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Home Office

Reforming the coroner and death certification service

A position paper

Both the Fundamental Review of Death Certification and Coroner Services,
and the Shipman Inquiry, consulted widely on their recommendations for
death investigation. This paper constitutes the Government’s response to that
work and contains our outline proposals for reform. It sets out what changes
we are introducing now, and what we aim to accomplish over the next few
years.

We do not intend to conduct a further period of public consultation, which
could lead to unnecessary delay to this process of reform. However, as the
proposals are developed over the coming months we will discuss the detail,
practicalities and the costs with relevant professionals and those who have
experience of the existing arrangements to ensure that what is proposed is
effective, feasible and affordable.

The Northern Ireland Court Service has carried out wide-ranging consultation
with key stakeholders on the application of the recommendations made for
Northern Ireland by the Fundamental Review. It is publishing proposals for the
administrative redesign of the coroner service in Northern Ireland that do not
require primary legislation.
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Foreword from the Home Secretary

DAVID BLUNKETT

An effective death certification and investigation system is a vital component
of a civil society. It is essential for a modern system of public health
monitoring as well as for the detection of suspicious circumstances, medical
errors or other shortcomings. I believe the best way forward is to continue to
have a single, seamless, system that meets both requirements, including a
more detailed investigation into every individual death where there is a cause
for concern. I am committed to providing a world class system.

The existing coroner and death certification arrangements have a long history.
In general, the system has served us well over the years and is widely
respected. That is a tribute to the hard work of many dedicated individuals
within the existing system, who have kept it functioning as well as it has. But
the law and practice no longer reflect our expectations for a modern public
service. There is an irrefutable case for reform. Indeed, many coroners and
others working in the system have expressed their desire for change and their
willingness to move forwards in advance of the new legislative framework
which I believe we now need to give proper effect to our proposals.

Change is necessary because many of the practices underpinning the coroner
system are outdated (for example, coroners do not have access to a uniform
information technology system; are not required to attend training or be
subject to appraisal; and the funding arrangements for the service are archaic).
Moreover, the practices do not allow effective performance management or
promote consistently high quality; nor do they deliver a cost-effective service
across the country (for instance, a bereaved family’s experience can vary
widely according to where the coroner’s investigation takes place).
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Secondly, public inquiries into Bristol Royal Infirmary and Alder Hey hospitals,
as well as the Marchioness disaster and the murders perpetrated by Harold
Shipman, have shown shortcomings throughout the system. In particular,
Shipman’s activities, which went undetected for years, highlighted the
weaknesses in the death certification system. We must build a better system
of death investigation so that such tragedies can never happen again. We are
committed to the creation of a system in which the public will have
confidence.

This document sets out the Government’s proposals on the way forward. It
draws on the work of, and the recommendations from, the Government-
commissioned independent Fundamental Review of coroner and death
certification systems, chaired by Tom Luce CB, former Head of Social Care
Policy at the Department of Health, and the third report of the Shipman Inquiry
chaired by Dame Janet Smith, an Appeal Court judge.

I am grateful to both the Inquiry and the Review for the enormous care and
effort that went into their reports. We must respond fully to their well-argued
conclusions. Although both identified similar shortcomings and the thrust of
many of their proposals are broadly comparable, their recommendations
differed in detail. This is largely due to the separate contexts in which the
reports were generated. The Inquiry’s remit was to investigate the criminal
activities of an individual within the medical profession and how those crimes
remained undetected for so long. When the Inquiry’s report was published, I
expressed my commitment to learning lessons from these tragic events, as
did my colleague Dr John Reid, Secretary of State for Health. By comparison,
the Review Group was tasked with evaluating the entire death certification and
coroner systems in England, Wales and Northern Ireland, including the
handling of deaths not requiring further investigation. I have considered both
sets of recommendations very carefully with my Ministerial colleagues before
reaching conclusions about the structure of a reformed system.

Although the criminal activities of Harold Shipman taught us a lot about the
shortcomings in the existing systems, most deaths do not require detailed
scrutiny or judicial investigation. I therefore propose to introduce a new system
that will combine an independent check on all deaths and a professional
oversight of death patterns, with, for the majority of cases, the minimum of
bureaucracy. This will, we believe, enable us to avoid unacceptable delays to
burial and cremation, putting the needs of the bereaved at the centre of the
new system. We will also aim to ensure that the system will not impose
unnecessary burdens for relevant professionals, for the voluntary sector, or for
the public. However, I am confident that the approach now proposed should
have the necessary capability to identify the limited number of cases where
additional investigation will be needed. I am also committed to developing
proposals to ensure that the system that is ultimately put in place represents
good value for money: we need a system that is both effective and affordable.
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The new coronial system we propose must be:

• Independent – free to judge the circumstances of a death without
outside influence;

• Professional – its staff will be better regulated than at present and will
benefit from continuous professional development, including training to
high standards;

• Medically-skilled – staffed with qualified medical practitioners, and with
ready access to high level medical and public health advice;

• Modern – providing a high quality service to the public at large and
particularly to the bereaved, recognising their special needs and the input
they can make to the death investigation process;

• Consistent – a uniform service across England and Wales, and Northern
Ireland, with unified high standards of performance;

• Robust – better able to prevent or detect foul play on the one hand and,
on the other, itself subject to rigorous inspection and performance
monitoring; and

• Transparent – the public will understand the way it operates.

Within this framework, I look forward to using these outline proposals as a
basis for developing a reformed system. More details will be published as
work progresses. In the meantime, I have asked my officials to work closely
with all those affected to take forward interim improvements as quickly as
possible.

The Home Secretary, the Right Hon David Blunkett MP
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The current system

1. This outline briefly explains the existing arrangements for death
registration, certification, coroners and coroner investigations in England
and Wales, and Northern Ireland.

Death registration and certification

(see Figure 1 overleaf)

2. All deaths must be registered by taking the medical certificate of
cause of death to the local registrar of births and deaths and providing
further details about the deceased. Where the death is referred to the
coroner and there is a need to hold an inquest, registration takes place
following receipt of a coroner’s certificate of cause of death after inquest.

3. The doctor who treated the deceased during the fatal illness can
normally issue the medical certificate of cause of death. However, if no
doctor is able to do this with certainty or if the cause of death is
unnatural, the case is referred to the coroner. There is no statutory
obligation to verify the fact of death.

4. Following these steps, burial or cremation can be authorised. The
registrar provides authority for burial when the death is registered. Where
the body is to be cremated, there is an extra tier of certification required
unrelated to registration. This involves:

• Completion of an application form by the executor or relative
arranging cremation.

• The issue of a more detailed certificate, usually by the same doctor
who issues the medical certificate of the cause of death.

• The issue of a certificate by a second, independent doctor, who has
checked the information provided by the first doctor.

• Approval by a third doctor, the medical referee appointed for the
crematorium where the cremation is to take place.

5. The doctors who issue the cremation certificates normally charge a fee.
A fee is also payable to the medical referee.

6. Where the death has been referred to the coroner, he or she may issue a
certificate for cremation to replace those of the doctors in steps 2 and 3
above. If there is to be an inquest, the coroner will issue a burial order or
a cremation certificate as required once no further examination is
needed.
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Figure 1. Current Certification Process

Indicative figures for England and Wales:

550,000 deaths per year: 70% resulting in cremation; 30% resulting in burial

200,000 deaths reported to coroners per year: 120,000 requiring in post
mortems and 20,000 requiring inquests

Treating doctor certifies the cause of death and
informs the registrar or reports the case to the cororner

Registrar of Births, Marriages, and Deaths.
Issues certificate for burial or notifies coroner if judges
unable to complete death certification process.

Coroner

In case of cremation,
treating Doctor also issues
form B ‘medical certificate
for cremation’

Second (independent)
medical practitioner
issues form C ‘confirmatory
medical certificate for
creamation’

Third medical practitioner:
medical referee (based at
crematorium), issues
‘Medical Referee’s authority
to cremate’

Cremation

Burial
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Coroners

7. The certification arrangements rest largely on general practitioners and
hospital doctors, who carry out these duties in the margins of their
responsibilities for the living. The 200 or so cremation medical referees
authorise cremations on a part-time basis.

8. If further investigation of a death is required, England, Wales and
Northern Ireland have recourse to a specialist medico-legal investigator,
the coroner, who operates within territorially defined areas. Although not
widely replicated elsewhere in the world, the coroner system is well
established here.1

9. There are 127 coroner jurisdictions in England and Wales, mostly based
on administrative counties. Some coroners have responsibility for more
than one area. A few work full-time but the majority work part-time
depending on the volume of work within their jurisdictions. Coroners
have a deputy and an assistant deputy to replace them when they are
absent or engaged in other coronial work. There are seven coroners’
districts in Northern Ireland.

10. The coroner can be legally or medically qualified (in Northern Ireland
legally qualified only). Part-time coroners normally continue to work as
solicitors or as doctors in private practice. The Home Office works with
the Coroners’ Society to provide training for coroners, which is attended
on a voluntary basis.2

11. The coroner service is essentially a local service with a variety of local
support arrangements. The coroner is appointed and funded by the local
authority (by the Lord Chancellor in Northern Ireland) but holds office
under the Crown.

Coroners’ investigations

12. Each coroner operates independently to scrutinise deaths reported to
him or her. Coroners have no powers in relation to a death not reported
to them.

13. If a reported death appears to be violent or unnatural an inquest must be
held. If the death was sudden and unexpected, but the coroner is
satisfied as a result of his or her enquiries that the death was due to
natural causes, no inquest is required. If an inquest is held, the coroner,
or his or her jury in certain cases, is responsible for ascertaining who has
died, when, where and how.

1 Similar systems exist in the Republic of Ireland and other countries with historic links to
England and Wales, such as Australia and New Zealand, as well as some states in the USA
and some provinces of Canada. The system is not used in Scotland or elsewhere in Europe.

2 The Coroners’ Society for England and Wales represents the professional interests of its
members.
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14. When a case is reported to the coroner, he or she may decide that a
post mortem is required to help to establish the cause of death. Where
the post mortem reveals that the death is of a natural cause, the coroner
will not need to conduct an inquest. In other cases, it may be appropriate
to hold an inquest but not to order a post mortem. A qualified medical
practitioner carries out a post mortem examination on behalf of the
coroner. The purpose of the examination is strictly to ascertain the cause
of death. The coroner has the power to order a post mortem without the
consent of the next of kin, as well as to remove and retain, for as long as
necessary, any tissue or organs which may help to ascertain the cause of
death.3

15. Coroner caseloads vary from 100 to 6,500 reported deaths a year.4 The
average caseload is around 1,560.5 In 2002, some 200,000 deaths were
reported to coroners in England and Wales; that is about 38 per cent of
registered deaths. Of these deaths, 58 per cent were subject to a post
mortem examination (but no inquest), and 13 per cent resulted in an
inquest (mostly with a post mortem examination). In Northern Ireland,
14,586 deaths were registered in 20026, of which 3,5637 (24 per cent)
were reported to coroners, giving an average caseload of 509. Of these,
36 per cent were subject to post mortems without inquests and 6 per
cent resulted in inquests (with post mortems).

Support for coroners

16. The 127 coroner jurisdictions in England and Wales are supported by 430
coroner’s officers, of which 394 are full time.8 Coroners’ officers bring a
variety of experience of working in other sectors, including the
emergency services. Police authorities fund most coroner’s officers,
either as serving police officers or more commonly as police civilians
(often retired police officers). Many coroners also have secretarial and
administrative staff. For the most part, local authorities pay for these,
although support is often also received through coroners’ legal firms or
medical practices by the sharing of clerical assistance and office
accommodation.9 In a small number of cases, there are staff employed
directly by the coroner. In Northern Ireland, coroners are supported in
their investigations by the police service, while financial and logistical
support is provided directly by the Northern Ireland Court Service.

3 This contrasts with other post mortem examinations, frequently referred to as ‘hospital post
mortems’, which are for medical research and public health protection purposes. The
consent of the next of kin is required for these examinations.

4 Not including the Scilly Islands or the Coroner of the Queen’s Household.
5 Source: Home Office Statistical Bulletin: Deaths Reported to Coroners, England and Wales

2002, 06/03 (HOSB 06/03).
6 Annual Report of the Registrar-General for Northern Ireland
7 Source: Northern Ireland Statistics and Research Agency
8 Figures according to a recent survey conducted by the Home Office; see Work underway,

below.
9 Results of a recent survey conducted by the Home Office.



8

Government responsibilities

17. The work that coroners do relates to the responsibilities of a number of
Government Departments and other organisations.

• The Home Office has policy responsibility for death certification
and the coroner service, including the relevant legislation.

• Local authorities recruit, appoint and fund coroners, using
resources provided by the Office of the Deputy Prime Minister.

• The Lord Chancellor has the power to discipline coroners; makes
the Rules of Court; and supervises the Northern Ireland Court
Service. The Northern Ireland Court Service is responsible for the
coroner service in Northern Ireland. The Department for
Constitutional Affairs has responsibility for policy on public
funding for legal representation and, through the Court Service and
the Magistrates’ Courts Service, for the court estate which
coroners widely use.

• The Office for National Statistics has responsibility for the
registration of deaths and the production of mortality statistics.

• In England, the Department of Health and the NHS have
responsibility for medical aspects of death certification and employ
many of the pathologists who carry out coroner’s post mortems.
The Department of Health also oversees public health and uses
mortality data from the Office for National Statistics in the
development of preventative measures.

• In England, the Department for Education and Skills has lead
responsibility for safeguarding and promoting the welfare of
children. Local Area Child Protection Committees have
responsibility for carrying out a case review when a child dies and
abuse or neglect are known or suspected to be a factor in the
death. The Department for Education and Skills commissions
biennial overview reports drawing out the key findings of these case
reviews and their implications for policy and practice.

• In Wales the National Assembly for Wales is responsible for
health. In Northern Ireland, that responsibility rests with
Department of Health, Social Services and Public Safety.

• There are also links to the Foreign and Commonwealth Office,
where a death occurs abroad; the Department for Work and
Pensions in relation to benefits for the bereaved and pensions; the
Department of Trade and Industry for accidental deaths in the
home, and the Health and Safety Executive.
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18. The Attorney General’s consent must be obtained before an application
to the High Court for a new inquest can be made, or he may apply
himself. In exercising this function, he acts quasi-judicially as guardian of
the public interest, and not in his role as a member of the Government.

19. In addition as a legacy of the mediaeval origins of coroners, inquiries into
local treasure finds (formerly treasure trove) are also undertaken by
coroners. This provides a link to the Department for Culture, Media and
Sport, which is responsible for the law relating to portable antiquities and
for museums.
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Summary of key proposals for change

The Government wishes to retain the coroner system but is committed to its
reform, as well as to a complete overhaul of the death certification system.

The Government believes that effective and affordable death certification and
investigation could be achieved by reorganising and re-focusing the existing
arrangements. A reformed coroner service would:

• meet the needs of the bereaved and the public at large

• deal quickly with the majority of deaths 

• identify more effectively those cases requiring investigation and target
resources accordingly 

• operate consistently across England and Wales, and Northern Ireland

• have regional oversight of death trends through Regional Directors of
Public Health (Directors of Public Health in Northern Ireland and Wales)

• be a better managed and more professional national service under a
chief coroner, with around 40-60 coroners, and dedicated trained medical
support 

• be judicially independent

• have an advisory Coronial Council

• have direct links to public health

• incorporate a greater degree of medical expertise in scrutiny, training,
and accountability 

• ensure there is a system of inspection and monitoring to attain high
standards 

• work within a new legislative framework for death investigation, with
close links to other relevant professionals, for example registrars

Our proposals provide for verification of the fact of all deaths; for certification
of the cause of death by the doctor, as now; for scrutiny of all certificates by a
medical examiner in the coroner’s office; and for referral to the coroner of all
deaths which cannot be certified or which are unnatural.

Such a system would be more robust without causing unacceptable delay. As
now, the great majority of deaths would not require an inquest. However,
those deaths that required further investigation would be subject to public
judicial proceedings. The product of the inquest would be more clearly
focused on the need to learn lessons and to avoid preventable deaths. There
would need to be a clearly defined relationship between the death
investigation and public health systems.

This model is set out in Annex 1. A new system must be affordable and over
the coming months, we will ascertain how existing resources can be re-
allocated to enable us to develop the reformed system.

Comments on the outline proposals contained in this document should be sent
to Amaryllis Elphick, Coroners Unit, The Home Office, Allington Towers, 19
Allington Street, London SW1E 5EB. Amaryllis.Elphick@homeoffice.gsi.gov.uk
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The Government’s approach

20. The Government has considered very carefully the recommendations of
both the Fundamental Review of Death Certification and Coroner
Services, and the Shipman Inquiry. It has noted that both identified
similar shortcomings in the existing arrangements and that there was
considerable agreement between the two as to what changes should be
made to achieve a death investigation system that was appropriate to the
particular circumstances of England and Wales, and Northern Ireland. In
particular, strong support was articulated for maintaining a coroner
system. No recommendations were made to adopt either the
arrangements in Scotland (where the procurator fiscal has overall
responsibility for the investigation of criminal, sudden and unnatural
deaths), nor any of the non-coroner systems elsewhere in the world.10

21. The Government has accordingly decided to continue to rely on
specialist coroners to provide an effective, coherent, and publicly
accountable death investigation system. This system is widely accepted
within the British Isles as the appropriate mechanism to oversee deaths.
However, it must now be set within a new framework which will deliver
real benefits to families and public health policy, help reduce avoidable
deaths, and detect and deter medical malpractice and crime.

22. The Government’s final decisions on the shape of the new arrangements
must have regard for their affordability. By streamlining the current
system and redeploying existing resources we intend to create a new
system which, in total, costs no more than at present. However, the
complexity of the current arrangements means that more work is
required to assess exactly what funds go into the system. When this is
complete, we will establish costings for the proposed system and finalise
the feasibility of transferring the available funding. We therefore intend to
work over the coming months with the professionals involved to draw out
the financial detail in order to reach firm conclusions on the way forward,
informed by responses to the proposals in this document and taking
account of those options providing both an effective service and best
value for money.

10 The Fundamental Review of Death Certification and Coroner Services looked at systems in
other countries. The Review divided all forms of death investigation into three broad
categories:
• generic criminal investigation and the judicial system;
• a medical examiner system; and
• the coronial system.
Germany and France rely on their normal criminal and judicial structures to investigate
sudden or unnatural deaths. This means that the priority in these and many other European
countries is to establish whether deaths that are suspicious are criminal, rather than to
ascertain the facts of all sudden and unnatural deaths, which can inform public health
policy.
Conversely, the medical examiner system found in the United States of America and in
some provinces in Canada not only provides a forensic service in criminal cases but also
investigates non-criminal deaths. Apart from its input to criminal cases, the procedures are
usually administrative rather than judicial. Its results can feed into public health protection.
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The reformed system

The bereaved

23. Central to the changes we are proposing is the need to make the system
sensitive to the needs of the bereaved and to provide a high standard
of service in what are inevitably difficult circumstances. We will balance
the need to put families at the heart of the system with the requirement
for the service, acting independently and scrupulously, to find the
answers to questions concerning a death and to provide accurate
information for public health purposes. 

24. All those involved in the new system will be expected to approach
families and friends sensitively in all cases. Both the Fundamental Review
of Death Certification and Coroner Services, and the Shipman Inquiry
recommended a more involved role for the family of the deceased. The
Inquiry makes it clear that the bereaved can frequently provide relevant
further information. We propose to make this an integral part of the new
system so that it will be easier to raise any concerns families may have
about a death in future.

25. We will set out in a family charter precisely what the deceased’s family
can expect from the service. This will be displayed in all coroners’ offices
and be provided for all those coming into contact with the service.11 The
role of others involved in the process, such as witnesses, will also be
made clear in the reformed system, together with what they can expect
from the coroner service.

26. The family charter will recognise the needs of all communities, including
the particular sensitivities of some faiths and individual families. These
needs will be respected as far as is consistent with the social obligation
to undertake a thorough investigation of individual deaths in certain
circumstances. Some faiths, for example, require prompt burial and our
proposals must ensure this is achieved wherever possible.

27. In accordance with recommendations from the Fundamental Review and
the Shipman Inquiry, we aim to raise the public profile of the service. We
propose to do this by encouraging coroners to initiate or to continue
programmes of public events, including visits and talks, in order that the
public has a better understanding of their work.

Death verification and certification

28. Our outline proposals for death verification and certification recognise the
need for better medical scrutiny in the system, as identified in the
Shipman Inquiry’s Third Report and by the Fundamental Review. The

11 The family charter will be a logical follow-on from work already underway to improve the
availability and consistency of information for the bereaved provided by all agencies,
whether or not they come into contact with the coronial system. See Work underway below.
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proposals also acknowledge the need for better audit, checks, and
safeguards, similarly recommended by both the Inquiry and the Review.

29. Under our proposals the fact of death would be verified as a separate
step from certification of the cause of death. A doctor, paramedic, or
senior nurse (a ‘verifier’) should be able to corroborate the fact of death
and complete a verification form. This would start a comprehensive case
record and the collection of medical and circumstantial documentation
for all deaths, using relevant information technology. It would also enable
the authorities to remove a body more promptly from the scene of the
death, if that is required or requested. Although protocols exist allowing
paramedics to do this work in some areas, present practice is generally
for a doctor to attend the scene of all deaths before a body can be
removed. This can lead to delays, which are distressing for families and
friends. It also places an additional and unnecessary burden on doctors.
The proposed procedure would provide more flexibility and release some
doctor resources.

30. Once death is verified, a doctor who treated the deceased in the
immediate past (referred to here as a ‘first certifier’) would, as under the
current system, be required to complete a certificate of the medical
cause of death. This is usually a hospital doctor or a general
practitioner, and in the future could in some cases be the same person
who verified the death. The new coroner service would need to provide
training for doctors in first certification. First certifiers, who treated the
deceased, would know that their certificate would be subject to close
subsequent scrutiny by a medical professional. We think that first
certifiers should also specify when they last saw the deceased and why
they are satisfied they can certify the death accurately. A routine or
random requirement to produce evidence to support this (for example,
medical records, results of laboratory studies, or X-rays), coupled with a
separate death verification procedure would deter careless or dishonest
first certification. 

31. We propose that all deaths would then have to be referred to a different
medical practitioner (called the ‘medical examiner’ throughout this
paper). The medical examiner would be a qualified doctor employed by
the new coroner service. The examiner would be independent of the
Health Service. This is a necessary safeguard in cases where there may
be questions of hospital negligence or medical malpractice. He or she
could be based in the coroner’s office. The examiner would head a small
team of staff, all with a clinical background, to screen all cases under
the examiner’s close supervision. Regular training and continuous
professional development would be needed to support the examiner and
the team. They would be able to access or seek relevant information
about the deceased, including information from the deceased’s family, so
that the cause of death as given by the first certifier could be confirmed
with confidence. The medical examiner and team could also provide
regular feedback on their assessments to first certifiers (general
practitioners and treating hospital doctors).
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32. Once the medical cause of death has been confirmed, the medical
examiner could authorise burial or cremation in cases not reported to
the coroner. This would avoid unnecessary delay to the funeral and
remove an existing responsibility from the registrar of births and deaths. 

33. Such a system would enable the medical examiner to take over, in most
cases, the current role of the coroner in authorising the removal of
bodies abroad, where the next of kin requires someone who has died in
England, Wales or Northern Ireland to be repatriated to another country. 

34. Similarly, where bodies are repatriated here from other countries, the
medical examiner would be well placed to authorise their burial or
cremation. This would simplify the current arrangements whereby most
applications for the cremation of bodies repatriated from abroad need to
be made centrally to the Home Office.

35. The most effective arrangement would seem to be for the medical
examiner to be appointed and managed from within the coroner service.
He or she would continue to work closely with the registrar of births and
deaths to provide a seamless service for the benefit of the public and
for the collection of public health data. 

36. We envisage that Regional Directors of Public Health should play a role in
the examiners’ appointment and the new service would have systematic
links with public health intelligence arrangements. Both the
Fundamental Review and the Shipman Inquiry recommended a more
robust approach to death prevention and more effective use of the data
the systems acquire. To this end, medical examiners could be
responsible for keeping a database of deaths in their locality to help
support public health initiatives as part of the need to strengthen our
understanding of the pattern of deaths that occur. The Regional Directors
of Public Health could be responsible for ensuring that data collected in
this manner within their region was used appropriately to:

• identify regional trends in deaths;

• monitor the effectiveness of current public health initiatives; and

• inform future public health initiatives.

37. Similar arrangements could be made in support of the investigation of
child deaths, liaising as appropriate with local authorities, Area Child
Protection Committees and their successor bodies (Local Safeguarding
Children Boards) and the relevant Inspectorates.12

38. This robust approach to the certification of all deaths would remove the
need for additional certification in cases where the deceased is to be

12 These would help give effect to the Government’s proposals for safeguarding children, as
set out in Every Child Matters Cmnd 5860.
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cremated. As recommended by the Fundamental Review and the
Shipman Inquiry, our proposal is that the same system of certification
would apply to all deaths. It would be performed by a service where
doctors would be better trained and more closely scrutinised.13 The
Shipman Inquiry recommends that more information about the
circumstances of the death needs to be gathered than is currently
collected. We will consult with organisations representing bereaved
families on how best the medical examiner, and the coroner’s
investigating staff, can cross check the information from the first certifier.
We will bear in mind the need for rigour and independence as well as
sensitivity to the family and friends of the deceased. The proposed new
system of certification, combined with plans for electronic record keeping
by the NHS and developments in electronic registration, would mean that
all relevant information could be captured and fed into the death
investigation system.

39. Where a death occurs that is not due to a naturally occurring disease or
degenerative process, or where the medical cause of death is unknown,
we believe that there is real value in holding a judicial inquest. This allows
the death to be publicly investigated by a local coroner in a court setting.
Two types of death might be referred to the coroner: those from a list of
reportable cases (for example, deaths in custody or deaths following
occupational health treatment; see sample list at Annex 2) and, as at
present, cases where the treating doctor is unable to certify the cause of
death.

40. In cases referred to them, we propose that coroners should continue to
be responsible for ascertaining who has died; and when, where and
how the person died. They would also need to operate independently -
of the Government, relatives of the deceased, and any other person or
organisation which might have an interest in the death. This would be in
line with the suggestions of the Fundamental Review and the Shipman
Inquiry. We do not believe that the remit of the coroner should be
extended to encompass civil liability or criminal responsibility on the part
of a named person. When a case is reported to the coroner, he or she
would continue to decide whether:

a) the medical cause could be certified on the basis of information
already available (with the advice of the medical examiner);

13 Annual appraisal, linked to five-yearly renewal of the GMC licence to practise, has been
introduced for doctors working in the NHS. This requires the doctor to bring to the process
evidence about their whole practice, including that undertaken outside the NHS. One
outcome of the process will be an agreed Personal Development Plan which will identify
areas for development, including new or revised professional or clinical competences, and
how to achieve them. Anonymised aggregated data from appraisals will be used to inform
business planning and educational needs. In order to renew their licence to practise, all
doctors (including those working wholly outside the NHS) will need to show the GMC that
they have kept up-to-date and are fit to practise medicine in their particular field.
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b) any medical tests were required (with the advice of the medical
examiner), including whether or not to conduct a complete or partial
post mortem examination; and

c) the case required an inquest.

41. When first certifiers identify cases that, in their view, should be reported
to the coroner, we think that these should still be referred initially to the
medical examiner and his or her team. This would provide consistency in
auditing the work of first certifiers and filter out reports that did not, in
the end, need to be referred to the coroner. This process would enable
the medical examiner to provide an informed medical account of the
case, which could then be submitted to the coroner if the case is
reported to him or her. In this way, the system could gather the valuable
information that the Shipman Inquiry identified as required for a
comprehensive death investigation system.

42. The medical examiner could also provide any supplementary advice on
medical matters that the coroner required, making all coroners’
decisions much more medically sound. It would seem sensible for
coroners, rather than the medical examiners, to be responsible for
authorising burial or cremation in all cases that were reported to them.
Within the proposed new system, it would be desirable if all decisions
could be reported back to the first certifier and to the family.

43. Coroners could provide an additional safeguard by having a power to
conduct targeted further investigations, as suggested by the
Fundamental Review and the Shipman Inquiry. The medical examiner
would advise the coroner in such cases, as well as help to identify
potential targets for further investigation. This might arise, for example,
with deaths in a particular hospital or care home. It would be important
to ensure that coroners exercised any such powers with minimal
disruption to the bereaved. Effectiveness would be enhanced if lines of
responsibility were strengthened between the coroner and other
investigating agencies, such as the Health and Safety Executive; the
Commission for Social Care Inspection and the Commission for Health
Audit and Inspection.14

44. A death certification process with better training, dedicated staff, and
more robust checking of cases not referred to the coroner, would mean
that the new procedures would be more effective and provide a better
safeguard for the public. Such an approach would rid the system of the
loopholes that enabled Harold Shipman to conceal his activities for so
long.

14 The Commission for Social Care Inspection will take on the National Care Standards
Commission’s (NCSC) role of regulating social care providers. The regulation of private and
voluntary healthcare providers will move from the NCSC to the Commission for Healthcare
Audit and Inspection. Both commence in April 2004.
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Structure and personnel

45. We need to establish whether the Home Office would continue to be the
most appropriate parent Government Department for the coroner and
death certification services. We must ensure that we have in place a
structure that best supports any new system.

46. We propose the creation of one national jurisdiction for England and
Wales. This might then be divided administratively into local coroner areas,
serving a population of a suitable size (one million may be a reasonable
benchmark but the precise definition of local areas must take into account
local conditions and the boundaries of the agencies with which the coroner
service will be working). National jurisdictions should give greater
consistency as well as increased flexibility in the deployment of resources.
Arrangements for ready local access to the system would be vital. We
would want inquests still to be held locally wherever possible.

47. Each local coroner area would have a full-time coroner assigned to it,
supported by deputy coroners to cover absences, and a sufficient
number of coroner’s officers having regard to caseload.15 Each coroner’s
office would also need to house at least one medical examiner and his or
her team. Each area might therefore have a staff of about ten people.
Against this background, the case for a separate coroner of the Queen’s
Household seems anomalous. We anticipate that this post would be
abolished.

48. In order to provide professional guidance and leadership to the service,
we believe there is a case for the appointment of a Chief Coroner. The
Chief Coroner would be responsible for the deployment of coroners;
oversee professional standards; and might undertake the most complex
inquests where it seemed appropriate. He or she could also represent the
coroner service in its dealings with other organisations and agencies. The
Chief Coroner would not be subject to Ministerial direction.

49. Having regard to the importance of medical expertise, we believe there is
a need for a Medical Advisor to the Chief Coroner to maintain
professional medical standards and provide high-level medical oversight
and advice to the service.

50. In order to provide accountability for the service to Ministers and
Parliament but without jeopardising the judicial independence of the chief
coroner it would be appropriate for responsibility for the administration
and performance of the service to lie with a Chief Officer.

51. These arrangements should in themselves suffice to ensure the effective
performance of the service, alongside its judicial independence. We will
introduce a system of inspection, as recommended by the Fundamental

15 Part-time and job share arrangements could be used to cover full-time posts.
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Review. This would involve consideration and advice on standards
across the national jurisdiction. It would not look at coroners’ judicial
decisions, however, which clearly need to remain independent and
subject to the oversight of the higher courts. Shortcomings could be
reported to the Chief Coroner, the Medical Advisor, or the Chief Officer
(as appropriate) for action.

52. We believe that a new system must be open to advice from those with
whom it deals. We would therefore propose to create an advisory
Coronial Council, initially administratively, but in due course on a
statutory basis, whose members could be drawn from the various
professional stakeholders as well as lay organisations. A Council could
be an effective way to harness relevant experience and expertise to
assist any new arrangements to deliver a responsive and informed
service for all those affected by, or with a professional interest in, deaths.

53. Both the Shipman Inquiry and the Fundamental Review consider a right
of appeal to be a requirement of a new system. Currently the bereaved
have very limited rights of appeal in respect of judicial decisions taken by
the coroner. There is provision for a fresh inquest to be ordered by the
High Court, on an application made by, or with the authority of, the
Attorney General. There is also provision for the High Court to oversee
the coroners’ decision-making process by means of judicial review. We
anticipate that an improved coroner service with more consistent
decisions would mean that few people would have cause to appeal.
However, we wish to consider a simpler, more effective, and accessible
appeal process should the enhanced system require it.

54. We will consider the costs and benefits of an improved and uniform IT
system that captures mortality data; is open to audit; and can be
interrogated for relevant statistics. Such a system should also enable
coroners to communicate effectively with each other, including sharing
best practice. Many coroners’ information technology packages currently
allow officers and support staff to monitor the status of any case. A
uniform system would enable them all to do this in a consistent way, and
may link to new electronic registration data and to plans for electronic
health records. Better IT would lead to improved case management and,
ultimately, fewer delays.

55. We need to consider how to provide better and more accessible offices
and courts for coroners and their staff. Few coroners have dedicated
courts, or even office accommodation. Facilities for families and
witnesses can be limited. We will consider co-location of coroners’
officers with other relevant services, such as registrars in suitable areas;
a number of coroner’s offices already benefit from this, for example,
Teesside, Liverpool, and Sandwell and Dudley. This not only reinforces
professional links but is also more convenient for the bereaved. We will
also consider how the existing court and tribunal estate across all
jurisdictions could be used more effectively to provide good-quality
locations for inquests.
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56. Coroners and their deputies should in future always be appointed
through fair and open competition. Their terms of service should be
much more clearly defined and consistent than they are now. We would
expect all coroners to be legally qualified and to work to a nationally 
applied job description. Those with only a medical qualification would not
be eligible to become coroners.16

57. We envisage a highly skilled and respected profession, as independent
as the judiciary and as diverse as the society it serves. Local knowledge
and sensitivity to the needs of the community would remain important.

58. We aim to provide a programme of mandatory professional development
for coroners, centred on compulsory and continuous training. We will
consider the introduction of a vocational qualification linked to their training
programme.

59. We understand how important it is for the work of the coroner to be
supported by a team of coroner’s officers and administrative staff.17

We think that, in future, coroners’ officers and administrative staff should
be employed directly within the new service. 

60. We see the coroner’s officer as having a more clearly defined and
consistent investigative role than is often the case at present: going out
to take statements from the next of kin or to visit scenes of death, where
relevant. In this way, they could take over from the police many
responsibilities in relation to non-suspicious deaths. Coroners’ officers
would need to continue to maintain close links with bereaved families
throughout the death investigation process. 

61. As now, it would be for coroners’ officers to obtain relevant information
regarding the circumstances of reported deaths from the bereaved. As
the Shipman Inquiry recommends, it is important that the bereaved have
an opportunity to raise any concerns that they have with the coroner’s
officer and to supply any information they consider relevant. Any new
system will need to facilitate this. 

62. Currently there is no universal coroner’s officer training. In due course,
we would want all officers to receive mandatory training as soon after
appointment as practical. Support and administrative staff should also
have access to relevant training opportunities.

Coroner’s investigations

63. The coroner currently has no statutory power to enter premises or to
seize documents in order to investigate the circumstances of a death.
However, in some cases the only way to establish the identity of a next
of kin is to enter the deceased’s home. New legislation would be needed

16 However, we would expect to allow existing medically-qualified coroners to be eligible to
apply for coroner appointments in any new system.

17 There is no post of coroner’s officer in Northern Ireland, where the police carry out the
duties of coroner’s officer.
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to give the coroner, or those acting on his or her behalf, increased
powers to enter premises and to seize documents relevant to the
investigation; although there would be safeguards to ensure that such
powers were only exercised when justified.

64. There is currently a marked inconsistency across the country in the
proportion and scope of post mortem examinations that coroners
request.18 This cannot readily be justified and we welcome the efforts
currently being made by coroners, the Royal College of Pathologists and
individual pathologists to ensure that discrepancies in approach are
addressed.19 Establishing the medical cause of death and associated
circumstances is the aim of the coroner’s post mortem and the work
must be carried out to agreed professional standards, and open to audit.
There must not be an automatic recourse to such examinations, which
we know can cause distress to the bereaved.

65. We set out above how we would wish to improve medical oversight in the
system, which should enhance the current contribution by the pathologist
working for the coroner. Having an increased medical input into the system
would also facilitate better use of post mortem medical examinations,
as the Fundamental Review and the Shipman Inquiry Third Report have
recommended, because coroners will have access to proper medical
advice when taking a decision on whether to order such examinations. 

66. Where such examinations are necessary, coroners would be able to take
advice from their medical examiner to ascertain and prescribe the
minimum level of invasiveness to establish the cause of death. To
minimise invasiveness, pathologists must have as much background
information as possible to inform their work, including details of any
medical procedures and examinations that took place before death.
Nevertheless, they must also have the option to extend the scope of their
examination if that is what it takes to ascertain the cause of death. 

67. Coroners must continue to have the option to retain any tissue or
organs necessary to ascertain the cause of death but in all cases the
next of kin must be told that they have done so and for how long the
tissue will need to be retained. The Coroners Rules governing this
procedure need to be clarified to remove current uncertainties. As now,
consent from the bereaved would not be required where the coroner
retains organs and tissue for the purposes of death investigation.
However, retention should only take place where absolutely necessary
and the coroner and his or her other staff should take account of the
needs of families and friends carefully throughout the process. Relatives
must have the option to discuss and decide on the options for the
disposal of retained tissues and organs, when they are no longer required
for the investigation of the death.

18 HOSB 06/03 (See footnote 5)
19 Annual appraisal, linked to five-yearly renewal of the GMC licence to practise, introduced

for doctors working in the NHS is outlined in footnote 15 above. This will include
pathologists.



21

68. In order further to facilitate close working relationships between
coroners and pathologists, we will seek to build on examples of good
practice already underway. For example, the medico-legal centre in
Sheffield accommodates both the coroner and pathologists on one site
(this includes the Forensic Pathology Department of Sheffield University,
which has expanded to include the former department at Leeds
University). Similar arrangements exist in Birmingham and Westminster.
Such solutions may not be feasible everywhere but we will look at ways
to enable all coroners to benefit at a regional level from the types of
facilities that are currently only available in a limited number of locations.

69. We believe that the inquest should remain a public hearing into the
circumstances of unnatural deaths, providing an essential safeguard and
public scrutiny. We have carefully considered whether certain inquests
should be conducted in private but this is difficult to reconcile with the
principles of open justice. However, we would particularly welcome
further views on what remains a finely balanced issue. It is not practical
for inquests to be subject to inflexible time limits but we would expect
most, as now, to be completed within six months.

70. We consider that there should continue to be certain cases where
inquests will be mandatory. These must include deaths in custody;
multiple deaths after a disaster; workplace deaths; and those cases
where the death is alleged to have been caused by state agents.

71. Special arrangements will be needed where other investigations about
the death or circumstances of the death are also underway (for example,
criminal proceedings). In general, the coroner’s work would, as now, wait
upon their outcome. We do not think that a coroner should be obliged to
investigate a death, when he or she is satisfied that it has already been
adequately investigated by other means. 

72. Pre-inquest hearings to establish the scope of the inquest in complex
cases may benefit from being put on a statutory footing. Where inquests
are likely to be especially lengthy or complex, provision may also be
needed for coroners to have the assistance of Counsel, should that
seem appropriate. We need to consider further, however, whether the
cost of these arrangements would be offset from savings in the length of
and improved effectiveness of the inquest.

73. Juries (which consist of between 7 and 11 jurors in inquests) are
currently mandatory in certain cases. We believe the existing basis for
using juries should continue. Broadly-speaking, juries are required where
a death raises issues of broad public interest or confidence, for example
a prison death, or where key facts are disputed. The size of coroners’
juries needs to be rationalised so that they are both effective and
practical. We do not consider that they need to be as large as a criminal
jury: the jury in an inquest case has an entirely different function. A
maximum of nine jurors would, we think, be an appropriate number (and
could allow for majority verdicts) but an inquest might continue provided
there were no fewer than seven jurors.
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74. The most effective outcome for inquests would, in our view, be a
narrative verdict, as current short-form verdicts do not always give an
adequate explanation and are used inconsistently.20 Narrative verdicts
can be more helpful and informative than simple verdicts such as
‘accident’ or ‘misadventure’. The latter can be used inconsistently and
are sometimes without any clear distinction. They can also imply that no-
one was responsible for a death rather than that the death was not
intended. Narrative verdicts provide a fuller explanation of the
circumstances of a death and better inform mortality data for the
prevention of similar occurrences.21 As the Fundamental Review makes
clear, consideration would need to be given to how narrative verdicts can
be recorded in a meaningful way to help inform mortality statistics, death
prevention strategies and public health policy.

75. The provision of public funding for legal representation at inquests is
at present limited. The Fundamental Review recommended that such
funding should be extended to families in all cases where a public
authority was legally represented. We do not propose curtailing the
present criteria for public funding. However, finding an equitable and
affordable formula that will provide relatives and others affected by an
inquest with the level of legal support they need raises complex issues
that require further consideration as our proposals develop. Legal
representation needs to assist the court to make swift, accurate and
complete findings, rather than become a source of additional delay.

76. Coroners may currently report the circumstances of a death to an
appropriate authority to try to prevent similar deaths in the future.
However, the authority is under no obligation to respond or take action.
Nor is the existence of coroners’ reports widely known. There is no
mechanism for monitoring reports from different coroners in relation to
similar problems or shortcomings. It is vital for better use to be made of
the lessons that can emerge from a coroner’s investigation. We think it
might be helpful if coroners’ reports were sent to the Health and Safety
Executive and to any relevant inspectorate or Directors of Public Health,
as well as to the individual or organisation directly responsible for the
circumstances. This process could be assisted by production of an
annual report to be presented to Parliament by the Chief Coroner. This
could recount reports made, responses received and action taken. 

77. Responsibility for the investigation of treasure finds sits uneasily with a
coroner system designed primarily for the investigation of deaths. We are
considering with the Department for Culture, Media and Sport, and the
British Museum how to ensure historic finds can be adequately 

20 Narrative verdicts consist of a short descriptive and non-judgmental account of the facts
leading to the death.

21 The use of narrative verdicts in inquests has been considered by the House of Lords in the
case of Middleton v HM Coroner for the Western District of Somerset and the Secretary of
State for the Home Department and the outcome will be taken into account before
reaching final decisions on this issue.
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investigated without a disproportionate diversion of coroner resources
away from death investigation. Options include: a small number of
coroners specialising in such cases; another judicial officer or
organisation to undertake the function; or a single judicial officer (a
coroner or other) to conduct all treasure inquests across the national
jurisdiction.
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How will we get there?

78. We have set out our vision for a reformed system in the preceding pages.
In what follows, we outline the steps we are taking to work towards this.

Timing

79. An indicative timetable is attached at Annex 3. Broadly, reform is planned
to be a four-stage process:

1. Interim improvements which are already underway (see pages 27-29
below for further details)

2. Resolving the detail and costs of the new proposals (see below).

3. The creation of a representative Coronial Council in England and
Wales, with members from Northern Ireland, to help us to take
forward improvements that can be made without new legislation. A
separate council in Northern Ireland might prove appropriate in the
future.

4. The introduction of new legislation and complementary Rules of
Court and procedural guidance to complete the reform process as
soon as the Parliamentary timetable allows.

80. This four-stage approach will help us to create a system that can adapt
to changing requirements. The coronial council would be an independent
advisory body, which would work administratively until it had the
appropriate statutory basis. It would help the service to maintain the
highest standards of performance and consistency across England and
Wales, and Northern Ireland.

81. Each stage of work, including the new legislation necessary for reform,
would need to be integrated with a number of other related initiatives.
These include:

• modernisation of the registration service being undertaken by the
Office for National Statistics;22

• the ongoing review of the forensic pathology service within the
Home Office;

• work on public inquiries and judicial appointments; and the creation
of a Unified Courts Administration and Tribunals Service being
carried out by Department for Constitutional Affairs; and

22 The Office for National Statistics issued a consultation document on reform of registration in
July 2003. The closing date for comments was 24 October 2003. Responses are now being
analysed and Ministers will take decisions on the future of registration based on these
responses. Reform of coroners’ work will link into any changes to the registration system.
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• the Human Tissue Bill and other work on the taking and use of
organs and tissues, including the proposed Human Tissue Authority,
being led by the Department of Health. This builds on the advice
issued by the Chief Medical Officer in response to the reports on
Bristol and Alder Hey: The Removal, Retention and Use of Human
Organs and Tissue from Post Mortem Examinations.

82. We will also need to ensure that reform is in line with the current review
of burial law. We published a consultation paper on this subject on 15
January 2004.

Funding

83. Funding for death certification and the coroner service currently comes
from a number of sources: local government (in England and Wales), the
police (provision of most coroners’ officers), the public (cremation
certification) and central government (mainly in Northern Ireland).
Coroners’ solicitor’s offices or GP surgeries provide additional support,
where the coroner combines coronial work with private practice. Because
of these complexities, further work will be needed to determine the
precise level of total resources deployed within existing system.

84. We intend our reforms to be affordable within existing resources. To
achieve this, we will need not only to make an accurate assessment of
the existing resources and likely expenditure, but also ensure that
existing resources can be captured and re-directed towards the new
system. We will also need to plan a timed development and phasing as
necessary for resourcing.

85. One of the principle purposes in publishing these proposals is to provide a
basis for further discussions and development. There remain a number of
variable factors, including the workload and staffing levels for any new
service, which cannot be estimated with precision in advance of discussion
of the overall model with practitioners and relevant professionals. For this
reason we are not yet in a position to give firm and final costings for the
new coroner system outlined in this paper.

86. Our proposals have however, been devised on the basis that a reformed
system will be funded from within the existing resources in the coroner
and death certification services. We will have to revisit the proposals if
the funds are not realisable or if the plans prove too costly. Our final
decisions will have regard to both affordability and value for money.

87. We will approach this work over the coming months by continuing to
refine our knowledge of what resources are where in the current system,
building on the most detailed and up-to-date figures that are available
and using the information gathered by the Fundamental Review. In
advance of a draft bill, we will work with stakeholders to cost and refine
all the processes that will be required to run a new system, as they are
determined in greater detail. These will then be subject to formal
consultation as part of a draft bill.
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Work underway

88. Work is already in hand to improve the current system. So far as England
and Wales are concerned:

• In April 2003, the General Register Office circulated additional
guidance to registrars on the procedures to be followed when
deaths are reported to coroners, but where further inquiries need to
be made of the doctor certifying the death. The Home Office issued
comparable guidance to coroners.

• The Home Office has tightened up existing cremation arrangements.
In November 2003 advice was issued to cremation authorities on
the appointment of medical referees and detailed guidance was
issued to medical referees on cremation procedures. Similar advice
was drawn to the attention of all doctors in England early this year.
The advice is also being promulgated to doctors in Wales.

• The Home Office is also working with the Department of Health to
provide better information and support for families when a post
mortem takes place. This builds on the extensive guidance issued
by the Department of Health in April 2003, to inform and support
families at the time of post mortem.

89. In England and Wales, we are also working towards other goals.



Providing higher quality and more consistent information for families

Both the Fundamental Review and the Shipman Inquiry made
recommendations relating to the needs of bereaved families including
improvements in the provision of information. With the help of key
stakeholders, including hospital bereavement trusts and support groups, we
have identified the information that is currently available. We are discussing
with coroners’ representatives how best to maintain a stock of core
information, including details of local support groups, which can be drawn to
the attention of the bereaved. We are considering the feasibility of a short
leaflet, produced locally, which could include details of the coroner, registrars,
bereavement services and support groups. Guidance has also been produced
on the information that families are likely to need, based on most frequently
asked questions.

This work will ensure that in future the service provided is much more family
friendly. 

A project group has been set up to look at what information coroners should
routinely make available. Officials will work with organisations dedicated to
looking after the needs of the bereaved, such as Cruse Bereavement Trust,
and with other stakeholders in the bereavement process to promote a more
joined-up approach. 

Officials are also working closely with the Westminster Coroner’s Court
Support Service, a voluntary group which provides practical support to all
victims and witnesses who attend this court. The aim is to pilot an extension of
this model in other London jurisdictions.

27
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Supporting coroners in order to achieve greater consistency in decisions
which relate to the use of post mortem examinations

Both the Shipman Inquiry and the Fundamental Review of Death Certification
and Coroner Services call for a more targeted use of the post mortem
examination. We are working to find ways to achieve greater consistency in
the decisions coroners take on the need for medical and laboratory
investigations. In some areas coroners carry out post mortems in almost all
cases that are referred to them. Elsewhere they request very few post
mortems. We aim to ensure that the decision to conduct a post mortem is only
taken after careful consideration of all the available facts. We want to raise
standards of post mortem practice and to ensure that, where an autopsy is
required, it will be conducted to the minimum level of invasiveness consistent
with the need to ascertain the medical cause of death or other relevant
information. Appropriate use will be made of toxicology, microbiology, and
histology, as well as full use of the information from any medical consultations
or examinations that took place before death.

We expect this change to take root over time as protocols are established
locally between coroners and pathologists that reflect national standards.
Future reform, outlined elsewhere in this paper, will be designed to reinforce
this move towards consistency. 

Developing coroners’ procedures in relation to post mortem examinations

Recent reports on the way in which organs and tissue have, without authority,
been retained for other uses after coroners’ post mortems have highlighted
the need for better information for families, tighter supervision over processes,
and clearer instructions for pathologists. There is also a need to ensure that
coroners’ procedures link seamlessly with the new provisions regulating
examination practices contained within the current Human Tissue Bill.

Coroners have generally introduced new procedures to ensure that families are
kept properly informed where material needs to be retained and that their
wishes for the disposal of any such material are observed. More work is
required to take account of the requirements of the Human Tissue Bill, and this
will be progressed during 2004 with the passage of the Bill.
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Identifying those resources currently in the system that might be used
better or in different ways 

Officials have undertaken a survey of all coroners’ offices to establish what
resources are currently in the system (including staffing, mortuary and court
facilities, and information technology). This information will provide a firm basis
from which to develop our proposals for change. We will consider, along with
other organisations, the most effective ways to link up other electronic
records, including medical records and registration, with those of the coroner.

A survey of coroners’ resources has been completed.

Improving training for coroners, including work on communications and
diversity; and working with the Coroners Officers Association to support
its training programmes

In addition to maintaining its existing training programme for coroners, run in
conjunction with the Coroners’ Society23, the Home Office is currently
developing a communications course and a diversity course for coroners. The
Home Office continues to liaise with the Coroners Officers Association on the
training that it provides for its members.24 The Department of Health has
opened up NHS bereavement training to coroners’ staff, while the Judicial
Studies Board has agreed similar arrangements in relation to the training it
provides for Tribunal chairmen and members. We will consider further training
for coroners and their officers on awareness of bereavement issues during the
year.

The first communications course for coroners is expected to be run in the first
half of this year.

Collecting examples of good practice and considering how to encourage
their wider dissemination

Officials have gained a picture of good practice already in place in parts of the
system; for example, coroners who lecture on their work to GPs, hospitals,
registrars, and others; coroners’ offices with developed office manuals on
procedures and quality standards; GPs seconded to coroners’ offices to
provide additional medical expertise; and coroners who build up links with
local groups.

Officials have begun to work with representatives of the Coroners’ Society to
consider how best to disseminate good practice across the service. 

23 These courses include induction training and continuous professional development on
coroner law and practice, and relevant medical practice and procedures.

24 As reform takes shape, the Government will play a more active part in the provision of
coroner’s officer training.
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Introducing appropriate performance management techniques for death
certification and coroners, including peer review

Meetings are already underway between officials and coroners’ representatives
to establish the most effective way to develop performance management for this
area of work.

We expect a system to be underway later this year.

Piloting possible changes and suggested improvements

Some of the changes that we propose may require piloting to ensure that they
are an effective way to improve the coroner system within existing legislation.

We have already started to work with coroners to establish which of the
present jurisdictions would be best suited to each pilot. This will enable us to
get testing underway as soon as we can.

All these improvements will provide a strong platform on which to base
further reform of the death certification and investigation system. 
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Annex 1 - Organisational Charts for the proposed system

Figure 2. Proposed Model in England and Wales 

Indicative figures:

We estimate 70-80% of deaths will be registered without referral to coroner
and 20-30% will go to the coroner.

Inspection

Department of
Health

Public Health
(through Regional
Directors of Public
Health or equivalent) Management Board

including Chief
Officer

Coroners
(estimates: 40-60 FTE)
Second Certification and triage by the Medical Examiner’s
team (medical skills) (estimates: up to 240 = 4 per coroner)
supervised by Medical Examiner, who advises coroner on
medical matters (estimates: 80-120 = 1-2 per coroner)
Coroners’s Officers and Admin Staff

Medical
Advisor 
to Chief
Coroner

Fact of death
verified by
doctor,
paramedic or
senior nurse

Registrar of
Births 
Marriages and
Deaths

Chief
Coroner

Coronial
Council

Parliament

Certifier (treating
hospital doctor or GP)

Can be at same time by same person



32

Annex 2 - Provisional list of cases requiring investigation by the coroner25

• Any violent or traumatic death, including all traffic deaths, workplace
deaths, deaths apparently from self-harm, from injury, poisoning, fire or
drowning or other unnatural cause in the home or in any other place, or
as a result of the operations of the law and order services.

• Any death of a person detained in a prison or in military detention, in
police custody, in a special hospital or under statutory mental health
powers, or of a person resident in a bail or asylum hostel.

• Any death in which occupational disease may have played a part.

• Any death in which lack of care, defective treatment, or adverse reaction
to prescribed medicine may have played a part, or unexpected deaths
during or after medical or surgical treatment.

• Any other death which a doctor may not certify as being from natural
disease.

• Any death which is the subject of significant unresolved concern or
suspicion as to its cause or circumstances on the part of any family
member, or any member of the public, any health care, funeral services
or other professional with knowledge of the death.

• Any death in respect of which the Registrar has significant continuing
uncertainties.

25 This is based on the list recommended in Death Certification and Investigation in England,
Wales and Northern Ireland: The Report of a Fundamental Review (4 June 2003). We
envisage that these cases will require an inquest hearing in public if the coroner cannot
otherwise be satisfied that the death is due to natural causes.
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Annex 3 - Timetable of work for England and Wales

Completed

• Survey of all coroner resources

• General Register Office circulated additional guidance to registrars on the
procedures to be followed when deaths are reported to coroners which
require further inquiries to be made of the doctor certifying the death

• Complementary Home Office guidance has been issued to coroners 

• The Home Office has tightened up existing cremation arrangements by
issuing advice to cremation authorities on the appointment of medical
referees and detailed guidance to medical referees on cremation
procedures.

Underway

• The Home Office is also working with the Department of Health to
provide better information and support for families when a post mortem
takes place; building on the extensive guidance issued by the
Department of Health to inform and support families, pathologists and
coroners at the time of post mortem.

Within one year 

• Improved training for coroners

• Higher quality and more consistent information for bereaved families

• Working with the Coroners’ Society towards dissemination of good
practice

• System of performance management/peer review in place, through the
Coroners’ Society

• Start pilots of improvements

• Model whole system, including costs, for approval by Ministers.

• Draft Bill and White Paper.
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Within three years

• Coronial Council set up and working administratively

• Move towards greater consistency in decisions to order post mortems

• Improved support for the Coroner’s Officers Association training for
coroner’s officers 

• Continuing pilots of improvements

Subject to Parliamentary time

New legislation
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