses to pneumonia. On ITU he develops 
empyema and dies despite best efforts 
including chest drains.





• 14 year old boy suddenly collapses on sports 
day at school during a race. Initially in VF, he 
achieves ROSC after 40 minutes and is 
admitted to ITU. It becomes clear after 3 days 
that he has extensive hypoxic brain injury and 
brainstem death criteria are fulfilled. A 
request for organ donation is agreed by the 
coroner.





• 8 year old boy with severe CF is admitted with 
a chest infection. Hypoxic and evidence of 
pneumonia quickly develops. LFTs moderately 
deranged. On the ward on day 3 alert for 
change in EWS – unconscious. BMG 0.7 
mmol/L, resuscitated and taken to ITU. Never 
fully recovers and dies a few days later of 
progressive respiratory failure.





• 5 year old girl refugee from sub Saharan Africa 
has significant and advanced HIV infection. 
Develops a severe opportunistic infection and 
dies on ITU despite all efforts to treat her PCP. 
Family are unhappy about HIV appearing on 
her MCCD.





• 5 year old girl is referred with a rapidly 
growing cerebral glioma. Cure is impossible 
and palliative treatments do not work. She is 
cared for magnificently and dies in her 
parents’ arms

• Family allege the GP and the doctors at the 
DGH didn’t spot early signs of the tumour





Objectives

• Describe the current and likely situation for 
medical certification of death

• Describe which cases need to be reported to 
the coroner

• Discuss ‘preventable death’



'From the outset, we must all acknowledge - as the report does - that the tragic 

events in Grantham were the product of a malevolent, deranged, criminal mind.

'Everything else must be seen in that light. The Clothier report does identify 

and criticise failures of management and communication in the hospital and it 

is important that lessons are learnt from these throughout the National Health 

Service. . . . However, it refutes any suggestion that Allitt could easily have 

Been detected or stopped.'
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