




A. Retired Blackpool Hospital pathologist

B. Nobel prize winner for science

C. Fictional character.





Who are they?

Why do we need them?

What do they do?



Dr M Brack   Consultant cardiologist

Dr M Davidson   Consultant palliative care

Dr T Gulfam Consultant endocrinology, HOD AMU

Mr J Heath  Consultant surgeon

Dr A Kearns Consultant emergency medicine

Dr M Martin  GP, Highfield surgery.       



Medical examiners officers

Liz Pepper, lead MEO

Debra Brearton

Paula Dimery

Bathany Rhodes

Sarah Wignall



Shipmen Inquiry chaired by Dame Janet Smith

In January 2000, GP Harold Shipman was convicted of murdering 15 of his 
patients. It is likely that he killed over 200. Harold Shipman signed the 
death certificates of the patients he murdered.

The inquiry pointed out it is unsafe to have a single doctor certifying that
a death is due to natural causes with no independent scrutiny.

Dame Janet’s criticisms contributed to the passage of the Coroners and
Justice act 2009, which made provision for the introduction of ME’s. 



Mid Staffordshire Inquiry, Sir Robert Francis QC 2013.

The inquiry heard evidence that suggested that the cause of death included
In certificates relating to deaths occurring at the trust were often inaccurate
or incomplete.

“Such deficiencies are unacceptable because they mislead the family of 
The deceased and the coroner”. 

The report recognised the need for improvement in accuracy of the cause 
of death and identification of cases to be referred to the coroner.



Morecambe Bay Investigation Dr Bill Kirkup CBE, 2015.

The investigation found 20 instances of significant failures of care at Furness 
General Hospital, associated with three maternal deaths and the deaths of 
16 babies at or shortly after birth.

Different clinical care would have expected to prevent the outcome in one 
maternal death and the deaths of 11 babies.

The report called for the immediate introduction of Medical Examiners.



Improve safeguards for the public by providing robust independent scrutiny.

Ensure that the right deaths are reported to the coroner.

Improve the quality of certification.

Offer an opportunity for relatives to ask questions and raise concerns.

Feed information to the quality assurance systems.

Provide general medical advice to the coroners.









Friend or Foe

Nursing Times 2019.



MEs are neither friend or foe. In Trusts with good governance
MEs will not expect to uncover new problems at such a late stage.

Staff must be aware that MEs will report problems.

If necessary, they may also stop the certification and release of a body, and
report a dearth to the coroner, who may follow up with an inquest.



Implications for health care professionals

Medical examiners look at the quality of many aspects of clinical
management, especially treatment and care delivered by any registered staff.

They may look at patient records, charts, care plans, investigation results.

Concerns expressed by relatives may lead MEs to focus on certain aspects
of care, such as drug administration or nutrition.

Although employers will continue to investigate poor standards all health
professionals must recognise the legal role of MEs.



The process for certifying death has changed little since the nineteenth 
century.

The certification of death is usually delegated to junior doctors and is often 
not done well.

There is evidence that up to ten percent of death certificates are completed
to a poor standard and just over half (55%) could be improved.

Recent ONS data found that if a certificate is checked by a Medical Examiner
The underlying cause of death is recorded differently in 22% cases. 





Ia Intraperitoneal haemorrhage

Ib Ruptured metastatic deposit in liver 

1c primary adenocarcinoma of ascending colon 

II Non-insulin dependent diabetes mellitus



Ia. Cardiorespiratory failure

Ib. Ischaemic heart disease and chronic obstructive airways  disease 

Ic. 

Ia. Hepatic failure

Ib. liver cirrhosis

Ic. Chronic hepatitis C infection and alcoholism (joint causes of death)



Respiratory failure

Liver failure

Renal failure

Multiorgan failure

Cardiac failure is the only failure that can go as 1a with no support from 1b



1(a)   Sepsis Of unknown origin

1(a)   Upper gastrointestinal haemorrhage. Spontaneous upper gastrointestinal haemorrhage

1(a)   Intracranial haemorrhage Spontaneous intracranial haemorrhage



Verification of death

Do I need to ref’ to the coroner?

Access coroner portal by 
typing in Blackpool coroner 
on web browser. Click ref’ 

to coroner

Discuss with 
ME/MEO or coroner 

officer

Complete summary 
sheet (paper version) or 

online version and e 
mail to ME drop box 

Summary sheet is 1 or 2 paragraphs 
and a proposed cause of death plus 

contact details of doctor who 
will/can complete the MCCD.

MEO will contact family, initial scrutiny.
ME will look at notes and COD. Agree or 

need to discuss

Doctor attends to complete 
within 2 days.

Don’t know

Make ref No ref’

YES

NO
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A Coroner is required to investigate certain deaths where there is reason to suspect
that:

The death was violent

The death occurred at a time when the deceased was in state detention

The death was unnatural

The cause of death is unknown.



What do we mean by unnatural?

Doctors must report to the coroner cases where the death was caused or contributed (meaning
It made a significant contribution) to by the following.

An accident (whenever this occurred)
An unnatural event that caused admission eg hanging, drugs overdose
A medical error, mis prescription, failure to diagnose error during surgery etc.
An industrial disease such as asbestos leading to mesothelioma.
A prisoner located in hospital for treatment
A person recently released from detention in last 24 hours by the police/prison
The deceased not seen at any point in their last illness by a doctor
Medical mis management: does it appear that the death would not have occurred but for some failure

“a death becomes unnatural where it was wholly unexpected and would not have occurred but for 
some culpable human failing”.



 Deaths reported – 1159

 Post mortems – 568

 Inquests – 286

 Drug / alcohol – 34

 Suicide – 24

 Industrial disease – 11

 Accidents – 48

 Natural causes – 79

 Open - 2

 Narratives – 69

 Ave time to conclude – 16 weeks



HOW CAN I AVOID 
AN INQUEST? 

EXPLAIN MEDICAL 
TERMS 

DUTY OF CANDOUR PROVIDE DETAIL 

HOW CAN I GIVE 
GOOD EVIDENCE IN 
COURT? 

NOT ABOUT BLAME GIVE YOUR OWN 
EVIDENCE

VISIT IN ADVANCE 

CAN MY RECORDS
KEEPING HELP ME? 

UNEXPLAINED GAPS RECORD WHAT  
INSTRUCTION YOU 
ARE GIVEN

RESPOND TO FAMILY 
CONCERNS 

COMMON THEMES? ESCALATION
AND DELAY

COMMUNICATION 
WITH FAMILY 

AGENCY STAFF & 
SUPERVISION 

FAMILY CONCERNS SEPSIS LEARNING LESSONS FALLS – WHAT 
HAPPENED AND 
WHY?




