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THE ROLE OF THE CORONER

The Coroner is an independent judicial office holder appointed and funded by the Local Authority.
The Coroner is responsible for investigating all violent and unnatural deaths, deaths where

the cause is unknown and deaths that occur in custody or state detention. The purpose of the
investigation is to identify who the person was, where, when and how they came by their death.

We w









POST MORTEMS & PATHOLOGY



THE MEDICAL EXAMINER SCHEME

The Medical examiner (ME) scheme was introduced several years ago following the governmental
Shipman enquiry. There were several pilots across the country and now most Acute Hospitals
nationally have an ME scheme in place. It has proven very successful, both in providing
information to the Coroner’s team and improving the quality of death certificates and

supporting Doctors and families.

The legislation for a nationwide ME scheme was approved by Parliament to include all Hospitals as
well as the community and is due to start in April 2024.

The community scheme for Birmingham and Solihull is being led by a team at University Hospitals
Birmingham who are currently preparing for a date yet to be fixed in April 2024. All GPs are being
contacted and advised with the assistance of the ICB. The new statutory requirements are a



At any one time the jurisdiction will be investigating a small number of more complex cases
(between 12 and 18). These cases are complex because of the events giving rise to the death and
will often be heard with a jury (a jury is required in very specific circumstances including deaths

at work, unnatural deaths in state detention and any death arising from an act or omission of the
police). They include deaths in connection with someone’s work, deaths in prison, deaths in mental
health units and deaths due to a crime where there is reason to believe that a public agency failed
to protect the victim adequately.

These cases usually involve the collection of large volumes of evidence; this may include witness
statements, photographic and CCTV footage, social media and phone records, policy and
procedural documents, extensive medical and/or work and/or custodial records and documentation
from incident investigations carried out by other agencies such as the HSE or Police.

When collected it is not unusual for the evidence to comprise of thousands of pages.

As well as an assigned Coroner to manage the investigation and conduct the inquest, the case

will be assigned an experienced Coroner’s investigator from the outset and the team’s para-legal
will manage the collation of the evidence and the disclosure. All disclosure is made electronically
which requires use of several platforms and techniques to enable participants to access not just PDF
documents but also photographs, video and audio recordings.

There will usually be many witnesses. Some witnesses will require reasonable adjustments to enable
them to give their best evidence such as steps to alleviate their anxiety or distress, interpreters and
measures to overcome a learning or physical impairment.

It is typical that many individuals and organisations will have been involved in the events leading
to the death and therefore will be entitled to ‘interested person’ status at the inquest. This entitles
them to legal representation, disclosure of evidence, input in the procedural aspects of the case,



number of consultation rooms for the interested persons to use outside of court: the inevitable
emotions of an inquest mean it is preferable and desirable to separate participants from different
organisations. Occasionally a witness maybe given anonymity which means that their identity cannot
be revealed. They cannot be visible to anyone except the Coroner and legal representatives; this
requires their movement in and out of court to be carefully orchestrated and screening to be used
during their evidence.

For the duration of the final hearing, the Coroner’s time will be fully occupied by the case.
Before court, the Coroner will be planning and preparing the questions for witnesses and the



Examples of the complex cases completed this year include:



IT & THE CORONERS’ TEAM - CIVICA CORONERS

The coronial function is complex and sensitive, so it is critical that our IT processes are as
streamlined as possible. As such, during the Covid pandemic, the Coroner’s team moved to a
cloud-based system that enabled the team to access the system at any time from any device and
eliminated the use of paper files.

Our system manages the entire coronial process electronically from referral to the closure of the
case. The system allows the whole team to move seamlessly through the workflow of the coronial
process, including the generation of forms, certificates and letters.

A small team within the Coroner’s team are trained in managing the system, they have the ability to
make changes to workflows in line with any legislation changes, changes to documents and creating
new processes within the system. They also manage any day to day issues which may arise.

Staff are able to safely store and manage evidence received from external and internal agencies, in
the form of emails, pdf documents, photographs, CCTV and body worn footage within the system.

It is through this system that the Coroner is able to create and manage evidence bundles for
distribution and use in inquests. The bundles are sent via the secretarial team using secure emails
and for larger more complex bundles these are sent via secure cloud link.

The system is able to generate reports which enable the team to monitor and report on deaths,
referrals, trends and enable the team to complete the annual Ministry of Justice returns.

We have introduced a portal referral system to the Hospitals within our jurisdiction to enable
doctors to refer cases directly to us on-line using our Civica system.

MICROSOFT TEAMS

During Covid, the Coroner’s team heavily relied on the use of Microsoft Teams to maintain
continuity of inquests remotely.

The use of Microsoft Teams allowed families, witnesses and interested persons to join the inquest
hearings using video or audio from a desktop, laptop, tablet or smartphone, or to dial-in to a
hearing from a telephone.

This new way of working had it’s challenges. However, the team managed to work collaboratively,
learn new IT skills and successfully open and conclude inquest hearings during the pandemic.

We now continue to use a mixture of remote and in person hearings supported by Microsoft
Teams rooms.

Our Systems within Court enable families, witnesses, interested persons, members of the public and

press to attend remotely and/or in person. We are able to present documents/evidence on screens
in each of our Court rooms.
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REPORTS TO PREVENT FUTURE DEATHS

Alongside our duty to investigate deaths and to answer how the deceased came by their death we
also have a statutory function to send a report to prevent future deaths when we are concerned
about a possibility of another fatality in similar circumstances. This is a very important part of our







The following are important examples set out in more detail: :
Steven Sanders

This case involved a regulation 28 report being made before the inquest occurred because a risk
to life was identified that illicit drugs were getting into a medium secure mental health unit during
a time when there was a particular danger from street drugs being contaminated with nitazenes
(potent synthetic opioids). The report went to the Mental Health unit, West Midlands Police and the
Care Quality Commission to ensure the risk was identified. Consequently, the organisations were
able to cooperate and share intelligence to mitigate, as far as possible, the risk which resulted in
very positive steps being taken even before the inquest had taken place.

Mustafa Nadeem

Mustafa fell into the path of a bus whilst riding a public e-scooter enroute to school.

The e-scooter had been unlocked by another school boy via an ‘app’ on his mobile phone,

and was paid for via a children’s bank account. The investigation identified that whilst it was illegal
for under 18s and those without a driving licence to use public e-scooters, the only verification of
age, identify and possession of a driving licence was at the point of registration, but registration



EDUCATION

For the Coroners’ team to be effective, we need good working relationships with other agencies.
We conduct regular training sessions and hold quarterly multi agency meetings to ensure efficient
working practices. It is through these efforts that we achieve effective processes ensuring families
receive a compassionate, timely and efficient service keeping families at the heart of what we do.

The following are a selection of some of the activities in which we are involved, helping to maintain
an appropriate level of service for the bereaved:

e Advising Hospital Doctors and GPs on the role of the Coroner and when they can issue a
Medical Certificate of Cause of Death

< Member of the working group for implementation of the community ME scheme

e Giving a talk to MEs at our local Trust

e Chairing the regional Mortality Working Group

e Member of the LRF Strategic Group

e Member of the Drugs Forum cross agency working group

e Attending DVI, Mass fatality and CBRN meetings

e Close liaison with pathologists undertaking PMs.

 Meetings with acute trust medical directors

* Meeting with Mental Health Trust senior leadership

< Reviews with the Integrated Care Board

e Member of the learning from deaths strategic group

< Member of the suicide prevention working group

« Key member of the SUDIC (Sudden unexpected death in children) process.

We will continue to work with all agencies to ensure we evolve and adapt processes for the benefit
of bereaved families.

RESEARCH PROJECTS

We are aware that part of our role is to prevent future deaths. As a result we work collaboratively with
a number of different research projects to promote safer practices and avoid future deaths. We are
currently involved in the following projects:

e Reducing child deaths through the SUDIC process and reviews with CDOP

= British Heart Foundation pilot to identify genetic factors in sudden cardiac deaths

< Member of the working group to review drugs deaths in the city and plan how to help to reduce them
 Member of the working group to review suicides in the city and to plan how to help to reduce them
e Research study on knife crime to try to improve initial treatment and survival rates

e Research study on knife crime to try to improve initial treatment and survival rates

e Pilot project for community medical examiner scheme.
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CHALLENGES & THE FUTURE

There are ongoing challenges for the team most notably the lack of pathologists and the
introduction of the statutory medical examiner scheme. There is no quick and easy solution
to the lack of pathologists. The statutory medical examiner scheme will need time to bed in
once its implemented in or soon after April 2024.

Despite these challenges, | remain immensely proud of the special team we have at the
Coroner’s Court. They are hardworking, dedicated, caring staff who continually go the extra
mile to help families. We will keep doing what we do.

16



	ROLE OF THE CORONER
	Birmingham & Solihull Coronial facts and figures
	remote working
	Death referral process
	Post mortems & pathology
	The Medical Examiner Scheme
	Managing the more complex cases
	IT & the Coroners’ service
	REPORTS TO PREVENT FUTURE DEATHS
	Floyd Carruthers 

	Research projects
	Challenges & the future

