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1 INTRODUCTION AND OVERVIEW 

1.1 This document supports  the University Hospitals of  Leicester’s  Learning   from 
Deaths from Patients in our Care Policy and sets out the Trust's Policy and 

Procedures for the Medical Examiner process (ME process). 
 

1.2 The UHL Medical Examiner process has been established to improve the quality of 
death certification  and to ensure all adult  deaths  are subject  to mortality screening  

in order to identify those cases that need further review by the relevant clinical team  
or as part of the Specialty Mortality & Morbidity review process (see 1.4 below). 

 

1.3 Mortality screening is integral to implementation of the Trust’s Learning from the 
Deaths of Patients in our Care Policy. 

 

1.4 Mortality screening takes place to identify potential learning  from deaths that  occur  
in the organisation. Problems in care are identified which may have affected the 
patient’s outcome or experience. If such cases are identified the ME will determine 

whether a full case note review (Structured Judgement Review) is required via the 
relevant Specialty Mortality and Morbidity process or whether a clinical review of a 
specific issue is required by the relevant clinical team involved in the care of the 
patient. 

 
 

2 POLICY SCOPE 

2.1 This policy applies to all deaths of patients aged 16 years  or  above,  where  the 
death occurs on an adult in-patient ward, in the operating department or in the Adult 
Emergency Department (Adult ED). 

 

2.2 This policy does not apply to deaths  within  children’s  and maternity services or  in 
the Children’s Emergency Department, which are  all  subject  to different  processes 
for death certification and to full mortality review by the Specialty M&M process. 

 

2.3 This policy applies to: 
 

a) Medical Examiners and administrative staff involved in the ME process 
b) Bereavement Services staff. 

c) Corporate Mortality and Morbidity Administrative Team 

d) Doctors who have cared for deceased patients and who are eligible to complete 
the Medical Certificate of the Cause of Death (MCCD). 

e) Consultants, Matrons and Ward Sisters 
f) Specialty Mortality & Morbidity Leads 
g) Bereavement Support Nurses 

 

2.4 This policy should be read in conjunction with: 

a) Learning from the Deaths of Patients in our Care Policy B31/2017 (LFD Policy) 

b) Last Offices and Care of the Deceased Patient Policy B28/2010 (Last Offices 

Policy) 

c) Policy and Procedures for the Urgent Certification and Release of the Deceased 
outside Normal Hours B12/2013 (Urgent Release Policy) 

d) Mortality &  Morbidity Review Process Policy   B48/2017 (M&M Review Policy) 
e) Bereavement Support Services Guidelines B4/2016 
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3 DEFINITIONS AND ABBREVIATIONS 

3.1 Medical Examiner (ME) - This role is not the same as  the proposed  national  role.  
The role of the MEs within  UHL is to support the certifying  doctors  when  deciding  

the cause of death, undertake mortality screening (to include screening of  the 
deceased’s health care records and speaking to the bereaved relative/carer) and 
complete part 2 cremation forms. 

 

3.2 Certifying Doctor - a doctor who is lawfully in a position to certify the death, ie they 
have seen the patient in their last illness. Whilst MEs  can support  and advise,  the 

final decision about cause of death remains with the Certifying Doctor. 
 

3.3 Mortality Screening - in UHL refers to the reading through of deceased  patients’ 
clinical records (electronic and paper) and speaking with the certifying doctor with a 

view to identifying if there are potential problems in  care  or  lessons  to  learn. 
Mortality Screening by MEs will usually include  speaking  to  a  bereaved  
relative/carer, usually the ‘next of kin’. 

 
3.4 Structured Judgement Review (SJR) - a detailed review of the clinical record, 

normally undertaken by a senior doctor in the same medical specialty as that 
responsible for the patient’s care at the time of death. It is ‘structured’ because it 

follows an approach defined by the Royal College of Physicians 

 
3.5 Clinical Review - for the purpose of this policy refers to where a clinician is 

requested to review a specific aspect of care and to reflect on whether there is any 
learning or actions required. 

 

3.6 Next of Kin (NoK) - Normally a member of the deceased’s family or an agreed 
representative, not necessarily the closest relative, 

 

3.7 Bereaved relative or carer  (the bereaved) - a bereaved person  is  one  who  has 
a relative or close friend who has recently died. For the purpose of this policy, this 
will usually be the NoK. 

 

3.8 Medical Certificate of the Cause of Death (MCCD) - Statutory certificate required  
to allow the death to be registered. 

 

3.9 Cremation Form (Crem Form) - statutory form required to allow a crematorium to 
cremate the body of the deceased. It has three main parts. One  is  normally  
completed by the doctor who completed the MCCD. The next (the ‘confirmatory’ 

certificate’) must be completed by an independent doctor of  at   least  5  year’s  
standing – in this context, normally the ME. The final part is completed by the 
Crematorium Medical Referee, to confirm that all the documents are in order before 
cremation. 

 
3.10 Death due to Problem in Care – a death that has been clinically assessed using a 

recognised method of case record review (Structured Judgement Review),  where 
the reviewers feel that the death is more likely than not to have resulted from 
problems in care delivery/service provision. (Note, this is not a legal term and is not 

the same as ‘cause of death’). 
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4 ROLES AND RESPONSIBILITIES 

4.1 Board Level Lead - Medical Director 

Overall responsibility for the Trust’s Learning from Deaths work programme and 
supporting policies 

 
4.2 Non-Executive Director - Chair of Quality and Outcomes Committee is 

Responsible for having oversight of the Trust’s Learning from Deaths work 
programme 

 
4.3 Mortality Review Committee (MRC) is responsible for: 

Overseeing all work-streams and governance processes related to mortality and 
Learning from Deaths 

 
4.4 Lead Medical Examiner (Lead ME) is responsible for: 

a) over-seeing the Medical Examiner process. 

b) the recruitment and training of Medical Examiners (MEs) 

c) being the professional lead for MEs 

d) ensuring the consistency and quality of the work of the MEs 

e) providing MEs with an annual summary of activity for appraisal and revalidation 

purposes. 

f) developing training programmes for all medical staff in  relation  to  interfacing 
with the Medical Examiners service. 

g) ensuring adequate MEs are available to fill the rota. 

h) liaising with the Coroner and Registrar and to be a point for contact for other 
external organisations as appropriate. 

i) being a source of advice for MEs and  Bereavement  Office staff  on referrals to 
the Coroner (subject to guidance from the Senior Coroner) and completion of 
MCCDs. 

j) supporting the Head of Outcomes & Effectiveness (HOE) to review the 
effectiveness of the ME process 

k) collaborating with the HOE and Head of  Chaplaincy and Bereavement Services  

to develop and improve the ME process 

 
4.5 Head of Outcomes & Effectiveness (HOE) is responsible for: 

a) being the Operational Lead for the Learning from Deaths framework within UHL 

b) supporting the Lead ME with overseeing the ME process and to highlight any 
issues of concerns with the service delivered by the MEs. 

c) supporting effective communication and collaboration between the  MEs  and 
M&M Leads 

d) developing and improving the ME process with support from the Lead ME 

d) overseeing the cost of the ME  process and monitoring this in relation to the part  
2 cremation fees paid to UHL. 

e) ensuring that ME sessions are cross charged appropriately. 

f) co-ordinating and monitoring the ME Rota 

g) ensuring that appropriate administrative support is in place for the ME Process 

h) monitoring and reporting on the effectiveness of the ME process, with support 
from the Lead ME 
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i) ensuring that office accommodation and equipment is available 

j) supervising the ME Assistant and ensuring they receive appropriate training and 

ongoing development to provide effective support to the MEs 

 
4.6 Head of Chaplaincy & Bereavement Services is responsible for: 

a) overseeing the work of Bereavement Services office  in  their  roles  outlined  in 
this policy. 

b) liaising with the HOE and Lead ME in respect of any concerns raised about the  

ME process 

c) being a point of reference for consultation about any proposed developments to 

improve the ME process 

 
4.7 Senior Bereavement Services Officer (Senior BSO) 

In addition to the responsibilities set out in 4.8 below, the Senior BSO is 
responsible for: 

a) feeding back any problems with the ME process to the HOE/Lead ME or  
escalating to the HoC&BS 

b) escalating any issues relating to a rostered ME's availability/attendance to the 
HOE/Lead ME 

 
4.8 Bereavement Services Officers (BSOs) are responsible for: 

a) contacting certifying doctors and to inform them of the need to speak to the ME 
before completing the MCCD 

b) informing the bereaved that they will be contacted by the ME and to explain 
purpose of phone call, as applicable 

c) offering the bereaved the opportunity to speak to the ME if they have any 

questions when collecting the MCCD 
d) being a point of contact for advice for the MEs in respect of  death  certification  

and cremation form completion 
e) providing advice and support in respect of ME related issues with the Coroner’s 

office, crematoria, funeral directors and registrars and where  necessary 

escalating to the HOE/Lead ME 
f) feeding back to the MEs where errors or issues are found in completion of the 

MCCD or Cremation Form 
g) sending out letters to notify the GP of the cause of death or referral  to  the 

Coroner 

 
4.9 Medical Examiners (ME / MEs) 

MEs will be recruited from experienced UHL consultants with a  minimum  of  5  
years’ NHS experience at a consultant level and are responsible for undertaking 

required training as in Section 6.1 

 
MEs  will  normally be available between 9 and 5 on their rostered days,  in order to  
be available for discussions with certifying doctors. 

 
MEs are responsible for: 

a) liaising with the ME Assistant and BSO team at the beginning of the  day  to 
identify the number of cases awaiting completion, urgent  releases  and  new 
cases. 
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b) supporting the certifying doctors to decide and record  an  accurate  cause  of 
death on the MCCD or the need for referral to the Coroner and to identify any 
potential problems in care or learning that has been identified by  the  owning 

team. 
c) advising certifying doctor of need for further conversation with a different ME 

completing the second part of the Cremation form – if not completed by ME 
involved in the MCCD discussion 

d) correctly undertaking and completing the Part 2 Cremation form process, where 
applicable. 

e) Undertaking effective mortality screening of deaths within  the scope  of  this 

policy, to include screening of the clinical paper and electronic records 
f) speaking to the NoK and/or other bereaved relatives/carers if  requested,  to 

answer any questions around cause of death and to ask if there  are  any 
concerns about care provided to the deceased 

g) where potential problems in care are identified, either referring the case for 
Structured Judgement Review or Clinical Review/Feedback  as per criteria given  
in 5.4.1 or 5.4.2. 

h) escalating to the relevant clinical team if any identified problems in care are 
considered to have patient safety implications and for confirming that these are 
reported as such accordingly in line with the Trust’s Incident Reporting Policy 

i) completing all relevant sections of the ME screening proforma and to document 

legibly feedback received from the bereaved and their observations about the  

care provided. 
j) Escalating to the ME Assistant any cases that need urgent referral for SJR 

k) informing the ME on for the next day if more than 6 cases have been left to be 
completed or escalating this to the HOE/Lead ME 

l) delivering a professional and consistent  service  and  to raise any concerns  to  

the Lead Medical Examiner. 
m) meeting the standards in Section 5 of this policy 

 
4.9 Medical Examiners Assistants (ME Assistant) are responsible for: 

a) liaising with the BSO team in order to identify new cases for the ME process 
b) accurately preparing the ME mortality screening documentation  and  ensuring 

MEs have all relevant information needed  for  screening  including  a  search of 
the Datix system and deceased patient’s next of kin details 

c) supporting the ME with contacting the NoK,  if  the  ME  has  unsuccessfully tried 
on 2 occasions. 

d) checking completed ME screening proformas, to clarify any queries directly with 
the relevant ME or to escalate to HOE or Lead ME if there are any issues 

e) correctly extracting information from the ME screening profroma and completing 

all relevant fields on the Mortality database. 

f) completing and sending SJR templates to M&M Leads and to send ME feedback to 
relevant clinical teams, as indicated on the ME screening proforma,  in liaison  with 
the Corporate M&M admin team. 

g) Copying the Bereavement Support Nurse (BSN) into requests for SJRs or Clinical 
Reviews 

h) co-ordinating the requesting and tracking of case notes relating to the ME screening 
process or where referred for SJR 

i) supporting the HOE with tracking payment of Part 2 Crem Form fees and taking 
cheques into the Cashier’s Office weekly 

j) following all relevant procedures in this policy. 
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4.10 Bereavement Support Nurse (BSN) is responsible for: 

a) liaising with  the HOE and Lead ME in respect of any concerns raised  by 
bereaved relatives about the ME process 

b) being a point of reference for consultation about proposed developments in ME 
process which relate to contacting the bereaved 

c) receiving and acting upon requests to make contact with bereaved 
relatives/carers, either directly from the MEs or via the ME Assistant 

d) providing support for bereaved relatives/carers,  as  per  the  Bereavement  

Support Guidelines (B10/2016) 

 
4.11 Consultants 

The Consultant who was responsible for the last episode of the patient's care 
is ultimately responsible for: 

a) ensuring that an eligible doctor is made available to certify the death 

b) providing further information and advice about  the case if requested  by the  ME  
or certifying doctor 

c) undertaking clinical reviews of cases referred by the ME and taking forward any 

learning or actions as per the M&M Review Policy 

 
4.12 Certifying Doctors are responsible for: 

a) ensuring they have provided care during the last illness and have  seen the 
deceased within 14 days of death. 

b) being confident they can give a clinically acceptable cause of death. 
c) ensuring that they are familiar with relevant events of the  deceased’s  last  

hospital admission - specifically leading up to the death to allow them to  

succinctly present the case to the ME. In preparation for the discussion with the 

ME the case should be discussed with a senior  member  of  the owning  team. 

This will enable the certifying doctor to answer relevant questions relating to the 

cause of death or whether there is a need to make a referral to the Coroner or if 

there were any problems or adverse incidents in the provision of care. 

d) presenting relevant information to the ME in a factual, accurate and concise 
manner 

e) recording in the patient’s clinical notes the agreed cause of death or reason for 
referral to the Coroner, including  details  of  discussion  with  the  ME,as 
applicable. 

f) referring to the Coroner’s Office any deaths meeting statutory requirements for 

Coronial referral and those deemed by the ME to justify such referral, using the 
electronic form prescribed for the purpose by the Senior Coroner. 

g) Where applicable, providing contact details (mobile phone number wherever 

possible) for the doctor completing the Cremation Confirmatory Form (normally 

the ME) 

h) advising   the   Medical   Examiner   of   any   potential concerns in care when 

discussing the cause of death/cremation form completion 
i) advising the ME if the death should be referred for SJR for learning purposes 

 
4.13 All Doctors who have cared for the deceased are responsible for: 

a) facilitating the timely certification of cause of death and/or  referral  to  the  
Coroner of those patients who have been in their care. 
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4.14 Specialty Mortality & Morbidity Leads are responsible for: 

a) having  oversight  of  the   process  of  Structured   Judgement Review or Clinical 
Review of cases referred by the ME 

b) feeding back any queries or concerns about the ME process or quality of  
mortality screening 

c) ensuring appropriate learning and action is taken, as per  the  M&M  Review 

Policy 

 

4.15 Matrons and Ward Sisters are responsible for: 

a) undertaking clinical reviews of cases referred by the ME and taking forward any 
learning or actions as per the M&M Review Policy 

 
 
 

5. POLICY IMPLEMENTATION AND ASSOCIATED DOCUMENTS 

 

The following standards apply to all deaths of patients aged 16 years or above, 

where the death occurs on an adult in-patient ward, in the operating  department or 
in the Adult ED. 

 
5.1 Preparation of cases for death certification, cremation form completion and 

mortality screening 
a) The Bereavement Service Officers will receive details of all deaths and co- 

ordinate the issuing of a death certificate or referral to the Coroner’s Office as  
per the Last Offices policy 

 
b) The ME Assistant will liaise with  the  Bereavement  Services  Office to confirm 

the details of deceased patients and will collate all relevant information and 
prepare the case notes for mortality screening as per Appendices 1a-c 

 
5.2 MCCD / Cremation Form completion 

a) The certifying doctor will be expected to speak to an ME before completing the 
MCCD in every case. At the LRI this will in most instances be a face to face 
conversation in the ME office – Appendices 2a&b For LGH and GH deaths, the 
certifying doctor should normally speak to the ME over the phone. 

 
The only exception would be if there is no ME available, or in the case of urgent 
certification according to the policy: "Policy and Procedures for the Urgent 

Certification and Release of the Deceased outside Normal Hours" (B12/2013) 
Appendices 3a&b 

 
b) If the certifying doctor believes that referral to the Coroner is appropriate,  this 

would normally be confirmed with the ME first and also to discuss the cause of 
death to be proposed to the Coroner’s office. 

 
c) The certifying doctor can refer to the Coroner without this discussion if the  need 

for referral is unequivocal see Appendix 4a. Whilst  referral to the Coroner  may  
be done without BSO involvement particularly outside normal working hours 

e.g. for urgent release, BSO support is helpful. 
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d) Following discussion with the ME, the certifying doctor  will  record  the details  of 
the discussion in the patient’s clinical notes, plus  the cause of  death or reason  
for referral to the Coroner as applicable. 

 
e) The certifying doctor will then either complete the MCCD or make the referral to 

the Coroner –Appendices 3a&b 

 
f) Where the relatives have identified that the deceased is to be cremated AND 

where the certifying doctor has been instructed to complete the MCCD,  the 
certifying doctor will normally complete Part 1 of the Cremation Form 4 (Crem 
Form). If for some reason this is impractical it is permissible for another  doctor  
who saw the patient whilst alive to complete Part 1 of the Crem Form IF that  
doctor has spoken to the doctor who completed the MCCD. 

 
g) The ME will complete the Part 2 Crem Form (at LRI only - at  LGH  and  GH 

another suitable doctor will  complete  the  Part  2  Crem  Form).  (a  suitable 
doctor is one who has been a fully registered medical practitioners for at least 5 
years and hold a licence to practise within the meaning  of  the  Medical  Act 
1983). 

 
5.3 Mortality Screening 

a) A Medical Examiner will screen all cases where  the death occurred on one of 
the adult in-patent wards or the Adult ED and deaths over 16 years of age that 
take place in the Central Operating Department. 

 
b) Where possible the screening will be done by the same ME who had already 

discussed the case with the certifying doctor. 

 
c) The ME who completes the screening must not have  had either overall 

responsibility or substantial direct involvement in the deceased patient’s care 

during their last admission. 

 
d) Screening will always involve proportionate examination of the healthcare 

records within the limits of the time available to the ME on duty, taking into 

account their involvement in the MCCD discussion or Crem Form completion. 

 
e) Examination  of   the   healthcare   records   should   include,   where 

appropriate, eObs on Nerve Centre, Prescription chart  (paper  or  on  ePMA) 
and relevant imaging and blood results. Screening is intended to  identify 

potential problems in the delivery of healthcare that could have affected clinical 
outcome or had a serious detrimental effect on patient experience. 

 
f) Screening will also normally involve: 

A conversation with the certifying doctor, to agree  the  cause  of death, 
to ascertain whether the coroner needs to be informed of the death, and to 
ask whether, in the opinion of the certifying doctor, there were any 
problems in the appropriate delivery of healthcare to the deceased. 

 
Review of any Patient Safety Incidents or Complaints registered on 
Datix 
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External examination of the body. (This is mandatory if the ME  is 
completing the part 2 cremation form) 

 
A conversation with the NoK – except where the case has been 

referred to the Coroner and an inquest may be held. 

 
Discussion with the NoK will usually be by telephone but for  LRI  deaths 
may involve face-to-face meetings in the Bereavement Office. See 
Appendices 5a&b for guidance on Discussion with the Bereaved 

 
Any further investigations or conversations that the ME regards as 
necessary for a specific case to determine the need for further review: 

 

5.4 Outcomes of ME Mortality Screening (see Appendix 6) 

5.4.1 Referral for Structured Judgement Review 

a) If the ME screening of the clinical records or discussion with the certifying 
doctor or relatives, identifies potential problems in care relating to: 

 

• Assessment, Investigation, Diagnosis 

• Medication, IV fluids / Electrolytes / Oxygen 

• Treatment and Management Plan 

• Infection control/Healthcare Associated Infections 

• Operation/Invasive Procedure 

• Clinical Monitoring 

• Resuscitation following cardiac or respiratory arrest 

These cases will be referred to the relevant M&M lead to organise a formal 
Structured Judgement Review (SJR). 

 
b) Referral for SJR should also be selected when the ME identifies that the death 

falls into one of the nationally agreed categories: 

 
These are currently: 

Children and Infants (currently only the death of a child aged over 16 years on 
an adult ward, would be part of the ME Process) 

Patients with a Learning disability 

Patients with severe mental illness (not dementia) 

Death following an elective procedure 

Deaths which fall within a diagnostic group that is subject to a Mortality Alert 

 
c) Referral for SJR where patients have a Learning Disability 

Learning Disability adult Acute Liaison Nurse will be advised of any requests for 
SJR and will be asked to provide support to reviewing Specialty 

 
d) Referral for SJR where patients have Severe Mental Illness 

LPT (Mental Health Trust) Assistant Medical Director’s team will be contacted to 
confirm patient’s mental health status prior to requesting an SJR. 
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5.4.2 Referral for Clinical Feedback 

a) Where problems in care are identified but these are not related to categories  
given in 5.3, for example problems around patient  experience,  communication 
with the bereaved or end of life care, the ME will  provide  feedback  to  the 
relevant clinical team either via the Consultant or Matron. 

 
b) To assist the ME Assistant with timely feedback to the clinical team, the ME will 

state whether the matter of concern is primarily a medical or nursing issue. 

 
c) Some cases may meet the criteria for SJR and also involve feedback to the 

clinical team. 

5.4.3 Referral to the Bereavement Support Nurse 

a) Where the bereaved appear to have concerns but do not  want  to discuss  in  
detail or are distressed, the ME will  ask their  permission to refer to the 

Bereavement Support Nurse (BSN) and for them to contact the bereaved  at a  
later time/date (as appropriate) 

 
b) The BSSN will be copied into requests for clinical review and SJRs so that this 

information is known if the bereaved have requested follow up by the BSSN 

 
 

5.4.4 Referral Outside UHL 

Where screening of the clinical record, or  discussion with the bereaved, raises 
concerns relating to care provided prior to admission to UHL, this should be clearly 

indicated on the ME Screening Proforma so that the Corporate M&M team can feed 
this back to the relevant organisation as appropriate. See below: 

 
Concern/Feedback relates to: To be sent to: 

Primary Care / Nursing Home Tracey Ward, Patient Safety Lead, East CCG 

Leicestershire Partnership Trust 
(Community Services) 

Prof Sudip Gosh, Clinical Director Community 
Services and Hospitals 

Leicestershire Partnership Trust 
(Mental Health Services) 

Dr Mohammed Al-Uzri, Associate Medical 
Director 

East Midlands Ambulance Service Russell Smalley, Ambulance Operations 
Manager – Quality & Compliance 

 
5.5 Retrospective Referral to the Coroner 

a) If at any point during the  screening  process the  ME  becomes  concerned  that 
the coroner ought to have been informed, the coroner’s office should  be  
contacted by telephone. 

 
b) If that telephone conversation supports referral, the MCCD  must be cancelled  

and the certifying doctor instructed to refer the death to the Coroner. 

 
c) If the MCCD has been collected by the relatives, the ME must instruct the 

Bereavement Services office staff to contact the Registrar and, if possible, the  
NoK, to inform them that the Coroner is reviewing the death. 



Page 13 of 37 
Next Review: March 2023 

Medical Examiner UHL Policy 

V1 Approved by Policy and Guideline Committee on 15/12/17 Trust Ref: B49/2017 

NB: Paper copies of this document may not be most recent version. The definitive version is held on INsite Documents 

6 Months Review Date Extension Approved by Director of CLA as Document Remains Fit for Purpose & Legislative 
Requirements. 

 

5.6 Changes to Death Certificate 

a) If the ME screening the case concludes that the stated cause of death  is  
incorrect (but referral to the Coroner is nevertheless not required), the ME must 
decide if the error is sufficiently severe to justify correction. 

 
b) In making this decision, thought should  be given  as  to  whether  the  correction 

will modify how the Office for National Statistics will code the cause of death 
(usually on the last item in part 1). 

 
e) If the MCCD has already been collected, the error must be severe before 

considering recalling the certificate. In such cases the ME must discuss the  
case with the Registrar’s Office. 

 
5.7 The UHL Medical Examiners’ MCD & Screening Proforma (Appendix 7) must be 

completed to capture the outcome of the Mortality  Screening  and  MCCD 
Discussions 

 
5.8 Useful Contact details for Medical Examiners are given in Appendix 8 

 
 
 

6 EDUCATION AND TRAINING REQUIREMENTS 

 

6.1 MEs will be required to complete the online training specified by the Lead Medical 
Examiner before taking up the role. This is a subset of  the  national  Medical   

Examiner training which can be found at http://www.e- lfh.org.uk/programmes/medical-
examiner/ 

 

6.2 An initial face-to-face training session will be provided for new MEs, with annual 
updates. It is the responsibility of the Lead ME to identify the programme and 
contributors for these events. 

 
6.3 In-house training and development will  be provided to the ME  Assistant, organised  

by the HOE 

 
6.4 Advice and support for the Certifying Doctors on completion of the MCCD or 

requirements for referral to the Coroner will be given by both the BSOs and MEs 

 
 

7 PROCESS FOR MONITORING COMPLIANCE 

 

 
Element to be monitored 

Lead Tool Frequency Reporting 

arrange-ments 

Percentage of cases screened HOE M& M 
database 

Monthly MRC 

Percentage of cases referred for SJR HOE M& M 
database 

Monthly MRC 

Percentage of cases where the ME 
spoke to the bereaved 

HOE M& M 
database 

Monthly MRC 
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Element to be monitored 

Lead Tool Frequency Reporting 
arrange-ments 

Monitor cost of the ME process in relation 

to the part 2 cremation form fees 

HOE Finance 

accounts 

Quarterly ME 

Management 
Team 

Issues raised by the Coroner/Registrar / 
M&M Leads 

Lead 
ME 

Concerns 
Log 

Quarterly ME 

Management 
Team 

Numbers of cases where problems in 
care identified that were not identified 
during mortality screening by the ME 

HOE M&M 
Leads & 
Patient 
Safety 
Team 
Feedback 

Annually MRC 

 
 

8 EQUALITY IMPACT ASSESSMENT 
 

 
8.1 The Trust recognises the diversity of the local community it serves. Our  aim   

therefore is to provide a safe environment free from discrimination and treat all 
individuals fairly with dignity and appropriately according to their needs. 

8.2 As part of its development, this policy and its impact  on  equality  have  been 
reviewed and no detriment was identified. 

 
 
 

9 SUPPORTING REFERENCES, EVIDENCE BASE AND RELATED POLICIES 

 

9.1 Learning, candour and accountability - A review of the way  NHS trusts  review 

and investigate the deaths of patients in England, Care Quality Commission, 
December 2016 - https://www.cqc.org.uk/sites/default/files/20161213-learning- 
candour-accountability-full-report.pdf 

 

9.2 National Guidance on Learning from Deaths - A Framework for NHS Trusts and 
NHS Foundation Trusts on Identifying, Reporting, Investigating and Learning from 
Deaths in Care, National Quality Board, March 2017 - 
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance- 

learning-from-deaths.pdf 
 
 

9.3 Implementing the Learning from Deaths framework: key requirements for trust 

boards, NHS Improvement, July 2017 - 
https://improvement.nhs.uk/uploads/documents/170921 Implementing_LfD_- 
_information_for_boards_JH_amend_3.pdf 

 
 

9.4 Standards for the Delivery of the Medical Examiner Service. Developed by the 
Medical Examiners Committee of the Royal College of Pathologists. 
https://www.rcpath.org/asset/BA3248D6-EC8B-4179-A635E3CEABE1FDA6/ 

http://www.cqc.org.uk/sites/default/files/20161213-learning-
http://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-
http://www.rcpath.org/asset/BA3248D6-EC8B-4179-A635E3CEABE1FDA6/
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9.5 Guidance for doctors completing Medical Certificates of Cause of Death  in  England  
and Wales From the Office for National  Statistics’  Death  Certification  Advisory 
Group, Revised July 2010 https://www.gro.gov.uk/Images/medcert_July_2010.pdf 

 
 
 

 

10 PROCESS FOR VERSION CONTROL, DOCUMENT ARCHIVING AND REVIEW 

This Policy will be uploaded into the Policies and Guidelines Library on INsite and will be 
available on the Trust’s website. 

 
The Policy will be reviewed in June 2019 by the Head of Outcomes & Effectiveness with 
support from Mortality Review Committee members. 

http://www.gro.gov.uk/Images/medcert_July_2010.pdf


 

 

 

1. Check to see if any cases completed by MEs from day before that need processing 

2. Liaise with BSO to see how many deaths from night before in order to plan workload 

3. Confirm if any cases automatic referrals to Coroner/awaiting PM 

4. Liaise with ME to confirm numbers of cases ‘open’ and to assess capacity for screening cases 

from LGH/GH. Confirm morning capacity for screening Coroner/PM cases 

5. Update Mortality Spreadsheet with any completed cases from day before and send ‘feedback 

emails’ create SJR templates, mark up case notes if needed for further review / return to file as 

applicable 

6. Liaise with Corp M&M team about updating Mortality Spreadsheet with new cases once BSO 

team have updated the BSO database 

7. Create proformas for any new cases ready for ME screening and attach to front of case notes 

8. Check Datix and record presence of Incident/Complaint on Proforma and include copy of full 

report if appropriate 

9. Case notes to be put on Bookcase shelves awaiting certifying doctors to come down to BS Office 

and talk to ME 

10. Create proformas for any new Coroner/PM cases – give to ME as applicable 

11. Monitor flow of cases in collaboration with BSOs to ensure urgent cases dealt with and to reduce 

delays with both MCCD and Crem Form completion 

12. Check details on completed proformas and clarify any queries/gaps with ME 

13. Crem Form summary to be copied and attached to ME Screening Proforma 

14. Update Mortality Spreadsheet 

15. Send ‘feedback emails’ create SJR templates, mark up case notes if needed for further review / 

return to file as applicable 

16. Copy email to Mortality Mailbox so Corp M&M team can track when need to follow up 

17. Update Notes Tracking spreadsheet 

18. Check if notes from LGH / GH etc ready for collection in Medical Records Library 

19. Bring notes to ME office and attach relevant partially completed ME screening proforma and 

check Datix 

20. Notes to be stored on LGH/GH shelves in date order and update notes tracking spreadsheet 

21. Check if any notes back from Coders for SJRs – update tracking spreadsheet, email Mortality 

mailbox and put in relevant Specialty M&M pile on shelves in ME office near the door 

22. Throughout the day, check if any more new cases to create proformas for and update notes 

tracking spreadsheet 

23. Throughout the day update the Mortality Spreadsheet with completed ME Screening proforma 

data and send out emails to specialty / create SJR template as required 

24. Throughout day update notes tracking spreadsheet with details of Cremation Fee Cheques as 

applicable 

25. Twice weekly take Cremation Fee Cheques to Cashiers 
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Patient dies on the ward. 
Death is verified and patient’s body taken to the mortuary. 

Yellow copy of ‘Notification of Death’ form is taken to Bereavement Services Office (BSO) 
‘Death’ as an outcome is recorded on Patient Centre – auto populates BSO Database 

 
 

 

 

Patient notes come down to 
the Bereavement Office 

 

Bereavement officers 
look through notes to find 
a doctor that  was 
involved in the patient’s 

last episode (if it has 
been a long admission, 
then they need to have 
seen the patient within 
the last 2 weeks). 

Note: The doctor does 
not have to have written 
in the notes; they just 

need to have to have 
seen the patient alive. 

 
Doctor to Issue 

ME Assistant prepares ME Screening proforma with patient’s 
and Next of Kin Details and checks on Datix for incidents or 
complaints relating to final admission. 
Puts very brief  details of  Datix on proforma eg Cardiac Arrest, 
PU, Fall. If PSI relevant to death eg Drug Error, Failure to 

Escalate, complaint re care - prints off copy Datix report and 
appends to ME Proforma. 

 

Notes and ME Proforma kept on shelf awaiting certifying doctor 

 
Doctor comes to the Bereavement Office to discuss the case with 
the ME who will advise on the death certificate or if the case needs 

to be referred to the Coroner’s Office. 
 

ME Completes MCCD/Coroner/Registrar Section of Proforma 
Doctors records outcome of discussion in Case Notes 

 
Doctor to refer to the Coroner’s Office. 

 
Doctor completes coroner’s referral. Await outcome. 

 

Doctor completes MCCD and (if needed) 
completes the first half of Cremation Form. 

Post Mortem 

 
Post Mortem notes 

Full Report 

 
Doctor completes a Full 

ME Assistant updates proforma as 
applicable and puts Note and burial/ 
cremation details on the Notes Tracking 
spread sheet and gives notes back to ME 
with Proforma and Crem Form (if applicable) 

are taken almost 
immediately to the 

Mortuary 

Report - faxed to Coroners. 
Case Notes stored in full 
report tray for 2 weeks. 

 

ME completes Part 2 of Crem Form (if 
applicable); Screens  case 
notes/electronic records, speaks to 
relatives (if not full inquest) and 
completes the profoma.to clearly indicate 

what further action required. 

ME Assistant updates proforma with reason for PM/ 
referral and puts case note details on the Notes Tracking 
spread sheet 

Liaises with ME as to whether possible to do screening 
without PM or Coroner’s outcome 
Finds out PM results / Coroner outcome where possible 
and adds info to Proforma 
Reviews situation daily in order to arrange ME screening if 
possible before notes leave office 

ME Assistant - Photocopies ‘Section of Crem Form and gives original  to BSO team. 

Checks ME has completed all relevant sections of the proforma and clarifies any queries. 

Inputs data from Proforma and Crem Form into the Mortality spreadsheet 

As applicable, emails out ME query / feedback; creates and sends SJR template and puts ‘‘Return to RBSO’ on 
front of notes”. Puts Case Notes  in ‘Return to File’ cubby hole in BSO office. Updates ‘notes tracking 
‘spreadsheet. Follows up for Cremation Cheques and takes to Cashiers’ Office – where applicable 
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Medical Examiner Assistant Process 

LRI Deaths: Day-to-Day Flowchart 
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Patient dies on the ward. 
Death is verified and patient’s body taken to the mortuary. 

Yellow copy of ‘Notification of Death’ form is taken to Bereavement Services Office (BSO) 
‘Death’ as an outcome is recorded on Patient Centre – auto populates BSO Database 

 
 

 

Patient notes come down to 
the Bereavement Office 

ME Assistant puts patient details on Mortality Spreadsheet 

 

Bereavement officers  look 

through notes to find a doctor that 
was involved in the patient’s last 
episode (if it has been a long 
admission, then they need to 
have seen the patient within the 

last 2 weeks). 

Note: The doctor does  not  have 
to have written in the notes; they 

just have to have seen the patient 
alive. 

Doctor comes to the LGH/GH Bereavement Office to discuss the 

case and potential cause of death or need for referral to the 

Coroner - over the phone - with the ME at the LRI 

 
Upon receipt of phone call from Certifying Doctor - ME 
confirms patient’s details and discusses cause of death 

ME Completes Patient details, MCCD/Coroner on new Proforma 
Certifying Doctor records outcome of discussion in Case Notes 

ME puts partially completed proforma in Blue Tray 

 

Doctor to refer to the Coroner’s Office. 
Doctor to Issue 

 
Doctor completes MCCD and (if 

 
Doctor completes coroner’s referral. Await outcome. 

needed) complete the first half of 
Cremation Form. 

Note: At LGH/GH, Part 2 of  the 
Crem Form is completed by non ME 

Post Mortem 

Post Mortem usually taken 

immediately to the Mortuary 

Full Report 

Doctor completes a Full 
Report - faxed to Coroners. 

 

Notes  are sent to the Coding Office. 

(Coroner Cases Notes are kept in BSO for about 2 weeks and then sent to Coding Office.) 

 
Once Coding completed, the LGH/ and GH Coding Office sends Case Notes via Medical Records to 
RBSO– The Pigeon Hole at Medical Records Library, LRI. 

 
ME Assistant collects notes from RBSO Pigeon Hole, tracks to appropriate place in RPAO on TrakIt 
and updates Notes Tracking Spreadsheet. 
Finds partially completed ME screening proforma and adds NoK contact details, info about Coroner 

referral etc as applicable. Checks Datix. 

ME Screens case notes/electronic records, speaks to relatives (if not full inquest) and completes the 
profoma.to clearly indicate what further action required. 

 
ME Assistant - Checks ME has completed all relevant sections of the proforma and clarifies any queries. 

Inputs data into the Mortality spreadsheet: and, as applicable, sends out email with details of ME query / 

feedback; creates and sends SJR template and sends notes to relevant team/specialty M&M 

Books notes on Trakit and updates notes tracking spreadsheet. 
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Medical Examiner Assistant Process 

LGH/GH Deaths: Day-to-Day Flowchart 
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1. Processes prior to the discussion between the certifying doctor and the ME 

Bereavement Services is notified of any death within UHL. 
This is done electronically when the patient is recorded as deceased on Patient 
Centre, and is followed up by the yellow copy of the Notification of Death form being 
delivered to the Bereavement Services Office. 

 
The medical record of the deceased  is  transported to  the  Bereavement  Office on 
the site where the death occurred. 

 
Bereavement Services staff will identify and contact a doctor who is lawfully in a 
position to certify the death (the "certifying doctor"). 

 
The certifying doctor is asked whether the death unequivocally requires referral to 
the coroner (see Appendix 4). 

 
If the answer to is YES: The certifying doctor is instructed to complete the 
coroner’s referral form and advised on the process for doing so. (Appendix 4c) 

 
If the answer is NO/UNSURE: The certifying doctor is instructed to attend the 

Bereavement Services office to discuss the case with the ME (LRI) or to phone the 
Medical Examiners’ office (either on Ext 6776 or via the LRI Bereavement Services 
Office – Ext 5194/6). 

 
If a doctor who is in  a  position  to certify death refuses to do so promptly,  he/she  
may be reminded that completing  a death certificate is a statutory duty of  a doctor,  
so refusal without good cause is unlawful unless another doctor  who  was  more 

closely involved in the care of the deceased is readily available to complete the 
certification. 

2. Discussion between the certifying doctor  and  the  ME 

Before speaking to the ME the certifying doctor must determine: 

Name of patient 

Age of patient 

Date of admission 

Date of death 

Relevant previous medical history (including operations in the  last   12  
months) 

State of health prior to current illness/admission 

 
In rare cases the ME may need to obtain advice; for example,  from  other  MEs  or 
from other specialists, such as microbiology in the case of healthcare-associated 
infections. 

 
In order to complete the discussion the certifying doctor may be instructed to obtain 
further information before a decision can be made with the ME. For example this 

Appendix 2b 

Death Certificate (MCCD) and Cremation 
Form Completion andor Referral to the 
Coroner 
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may involve obtaining the opinion of a consultant involved in the care of the 
deceased. 

3. Outcome of the discussion between the certifying doctor and the ME 

There are two possible outcomes following the discussion: 

Referral to Coroner - GO TO 4 

It is agreed that the certifying doctor can complete the MCCD - GO TO 5 

 
 

4. Referral to Coroner 

a) If the ME is unsure whether the coroner would wish  to investigate the case, the 
ME should telephone the coroner’s office,  preferably  while  in  the presence of  
the certifying doctor. 

b) The contact details and opening hours of  the Coroner's office are  in Appendix 

4d. 

f) In the subsequent email that is sent to  Registrars  (see  Appendix  4e)  the  ME 
must state informal advice was sought from the Coroner. 

d) If referral to the Coroner is required, the certifying doctor  is  instructed  to 
complete a form for referring the death to the coroner (see Appendix 4c). 

e) At the discretion of the Bereavement Office staff, with advice from the ME if 

needed, the certifying doctor may be invited to complete an MCCD while the 

coroner’s decision is awaited. 

f) The MCCD must not be released to the relatives unless the Coroner authorises  

its release. 

g The Coroner has  a responsibility to ensure that the cause of  death is accurate  
and therefore may need speak to the doctor and advise on a more appropriate 

cause of death 
h) If the Coroner changes the cause of death for the MCCD the following 

procedure must be followed: 

If the changes required by the Coroner are  minor  the certifying  doctor  will  
be asked to return to the office and make changes to the MCCD and the 
counterfoil in the normal way. 
If the changes are too great, the bereavement office staff must write 
‘CANCELLED’ across the face of the MCCD  and its  counterfoil  and staple 

the cancelled certificate to the counterfoil. They will then arrange for  the 
doctor to come and complete a new MCCD. 

i) If  the  coroner  accepts  the  case  for  investigation,  the   bereavement  office 

staff must write ‘CANCELLED’ across the face of the MCCD and its counterfoil  

and staple the cancelled certificate to the counterfoil. They will also inform the 

certifying doctor. 

j) If the coroner instructs that an MCCD can be completed, but the certifying 
doctor has not completed an MCCD: 
i. Once the Coroner’s office has suggested a cause of death, the certifying 

doctor should normally issue the MCCD with the wording suggested by the 
Coroner’s office. 

ii. If the certifying doctor does NOT agree with the wording suggested by the 
Coroner's office, he/she  must immediately contact the Coroner’s office 
because: 

The Coroner’s office will  have already contacted the family of the 
deceased and discussed the agreed cause of death. 
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The Coroner’s office will have already contacted the Registrar’s office 
stating the cause of death that it is anticipated will be on the MCCD. 
The Coroner's cause of death and the MCCD must match if the Registrar 

is to register the death without further discussion and delay 
 

5. It is agreed with the ME that the certifying doctor can complete the MCCD 

a) The certifying doctor will complete an MCCD with the cause of death as agreed 
between the ME and the certifying doctor. 

b) Ultimately, what goes on the certificate is the responsibility of the  doctor  who 
signs the certificate. The ME can give advice but cannot dictate what is written. 

c) Once the cause of death agreed with the ME, this must be documented by the 

certifying doctor, in the patient’s clinical record; to include details of discussion 

between the ME and certifying doctor, particularly if questions anticipated  by  

family or Registrar or agreed to not include something in certificate because 

irrelevant. 
 

6. Notifying the Registrar 

a) If there is any possibility that issuing an MCCD might cause concern to the 
Registrar, the ME must immediately email an explanation to the Registrar 
(nominated-officer@leicester.gov.uk) (See Appendix 4b). This should be done 

using the email template in Appendix 4e. 

b) For natural deaths where there is self-evidently no reason even to consider 
discussing the  death with  the Coroner, an email from the ME  to the Registrar  
will NOT be sent. 

c) If in doubt, the ME should send an email to the Registrar. Failure to do so may 

delay registration. 
 

7. Completion of Cremation Forms where applicable 

a) Where the relatives have identified that the deceased is to be cremated AND 
where the certifying doctor has been instructed to complete the MCCD, the ME 
will complete the part 2 cremation form (at LRI only - at LGH and GH another 

suitable doctor will complete the part 2 cremation form). 
b) The ME who has already been involved in the discussion  with  the  certifying 

doctor (who will do the part  1 form) should complete the part  2 cremation form,  
as another ME will need to speak to the part 1 doctor in order to be able to 
complete part 2. 

c) The ME must complete all the legal process for completing the part 2 cremation 

form, including viewing the body of the deceased. 

d) The ME who completes the part 2 cremation form must not have taken a part in 
the care of the deceased in their last illness. 

e) If it becomes clear that the ME cannot contact the certifying doctor,  it  is 

acceptable to speak to another doctor who cared for the deceased (the part 1 

cremation form does not need to be done again). 

f) Normally the ME will have spoken to a NoK, but where this does not happen 
before they complete the part 2 cremation form, the ME may speak to another 
doctor (who is not the certifying  doctor)  or  a nurse who  cared for the deceased 
in their final illness. This will allow a cremation form to be completed. 
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8. Paediatric cremation forms 

a) MEs will complete the part 2 of paediatric cremation forms upon request, but in 

these cases the ME must not attempt to contact the relatives. 

b) The ME will need to contact someone else on the ward to satisfy the legal 

requirements. 

c) All Paediatric deaths are scrutinised by the specialty M&M review process and 

are, therefore, not screened by the ME. 
d) MEs  are not  involved with paediatric burials. 
e) If an ME finds involvement with paediatric deaths too distressing, he/she should 

liaise the Senior Bereavement Services Officer or Lead ME. 

 
9. Fees for part 2 cremation forms 

a) Bereavement Services staff will instruct funeral directors to make cheques 
payable to UHL for the part 2 forms completed by an ME. 

b) The fee will be at the standard rate set nationally. 
c) The cheques will be paid in at the  cashier's  office  by Bereavement  Services 

staff to the cost code P02/3615. 

d) The fees will be used to fund the Medical Examiners service. 
e) Cremation fees are not paid in regard to hospital arranged funerals. 



 

Need for urgent release is identified. 

Inside normal office hours? 

No Yes 

Is this definitely a 

coroner’s case? 

Follownormalprocess BUT ensure 

that Bereavement Office, Medical 

Examiner and Coroner are aware of 

the urgency. 

Yes 

No or not sure 

Follow normal process in office 

hours; urgent release will not be 

approved if the coroner has to 

investigate. 

Urgent release for transplantation at 

any time? 
Yes Contact Duty Manager, who 

will contact Coroner at any 

time of day 

Urgent release for cultural reasons 

BEFORE 9pm? 
Yes Contact Duty Manager, who 

will contact Coroner if 

before 9pm 

Urgent release for cultural reasons 

AFTER 9pm? 
Yes Wait till next day. The 

coroner is not available in 

thiscircumstance. 
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1.1 If urgent release of the body is requested,  and the need arises during 

(or can wait until) normal office hours, follow the process described 
above but explain the urgency of the situation to the Medical Examiner 

/ Coroner / Bereavement Services office. 

1.2 If urgent release is required out of office hours, follow the  current 
process involving the Duty Manager. The coroner is  available  up  to 
9pm for urgent release for faith reasons and at any time if needed to 
authorise release for organ donation. (Unnatural deaths do  not  justify 
an out of hours call because the body will not be released). 

1.3 In cases where the coroner does not  need to be  involved  and an  ME 
is for some reason not immediately available, the MCCD can be 
completed and released to the relatives before the ME has  screened  

the case. 

1.4 If urgent release is required, cremation is planned and a ME is not 
available, the bereavement office may ask  another  appropriate  doctor 
to complete part 2 of the cremation form. In such cases a ME will 
subsequently screen the case to decide whether SJR is justified. 

1.5 If further advice needed, contact the Lead Medical Examiner, Professor 
Peter Furness (mobile 07595 691 052) 

Deaths where the relatives request urgent 
release of the body 

Appendix 3b 
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1.1 A death should be reported to the coroner when a doctor knows or has 

reasonable cause to suspect that the death: 

occurred as a result of poisoning, the use of a controlled drug, 

medicinal product, or toxic chemical; 

occurred as a result of trauma, violence or physical injury, whether 
inflicted intentionally or otherwise; 

is related to any treatment or procedure of a medical or similar 

nature; 

occurred as a result of  self-harm, (including a failure by the 
deceased person to preserve their own life) whether intentional or 
otherwise; 

occurred as a result of an injury or disease received during, or 

attributable to, the course of the person’s work; 

occurred as a result of a notifiable accident, poisoning, or disease; 

occurred as a result of neglect  or failure of  care  by  another 

person; 

was otherwise unnatural. 

1.2 If a death may be attributable even in small part to any of the above  

factors, the coroner should be informed. 

1.3 Where judgement is required in the interpretation of these requirements 
(notably in respect of ‘related to any treatment or procedure of  a medical  
or similar nature’), MEs must bear in mind any guidance issued by 
Leicester’s Senior  Coroner.  Medical  examiners  may  also  request 

informal advice in specific cases by telephone from the Coroner’s Office. 

1.4 A list of "notifiable diseases" is available in the Medical Examiners’ Office 
and in Appendix 4f. 

1.5 The coroner should also be informed where: 

the death occurred in custody or otherwise in state detention – of 
whatever cause. However, this no longer includes Deprivation of 
Liberty Safeguarding authorisations (DoLS). 

no attending practitioner attended the deceased at any time in the 

14 days prior to death or no attending practitioner is  available  
within a reasonable period to prepare an MCCD; 

the identity of the deceased is unknown 

Deaths reportable to the Coroner 

Appendix 4a 
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1.1 In addition to cases where the  coroner  should  be  notified  as  in 

Appendix 2 , the Registrar has national guidance on terms  which,  if  
they appear on an MCCD, should result in the coroner being  informed  
of the death. Such terms therefore block immediate registration and 
cause distress for the relatives. Some of these terms seem illogical to 
those with a medical training, so MEs need to know what they are. A 

copy of the national guidance document is available in the Medical 
Examiners’ Office. 

1.2 Examples include: 

Obstruction, perforation, ulcer or  haemorrhage,  unless qualified 
to explain that the cause is natural. Hence ‘Subarachnoid 
haemorrhage’ is not  acceptable,  but  ‘Spontaneous  
subarachnoid haemorrhage’ is OK. 

‘Perforated duodenal ulcer’ is not acceptable, but ‘Perforated 

peptic ulcer of the duodenum’ is OK. 

‘Uncertain’ is not acceptable, but ‘Unknown’ is OK. 

‘Cardiac failure’ is not acceptable, because it’s  a  ‘mode’  of 
death and could be due to an unnatural cause. But ‘Congestive 
cardiac failure’ is OK. 

1.3 Attempt to avoid these terms, or add an  appropriate explanation as  
part of the cause of death. 

1.4 If there is any doubt whatsoever as to whether  a  natural  cause  of 
death will cause concern to the Registrar, the ME must email nominated-

officer@leicester.gov.uk giving only the name of the deceased, the cause 
of death and a brief explanation  of  why  there is  no cause for concern. 

1.5 Please note that this method of communication by email is not 
sufficiently secure for the transmission of confidential patient  
information. However, the name  of  the  deceased,  the  fact of  death 
and the cause of death are items of information that are, or  will  soon  

be, in the public domain. 

Causes of death that may require  explaining  
to the Registrar 

Appendix 4b 
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1.1 The   blank   Coroner   Reporting   form   (Coroners   Hospital   Referral  

Form UHL - (ID: UHLSP-609-83)) can be downloaded from Insite by 
entering "coroners" in the search bar and following the link. 

1.2 The doctor must fully complete the form. 

1.3 It is not acceptable to put "Retired" under occupation. The previous 
occupation should be entered in this box. If the previous occupation is 
unknown then "unknown" should be written,  however  the notes should  
be thoroughly checked for occupation before writing "unknown". 

1.4 Provided the Electronic report is of sufficient quality, ICE  reports  /  
Reports for inquests without post mortem are not required, unless the 

Coroner particularly requests this. 

1.5 If the electronic report is used to hold an inquest without post mortem, a 
copy of the electronic report will be given to  the  NoK. For this  reason  
the reporting Doctor should not use abbreviations on  the  referral.  
Doctors should be aware that their reports may be seen by the family. 

1.6 Doctors should not put their mobile numbers on the electronic reporting 
form. If the Coroner requires this the Coroners Officer will obtain it from 
bereavement services. 

1.7 Coroner's referral forms must be sent securely by email to and from the 
Coroner's office. This must be done using NHS.net email and including 
"[secure]" in the subject line. 

1.8 The doctor completing the form can send the completed referral by UHL 
internal email to a Bereavement Services staff member  of  by 
arrangement to bereavement.services@uhl-tr.nhs.uk 

1.9 The Bereavement Services staff member will send the email on to the 
coroner's email (coroner-reporting@leicester.gov.uk) from the secure 
NHS.net web based email portal. 

1.10 When the reporting Doctor is  only available  for a  short  time (eg  going 
on leave/ into surgery etc) and there is no other doctor who could issue 
the Bereavement Services Officer can ring the Coroner's office and ask  

for the death to be "fast tracked." The Coroners officer will then put this 
report before the Coroner at the first opportunity. The Doctor can leave 
their mobile number separately for  ease of  contact.  Please note this  is  
in exceptional circumstances and all deaths will not be fast tracked. 

Completing and sending a Coroner Referral 
Form 

Appendix 4c 
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1.1 MEs and Bereavement Services staff can phone the Coroner's office on 

0116 454 1031. This number is not for public use and  should  not  be  
given to any member of the family. 

1.2 The number for public use is 0116 454 1030. 

1.3 Phone calls to the Coroner's office can only be made at  the following  
times: 

 
 

Monday-Thursday 8:00am 

3:30pm 
to 

Friday 8:00am 
3:00pm 

to 

Weekends and public holidays Closed 

 
 

 
Appendix 4d 

 

Contact Details and Opening Times of the 
Coroner's Office 
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It is not essential to use the precise form of words given below, although this 
format is recommended and in all cases all the items of information indicated 
below must all be included. 

Email Subject: [insert name of deceased] 

Re: Name of Patient 

I have discussed the medical record and cause of death of the above patient 
with the certifying doctor and I have reviewed the medical record in sufficient 
detail to be assured that the death does not need to be discussed with the 
Coroner’s office. 

 

I have also spoken to [identify name of NoK or person involved in delivering 
care]. 

 
I have agreed that the cause of death can reasonably be expressed as: [State 
agreed cause in WHO format]. 

 
[Provide a brief explanation of the circumstances justifying the email and why 
the death does not need to be discussed with the coroner] 

 
[State if informal advice was sought from the Coroner during the discussions] 

[Medical Examiner’s name] 

 

 
The ‘brief explanation’ could be along the lines of: 

Fall shortly before death but I am satisfied that it did not contribute to the 
cause of death. 

Fracture did contribute to death, so is mentioned on the MCCD, but I am 
convinced that it was secondary to osteoporosis, not trauma. 

The deceased had chronic obstructive pulmonary disease, but I am 
satisfied that this did not have an industrial cause. 

A laparotomy was performed a week before death, but I am satisfied that 
this was clinically justified and did not hasten the death. 

The deceased was only in hospital for 30 minutes before death, but in that 

time sufficient information was gained to be confident that death was 
attributable to a myocardial infarct. 

 
As the email includes an explanation and the death, by definition, has the 

potential to cause at least some concern, the email must come directly from the 
ME. Sending it should not be delegated to another member of staff. 

 
MEs must have a good knowledge of the circumstances where referral to the 

Coroner MIGHT have been considered appropriate, and a low threshold for 
sending such emails. Failure to send an email can result in delays, additional 
distress for the bereaved and additional work for the Registrars and Coroner. 

Email Template for emailing the Registrar 

Appendix 4e 
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Section 7(4) of the Coroners and Justice Act 2009 defines that an accident, poisoning or 
disease is “notifiable” “if notice of it is required under any Act to be given— (a) to a  
government department, (b) to an inspector or other officer of a government department, or 
(c) to an inspector appointed under section 19 of the Health and  Safety  at Work  etc.  Act  
1974 (c. 37).” 

 
The following list is from https://www.gov.uk/guidance/notifiable-diseases-and- 
causative-organisms-how-to-report#list-of-notifiable-diseases : 

 

List of notifiable diseases 

Diseases notifiable to local authority proper officers under the Health Protection 
(Notification) Regulations 2010: 

 
Acute encephalitis 
Acute infectious hepatitis 

Acute meningitis 

Acute poliomyelitis 

Anthrax 

Botulism 

Brucellosis 

Cholera 

Diphtheria 

Enteric fever (typhoid or paratyphoid fever) 

Food poisoning 

Haemolytic uraemic syndrome (HUS) 

Infectious bloody diarrhoea 

Invasive group A streptococcal disease 

Legionnaires’ disease 

Leprosy 

Malaria 

Measles 

Meningococcal septicaemia 

Mumps 

Plague 

Rabies 

Rubella 

Severe Acute Respiratory Syndrome (SARS) 

Scarlet fever 

Smallpox 

Tetanus 

Tuberculosis 

Typhus 

Viral haemorrhagic fever (VHF) 
Whooping cough 

Yellow fever 

 

Leicester’s Senior Coroner and Registrar have agreed that deaths due to tuberculosis 
need not be referred to the coroner IF the certifying doctor writes ‘non-industrial’ after the 
word ‘tuberculosis’ on the MCCD, and both the certifying doctor and the ME are satisfied 
that this is correct. 

List of "Notifiable Diseases" 

Appendix 4f 
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1. Discussion with the Next of Kin (NoK) 

1.1 The conversation with a NoK has two main functions: 

a) To ensure that the NoK understand the cause of death as entered on the MCCD.  
It is not necessary for the NoK to agree the cause of death. 

If the NoK objects to the cause of death on grounds of embarrassment  
rather than accuracy, they should be politely and sensitively advised that  
this will not be appropriate. 
However, the ME must consider whether the NoK provide  factual  
information suggesting that the proffered cause of death might be factually 

incorrect. 

b) To ask whether they have any concerns about the quality of healthcare provided. 

 
1.2 Conducting the conversation with a NoK: 

The ME must follow the guidance on the conversation with the family in Appendix 
Four 

If asked to do so, the ME must inform the NoK how to make a formal complaint. 

 
1.3 If concerns are raised by the NoK during the conversation: 

a) these must be recorded on the "UHL Medical Examiners’ Mortality Screening 
Proforma" (ME Screening Proforma) 

 
b) details of concerns raised by the bereaved must be clearly indicated on the "UHL 

Medical Examiners’ Mortality Screening Proforma" and the case  referred 
Structured Judgement Review by the relevant Specialty M&M process or  for 
review by appropriate clinical team as per Section 5.4 of the Medical Examiner 
Process Policy 

 
c) If the ME judges that the NoK would benefit from support from the Bereavement 

Support Nurse (BSN), this should also be indicated on the ME  Screening  
Proforma.   The   ME   can   also   refer   directly   to   the   BSN  either  via email: 
bereavementsupportservice@uhl-tr.nhs.uk or by  phoning  0116  258  4380  or 
07950 868337. 

 
1.4 If the NoK are complimentary about care, this information must also be recorded on the 

ME Screening proforma: 

 
2.1 Difficulties in contacting the Next of Kin (NoK) 

2.2 The ME must make a minimum of two attempts to contact the NoK. 

2.3 After the second unsuccessful attempt, the ME Assistant must be asked to try and find 
alternative numbers/NoK 

2.4 If after attempts by both the ME and ME Assistant, it has still  not  been  possible  to 

contact a member of the family, a conversation with a doctor or nurse who cared for the 
deceased in their final illness may be conducted for screening and Part 2 Crem form 
completion purposes. 

Discussionwiththe Bereaved 

Appendix 5a 
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Hello is that ................. (Name of the bereaved)? 

My name is Dr xxxxxxxx. I’m calling from the Bereavement Office at Leicester Royal Infirmary 
about the recent death of …… (Name of patient) who I understand was your .................. (Type of 
Relation / Neighbour/Friend etc). 

 
If the relationship is not clear use ‘I have been given your name as the next of kin’. Getting the 
relationship wrong can cause offence). 

 
Please accept my condolences. (or alternative phrasing). 

 
This is a routine call which we make after anyone has died in one of our hospitals, for two 

main reasons: 

 
Firstly to go through what has been recorded as the medical cause of death 

……………………………………………………. (State what's  on  the  death  certificate,  including  the 
links such as ‘due to’) 

 
Does  that  make  sense  to  you, would you like anything explaining further? Where queries 
raised etc – to take forward as applicable. 

 
Secondly whenever someone dies at our hospital we always look through the notes, to see if 
appropriate care and treatment was given, and whether there was anything we might have 

done better. 

 
Do you have any concerns about the care provided to xxxxxx and is there anything that we 
could have done better? 

Where said yes to any of the above, to take the conversation forward as applicable ie say thank you, 
sorry they have been through a difficult time, advise we will forward their feedback to the clinical team. 

 
Do you have any other questions? 

Dependent upon responses above, provide advice about further information  and  support  as 
appropriate, ie Bereavement Support Nurse, PILS (Complaints) 

 
If bereaved states this is not a good time for answering questions, ask if would be okay for the 
Bereavement Support Nurse to contact them in a few days time. 

Draw the conversation to a close. 

Thank you for taking the time to talk to me and please accept my condolences on your loss. 

Explain that the Bereavement Office staff will call them to arrange time for collecting the MCCD, if an 
appointment not already booked or – if proforma says ‘NoK not yet confirmed’ – ask them to phone 
the BSO. 

Suggested script for conversations between 
Medical Examiners and bereaved relatives 

Appendix 5b 
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Clarify whether 

for routine 6-8 

week follow up 

or needs to be 

earlier 

Recorddetails 

of issues on 

Screening 
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Refer for 
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relevant 

organisation 

Clarify which 

organisation 

Record details 
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on Screening 

Proforma 
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problem or 

compliments on 

Screening Form 

Refer for Full 

Review by Specialty 

M&M 
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Specialtyneedsto 

review 

Record details of 

potential 

learning/problems 

on Screening Form 

ME Assistant 

• checks completed Proforma and clarifies any queries/gaps with ME. 

• scans and emails completed Screening Proforma to Corporate M&M team via Mortality Mailbox 

 
 
 

 
 

Discussion with Discussion with 

Family/Carers Family/Carers 

identifies issues identifies issues 

communication with care 

/ bereavement outside of UHL 

 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

Corp M&M Team 

prepare Review 

Proforma and 
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M&M 

Corp M&M 

team 
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relevant 

Matron 

Corp M&M 
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appropriate 

Corp M&M 
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appropriate 

ME Assistant 
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Flowchart for Medical Examiner Process 
Outcome 
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Patient’s 

Name: 

S No. Age: Sex: 

Admission Date: Em/Elec 

Admission 

Date of Death: Consultant at time of death: 

Last Ward/Unit: Last Specialty: Last CMG: In / Out of 

Hospital Death 

Religion (If Known): 

Type of Death 
(as stated on Notification 
of Death Form) 

Expected / 

Unexpected/ 

Suspicious 

Datix? 
Yes / 

No 

Datix Ref No: 

W 

Details: 

SECTION 1: DEATH CERTIFICATION 

Date ME Spoken to Certifying Doctor: 
 

ME NAME: 
 

Comments as applicable: 

AGREED CAUSE OF DEATH 

1a. 1b. 

1c. 1d. 

2. 

CoD&DiscussionwithMEdocumentedinpatient’scasenotes? Y e s/ No  

PLEASE CHECK THE FOLLOWING WITH CERTIFYING DOCTOR AND INDICATE ON FORM  

 Yes/ Severe Mental Illness 
No eg Schizophrenia 

Yes/ No 
Elective 

Procedure 

Yes/ 

No CPR 
Does th 

No Arrest Call 
ing Doctor thin 

No Disabilities 
se should be e Certify k this ca  

Yes/ No IF YES, PLEASE RECORD DETAILS ABOVE 
 subject to SJR either due to concerns or potential learning  

CORONER/REGISTRARCONSIDERATIONS 

IsthisaCoroner’sCase Defi nitely  Possibly - for discussion with Coroner  Definitely Not  

If Referred to Coroner – Why 
 

Previously would have been referred but 

discussed with ME instead? 
Yes/ No 

*Details, as applicable or justification why not emailed. 

EmailtoRegistrar Yes*/ No* 
 

 

Burial or 

Cremation? 
B / C 

ME completed 

Crem 2 Form if C? 

Yes/ No 

N/A * 

ME 

Name 

*(LGH/GH/Coroner) 
External Examination 

of Body by ME 

Yes 

/ No 

 

Cause of Death accepted 

without any changes 

Yes/ 

No 

Cause of Death modified prior to 

completion of death certificate 

Yes 

/ No 

Replacement death 

certificate required 

Yes/ 

No 

Final Certificateif changedor replaced 

1a. 1b. 

1c. 1d. 2. 

Details whyre-issued: 

 
 
APPENDIX 7 

 

UHL Medical Examiners’ MCCD & Screening Proforma 
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□ ☐ 
 

 

 

 

 

 

THE NEXT OF KIN 

SECTION 2: MESCREENING DATE:  NAMEOFME  

NEXT OF KIN CONFIRMED BY BSO? Yes/ No ME SPOKEN TO RELS Yes/ No 

Next Of Kin (name and relationship to deceased): Contact Numbers: 

Relatives’ Feedback - tick if concern or compliment (or both) for UHL (and other organisations as applicable) 

 Concern Compliment  Concern Compliment  Concern Compliment If other please state which organisation Concern Compliment 

UHL   LPT   GP   Other   

Relative’s Comments: Please try to summarise specify key issues to help with giving feedback to relevant clinical team. Where no concerns raised, 

please explicitly state this. 

Has Relative asked for Feedback / Further information Yes* / No *If Yes, advise this will be via the Bereavement Support Nurse 

On reviewing the whole case, in your opinion was there evidence of any 

problemsincare with the following. If yes, please indicate during which phase of 
care and provide details in ME Case Note Screening Section below 

 
No 

  
O/A 1st 
24 Hrs 

On- 
going 
Care 

Proce 
-dure 
related 

 
Prev 
Adm 

Out- 
side 
UHL 

 

Problems 

1. Assessment, Investigation, Diagnosis eg pressure ulcer, VTE, history of falls.       

R
E

F
E

R
 F

O
R

 S
J
R

 

2. Medication / IV fluids / Electrolytes / Oxygen (other than anaesthetic)       

3. Treatment and Management Plan Including prevention of pressure ulcer, VTE       

4. Infection control       

5. Operation/Invasive Procedure, (other than infection control)       

6. Clinical Monitoring Including failure to plan, to undertake, or to recognise and respond to changes       

7. Resuscitation following cardiac or respiratory arrest Including CPR       

8. End of Life Care / Inadequate palliative care; Lack of EoL Care Plan       

R
E

F
E

R
 F

O
R

 

C
L

IN
IC

A
L
 R

E
V

IE
W

 

9. DNA CPR - ie not appropriately considered prior to cardiac arrest, DNA CPR invalid or not followed;       

10. Communication To include communication / handover between clinicians, patients or family       

11. Nursing care issues Where not covered above (eg. wet bed, feeding)       

12. Other type not fitting category above Details:       

13. Triggers / Risk Factors (irrespective as to whether problems in care or not) eg. New DVT, 

PU, Allergic reaction, HCAI, Wound infection, Hypoglycaemia, High INR, C. Arrest 

       

If problems in 1. - 7.  Consider referral for SJR. If problems in 8. - 12. Consider if needs further clinical review. 

If problems in care, is there a new requirement 
for reporting as a patient safety incident 

Yes/ No 
If yes – ME to liaise with relevant clinical team member to  

confirmreporting arrangements.  

 

 

 
In your judgement, is there a need for feedback, learning or actions to be taken?  

IDENTIFIED FROM CASE NOTES OR CERTIFYING DOCTOR  SP EAKI NG TO 
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ME Case Note Screening Comments: Please summarise any concerns, for the clinical team which specifies key issues for review/SJR. 

 

a. No feedback, learning or actions to be taken or feedback required →SCREENINGCOMPLETED 
b. Yes at least slight need for learning or actions or feedback to clinical team → GO TO SECTION C BELOW 

PARTC – FURTHERACTION PLEASE COMPLETE ALL SECTIONS CAREFULLY SO M&M TEAM CAN ACTION WITHOUT DELAY: 
 

PLEASE ENSURE IT IS CLEAR WHETHER SJR IS REQUIRED OR NOT (tick all applicable)  

TYPEOFFEEDBACK/ACTION √ PLEASE CONFIRM SPECIALTY / CLINICAL TEAM / DISCIPLINE 

Structured Judgement Review by 
Specialty M&M 

 Please clearly state which specialty to undertake SJR 

Clinical Team feedback 
 Case Notes to be sent?  Please clearly state which specialty and staff group 

Yes No 

Bereavement Support Services  (please indicate if you think needs urgent f/up or routine (i.e. 6-8 weeks post death) 

Feedback for EMAS, Primary Care, 
LPT, Other (Circle as applic) 

 If other, please give details 



 

 
 

Relatives/ Carers/ Relevant others may have questions or concerns which you may not be 

able to fully answer. If this is the case, please consider referrals as suggested below: 

Lost property: Bereavement Services Office 

LRI- 0116 258 5196/94 

LGH- 4235 GH- 3401 

 

Questions or Concerns about ‘End of Life Care’ or bereavement 

support required (Adult deaths – 18years or over in A/E or any age on 

Adult Ward): 
 

 

 
machine 

Bereavement Support Service 

0116258 4380-out of hours answer 

 
Mobile 07950 868337 

9am-4pm (internal until 5pm) Mon- Fri 

bereavementsupportservice@uhl-tr.nhs.uk 

kim.sanger@uhl-tr.nhs.uk 
 

Wish to make a Formal Complaint: Patient Information and Liaison Service 

There is an online contact form or 

free phone line: 08081 788337 

Fax: 0116 258 8661 

Mon -Fri 10am-4pm 

 
Patient Information and Liaison Service 

The Firs 

C/O Glenfield Hospital 

Groby Road 

Leicester 

LE3 9QP 

Email: pils@uhl-tr.nhs.uk 

 

Concern regarding GP (doctor), dentist or optician: 
NHS England on england.contactus@nhs.net or telephone 0300 311 2233 

For any concerns related to Mental Health Services, Community Services and Community 

Hospitals please contact the Leicestershire Partnership NHS Trust on 0116 295 0830. 

 

Specialist Midwife- Bereavement: ContactJoDickens07747475441 

and request a call back 
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