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	[bookmark: _Hlk196977943]Purpose of the Report
	This report is to update and inform on the new death certification reforms, the implementation of the changes and risks/issues arising for consideration and awareness.

	Key Issues



	· A new legislated death certification process came into effect from September 2024.
· The new process requires any death not referred to the Coroner for investigation to be reviewed by the Medical Examiner Service for Wales
· It had been tested in Swansea Bay since 2021, working well with no significant concerns or delays
· Once the statutory requirements were implemented in September 2024, delays in managing the deceased started to be identified across Wales
· The Health Board is part of a Task and Finish group set by Welsh Government to mitigate the delays
· There will be a relaunch of the mortality process once the new guidance is issued by Welsh Government.
· In the meantime, action is being taken by the health board’s Care After Death team to mitigate the risks and issues.

	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· ACKNOWLEDGE the progress made by the health board to implement the new death certification guidance prior to its legislated implementation in September 2024; 
· ACKNOWLEDGE following the formal implementation of the statutory changes in September 2024, delays in the death certification process have been identified across Wales;
· ACKNOWLEDGE the delays to death certification process have led to complaints and distress for bereaved families.;
· TAKE ASSURANCE  from the mitigation plans that have been put in place by the Care After Death Team in the interim while the issues are addressed on a national level through Welsh Government;
· TAKE ASSURANCE that the Swansea Bay processes will be reviewed and plans drawn up once the revised guidance is issued from Welsh Government; 
· AGREE to the quarterly reporting to the Quality and Safety Group until the risk and issues are mitigated.




DEATH CERTIFICATION REFORMS

1. INTRODUCTION
This report is to update and inform on the new death certification reforms, the implementation of the changes and risks/issues arising for consideration and awareness, and support for resolution.

2. BACKGROUND
On 9th September 2024, significant reforms were legislated to the death certification process in England and Wales by the UK Government. These reforms included the requirement for any deaths not investigated by a coroner to be independently reviewed by a Medical Examiner to ensure consistent scrutiny. 

The Medical Examiner Service for Wales (MES) provides independent scrutiny of all deaths that occur in Wales, not referred directly for investigation to His Majesty’s Coroner, for which a doctor who attended during life is now able to certify the death using the Medical Certificate of Cause of Death (MCCD). It aims to strengthen safeguards for the public, improve the quality and accuracy of death certification, as well as avoid unnecessary distress for the bereaved.

Previously, there was no scrutiny of any death where a Medical Certificate of Cause of Death (MCCD) was completed. While this meant the clinician could complete paperwork quickly without oversight, this meant that numerous reviews into death certification (e.g. Shipman, Mid Staffs, Morecombe Bay, Gosport) concluded that there was insufficient scrutiny of death. In addition to this, Stage 1 Mortality Reviews are undertaken in Wales to identify cases that require a Stage 2 review, but these are only done for people who die in acute hospitals and are not necessarily done consistently, systematically or independently and Case records are not routinely reviewed for those who die outside of an acute hospital (around 50% of all deaths). Some studies (e.g. Mid Staffs, ME Pilots) suggest around 20% of stated case of death on MCCD not consistent with medical records 45% of all MCCDs submitted fail to meet minimally acceptable standards (DHSC Impact Assessment quoted study). Wales audit shows around 20% unable to be registered (Dec 19).

Prior to 9th September 2024, SBUHB began testing this new process via the Care After Death Service. This began in 2021, and by February 2023 all inpatient hospital deaths were subject to the new process. In addition limited Primary Care deaths were also being tested, throughout 2024. This process worked well, with no major issues or delays.

Since 9th September 2024, when the processes became statutory, there were a number of changes that came into force that had not been previously considered or accounted for during the pre-statutory testing, and as a result several issues have arisen nationally.  The main concern was around length of time it is taking for death certification (> 15 days) and delays in release of deceased, impacting mortuary capacity. 

SBUHB are working collaboratively with both Primary & Secondary Care, MES, Coroner, Local authorities and Welsh Government to implement and hasten the new processes. There is a Task & Finish Group now set up, chaired by Welsh Government, to address the delays and issues with death certification. As part of this, there will be guidance issued around roles and responsibilities for all parties involved, guidelines for clinicians and also written information for bereaved families, and an aim to alter processes and ‘re-launch’.

3. GOVERNANCE AND RISK ISSUES

Actions already taken at SBUHB prior to ‘re-launch’:
Prior to the implementation of the statutory changes, action was taken within the health board to prepare for the death certification reforms:
1. Dedicated office spaces are provided for clinicians in all hospital sites to complete the relevant paperwork, with face to face support from the Care After Death (CAD) Team, who are fully appraised of all processes and procedures and available to advise doctors. The Team are the interface between the clinician and the Medical Examiner to ensure timely and efficient planning and completion of all necessary paperwork, as well support and advise the bereaved families.

2. The Care After Death Team are available to support in person, Monday – Friday 7.00am – 6.00pm, Saturdays 8.00am – 12.00pm and out of hours by telephone if needed. The team can attend and support at any time, particularly if there is an urgent requirement, and all clinicians in both Primary and Secondary care have been made aware of how to contact the team. There is also a dedicated ‘helpline’ for Primary Care doctors during working hours should they need support.

3. Process maps, flowcharts and posters have been designed to support clinicians and have been distributed to all practices in SBUHB primary care, as well as provided to the district nursing teams for information purposes. This was presented to the Local Medical Committee and was well received.

4. Webinar held in October 2024 with the Royal College of General Practitioners in Wales and presentation shared widely.

5. Communications have been distributed throughout the HB from the Medical Directors, and clinicians have been encouraged to use the Care After Death Team for support.

6. Approximately half of the practices in SBUHB primary care have had face to face training and discussions with the Care After Death Manager on the changes and what is expected.

7. Face to face training has also been provided in secondary care, with consultants and juniors across all specialities, and is repeated at each rotation / induction.

8. Work ongoing to provide a ‘You tube’ guide for doctors

9. Training is also delivered annually to Swansea University Medical Students to prepare them as incoming clinicians.


10.  Developed a SBUHB QR code / Proposed Cause Death form-	SBUHB have used a ‘pro forma’ system QR code since 2023 for doctors to notify the MES of their proposed Cause of Death. This is supported by the Care After Death Team and approximately 60-70% of all clinicians use this form/process. All clinicians are provided with the link to the pro forma, which gives the Care After Death Service oversight and allows for greater support for clinicians and the bereaved- this has been well received.

11. Secondary Care- The Medical Examiner is notified of all deaths in secondary care (all sites) twice daily at 7.30am & 12.30pm. This is managed by the Care After Death Team to ensure no death is missed. The Medical Examiner is also notified if there is an urgent need for death certification for faith (or other) reasons.

12. Primary Care- Each practice notifies the Medical Examiner individually as soon after death as possible - same day or day after during the week.

13. Secondary Care- Medical Care records are scanned and uploaded to a secure shared portal within 24 hours of the death across 7 days.

14. Primary Care- MES has access to some practice databases. In others the individual practices provide the last 10 contacts to the ME Service and any ad-hoc information required as soon as possible.

Despite these measures and the SBUHB model working well, these measures did not mitigate the delays that occurred. Since October 2024, there have been delays in death certification across all parts of the process. Some of the contributory factors include:
· High volumes of deaths during the winter months.
· Capacity of the Care After Death Team. The team currently has a gap of 1.6 WTE [whole time equivalent]. The full-time vacancy was filled in April 2025 and the successful candidate completing the final checks before taking up post, while the part-time role is now out to advert. However, given the demand, the service would benefit from an additional 1WTE which would also provide stability for periods of sickness or annual leave, and funding has been provided by Welsh Government for this.  
· Medical Examiner Service for Wales overwhelmed with the change since September 2024 (Average length of time for their part to be complete review is currently 7-9 days, compared to the 2-4 days before the change was brought in)
· Limited Availability of Doctors to complete Paperwork (Multifactorial- leave, ward pressures, financial impact, law change around Foundation 1 doctors). The new mandated law requires the doctors to be fully registered, Foundation 1 doctors are not fully registered and can only undertake the task on their second year when they become Foundation 2’s.

In an attempt to mitigate these issues, a number of actions have been taken:
· Band 8A (Care After Death Service Manager) & Band 6 (Care After Death Service Support Lead) taking on the duties of the Band 4 role, in addition to their own, to alleviate pressures
· Limiting number of CAD staff on leave at any one time
· CAD manager & Executive Medical Director/Deputy Medical Director part of Welsh Government working group to address delays as this is a national issue- guidance to be issued soon and a re-launch being worked on. New processes and implementation to be planned and rolled out when ready
· Morriston Service Group Medical Director is aware as this with the highest volume of deaths on this site. However, CAD is working with all Service Group Medical Directors, Clinical Directors (CDs) and Consultants to escalate and control issues, but Service is still slow.

Risks and Issues

	Risk and Issues
	Mitigation plans

	Delays in death certification have led to complaints and distress for bereaved families.

	Revision of SBUHB processes, in line with new national guidance being released. MES & Coroner will also be revising processes to become more timely. ‘Re-launch’ planned and SBUHB specific plan already being developed.

	Delays in death certification has led to Mortuary capacity being overwhelmed, and transfer of deceased between mortuary sites has been necessary

	Revision of SBUHB processes for when transfer of deceased is needed and introduction of a collection document in lieu of the death certificate for funeral directors, to ensure condition of the deceased is optimal and dignified and also ensure safe and timely early release. 

	CAD Service overwhelmed, service delivery becoming inequitable and unmanageable
	1WTE recently appointed, recruitment for 0.6 WTE underway, and the service would benefit from another 1 WTE. Funding has been identified for the same. 

	Ensuring clinicians are discharging their legal responsibilities and signing MCCD’s on time
	Revision of SBUHB processes, in line with new national guidance being released. MES & Coroner will also be revising processes to become more timely. ‘Re-launch’ planned and SBUHB specific plan already being developed- engagement and communication for clinicians will need to be robust



The risks and issues are not unique to the health board, with others experiencing similar concerns. However, the CAD, the Executive Medical Director and Executive Director for Allied Health Professionals and Health Science recognise the impact the delays are having on families within Swansea Bay at what is already an upsetting time. As such, the CAD team will report on a quarterly basis to the Quality and Safety group until all the issues and risks are mitigated and the national process implemented fully and successful. 




4.  FINANCIAL IMPLICATIONS

Additional 1 WTE Band 4 CAD officer will be recruited to this post via funding from Welsh Government.

5.  RECOMMENDATION
Members are asked to:
· ACKNOWLEDGE the progress made by the health board to implement the new death certification guidance prior to its legislated implementation in September 2024; 
· ACKNOWLEDGE following the formal implementation of the statutory changes in September 2024, delays in the death certification process have been identified across Wales;
· ACKNOWLEDGE the delays to death certification process have led to complaints and distress for bereaved families.;
· TAKE ASSURANCE  from the mitigation plans that have been put in place by the Care After Death Team in the interim while the issues are addressed on a national level through Welsh Government;
· TAKE ASSURANCE that the Swansea Bay processes will be reviewed and plans drawn up once the revised guidance is issued from Welsh Government; 
· AGREE to the quarterly reporting to the Quality and Safety Group until the risk and issues are mitigated.





	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☐
	
	Co-Production and Health Literacy
	☐
	
	Digitally Enabled Health and Wellbeing
	☐
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☒
	
	Excellent Staff
	☒
	
	Digitally Enabled Care
	☐
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☐
	
	Safe Care
	☒
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☐
	Quality, Safety and Patient Experience

	Improvements are needed to ensure the HB discharges it’s legal duties, works collaboratively with all parties involved in the process, minimise distress for the bereaved and offer them equitable and suitable support, as well as ensure the care of the deceased is of a high standard and dignified.

	Financial Implications

	Additional 1 WTE Band 4 CAD officer would be welcome (there is funding available from Welsh Government for this so no additional funding required)

	Legal Implications (including equality and diversity assessment)

	Laws apply to doctors when a patient dies and there are continued responsibilities to the deceased and their families. Doctors must act in accordance with these laws and do so without unnecessary delay as set out in the principles of General Medical Council (GMC) standards. Currently, these legal responsibilities are not occurring in a timely manner and there is no ownership of this.

	Staffing Implications

	Consideration will need to be given to CAD staffing as mentioned, and availability of clinicians will also need to be considered. 

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	The health board has a duty of care to the bereaved and the current delays at an already distressing time need to be addressed. The mitigating actions being put in place with support this work while the national guidance once ready will ensure a longer-term better experience for those who have lost a loved one. 

	Report History
	First report to the Quality and Safety Committee

	Appendices
	No appendices 
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