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Medical examiner purpose

• What do patients die from? 
• Accurate medical certificate of cause of death 

(MCCD) completion

• Does the death need reporting to the coroner?
• Timely and accurate referral to the coroner

• Are there any clinical governance concerns?
• Early detection and notification



Medical Examiner steps

1. Proportionate review of medical records
2. Interaction with the attending doctor
3. Interaction with the bereaved
4. (Confirmation of the medical certificate)

• All within 24 hours of the death being notified (records 
received)

• 2 and 3 may be delegated to a Medical Examiner Officer











Coroner idiosyncrasies

• Manchester City Coroner
• All deaths of children and young people under 18, even if due to natural 

causes. This is for safeguarding purposes.
• Deaths within 24 hours of admission to hospital
• All deaths of people who are in custody or detained under the Mental 

Health Act, even if due to natural causes, including people living in care 
homes who are subject to Deprivation of Liberties Safeguarding

• Some unusual illnesses including hepatitis and tuberculosis
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Investigation

Notifiable
Deaths

Overview of Proposed Process for Death Certification

ME office

HMC office

QAP (Qualified Attending Practitioner) 

Key: Process carried out by:

Post-Mortem
if required

Coroner’s office
Initial enquires made by the 
Coroner’s office including 

discussion with QAP, 
Coroner & family 

Inquest
or any associated 

criminal proceedings, 
public inquiry or 

investigation in another 
country

Registration
usually before burial / 
cremation (except if 

urgent or where 
inquest

Advice*
provided by Medical 

Examiner’s Officers to 
Doctors, Coroners 
and/or Coroner’s 

Officers

Burial or 
Cremation

after green form from 
registrar or coroner’s 

order / cert

Form 
100B

Death
ME office & 

QAP notified 
after 

verification 

QAP
Completion death 

certification summary and 
ME1A forms with proposed 
cause of death. Completion 
of MCCD after advice from 

ME / MEO / HMCO

Scrutiny (A)
Review of the medical records 
and completion of the ME1B

Notification 
To registrar of 

confirmed certified 
cause of death

MCCD Issued 
to informant

If identified as cremation 
ME to examine body & 
complete crem form 5

(where applicable)

Clinical Governance/Learning from Deaths 
Input / Review / Audit

using ME’s local information and data from ONS

Disposal Order

Data from ONS

Confirmation of
Disposal

Advice that 
investigation is 

not required

Form 99 
or 120 & 
121

Bereavement services or equivalent (e.g. GP staff)

Registration services

Clinical Governance department or equivalent  

Form 
100A

Decision to investigate

Local process

Deaths notified to Coroner by the registration services

Scrutiny (B)
Discussion with QAP –

confirmation of the cause of 
death for the MCCD. MCCD 
written and copy sent to ME 

office

Scrutiny (C)
Discussion with the 

bereaved (when not already 
done so by HMC)

Conformation of cause of 
death and opportunity to 

raise concerns

Completion of cremation 
forms - part 4 by QAP and 

Part 5 by ME

* It is expected that for the majority of cases, medical examiners will not provide 
initial advice regarding cause of death before scrutiny of records.  Where there is 
an urgent requirement, medical examiners may need to do so, for example for out 
of hour cases.
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result of 
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Form 
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Deaths 
notified to 

Coroner as a 
result of 
scrutiny

Form 100A



Some numbers

Currently
• 533,253 deaths registered in 

England and Wales in 2017
• 229,700 deaths were reported to 

coroners in 2017 (43%)
• 85,600 coronial autopsies (16%)
• 31,500 inquests opened (6%)

Sheffield
• 39% of cases reported (from 42%)
• Autopsy rate 18% (static)
• Inquests opened 11% (from 8%)

• Of Form A cases,
• 32% reported to satisfy Cremation 

Form 5 doctors
• 5.6% reported to satisfy Cause of 

Death List



Cause of Death List

• Undergoing revision in collaboration with 
the Royal College of Pathologists and 
approval from GRO and ONS

• Input from the Chief Coroner’s office
• Some bizarre entries will be removed
• Some consistency for other natural causes
• Additional common conditions that are now 

used
• Date?

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiWyM25kdTeAhVMjCwKHUKYCBYQjRx6BAgBEAU&url=https://www.whatdotheyknow.com/request/492746/response/1188774/attach/html/3/Cause%20of%20Death%20List%20Nov2017.pdf.html&psig=AOvVaw3T7xlFhBULh-A07dG2JDah&ust=1542293578778144


What should we expect?

• Hospital cases primarily
• Depends on the baseline
• Form A cases should go down (by as much as 30%)
• Autopsies will probably be similar with no effect on trends
• Inquests may go up (by as much as 30%), stay the same or go 

down, according to pilots/early adopter information
• Rejection rates at registration should be very low



Considerations

• Transmission of information
– From the ME office
– To the ME office

• ME office is a single point of reference
• An informed medical opinion to assist the coroner
• Expect a query or challenge from time to time
• Regular reviews and discussion of service



Results

• 3875 cases
• 405 cases (10.5% of all deaths) possible adverse harm events 

(AHEs)
• 339 (8.7% of all deaths) 'reason to suspect' AHEs caused or 

contributed to death
• 66 no 'reason to suspect' AHE’s caused or contributed
• ‘ME effect’ in 217 (5.6%)
• Family concerns in 81 (2.3%) of which 26 not detectable in 

records



Case 1

• 60 year old woman undergoes uneventful 
total knee replacement. For reasons not 
clear, misses 3 doses of prophylactic 
heparin injections day 2-4. Sudden onset 
of fast heart rate and shortness of breath. 
CT scan shows pulmonary embolus on day 
5. On transfer to ITU sudden further 
catastrophic deterioration.



Case 2

• 22 year old man victim of road 
traffic collision 3 years ago. 
Devastating head injury. 
Admitted after seizures and 
given nasogastric feeding. After 
deterioration, it is noticed that 
the nasogastric tube was in the 
wrong place. He never 
recovered. 



Case 3

• 53 year old diagnosed with advanced 
lung cancer rapidly deteriorates and 
dies 2 weeks after X-ray. It turns out 
he had an x ray at the GP 18 months 
before that showed ‘a small 1 cm 
nodule in the left lung: follow up x 
ray in 6 weeks advised or referral to 
chest specialist’. It never happened.  



In Summary

• The ME system achieves a whole-system 
independent review of deaths not 
investigated by the coroner

• It puts the bereaved at the centre of its 
purpose

• Close working with the coroner’s office is 
essential and a real opportunity

• Expect a change to workload that will take 
time to settle
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