[image: ]Death Certification Central Hub Advice:
MCCD – Formulating a cause of death and acceptable wording and phrases

[bookmark: _GoBack]Points to remember
· 1a is caused by 1b which is caused by 1c

· Conditions in part 2 have to have CONTRIBUTED to death, not just be a list of all the comorbidities.

· Any operations during the admission or operations from a previous admission that have contributed to death will need discussion with the coroner’s office. An operation that has not contributed does not require discussion with the coroner’s office.

· An OGD, chest drain, PEG, ERCP, stents, PPM insertion, angioplasty or external ventricular drain for symptomatic relief does not require a blanket referral, but does require referral if complications arose.  These procedures should be recorded on the cremation form as operations undertaken in the last 12 months.

· Any operations / complications, no matter how long ago, that are related to death need to be reported to the coroner.

· Any COPD / Emphysema / lung cancer cases please try & establish an occupation & if relevant discuss with the coroner’s office (miner, fireman, furnace worker etc)

· Pulmonary fibrosis, Tuberculosis, Extrinsic allergic alveolitis or Cryptogenic fibrosising alveolitis – establish the occupation or – if not related to the condition e.g. waitress, accountant (check respiratory letters) then record as ‘Pulmonary fibrosis / Tuberculosis / Extrinsic allergic alveolitis / Cryptogenic fibrosising alveolitis (non occupational)’.  NB Pulmonary fibrosis related to methotrexate or radiotherapy must be reported to the coroner if it is featured on the certificate.

· Sepsis is acceptable BUT it must be qualified with either the source of the infection e.g. chest infection, urine infection.  If the source is unclear it may be recorded as ‘sepsis of unknown aetiology’ but this will require a form A from the coroner’s office if in part 1 of the MCCD.  This also applies to cases when the bacterial agent is known e.g. 1a Escherichia coli septicaemia will still require the source of infection in 1b, or recorded as ‘of unknown aetiology’ with a 100A
NB Streptococcal septicaemia cases – the Registrar always requires a 100A

· Congestive cardiac failure, right ventricular failure and left ventricular failure are acceptable by the Registrar on its own (not heart failure), but please qualify with the underlying cause e.g. ischaemic heart disease, aortic stenosis where known. 

· Pulmonary oedema and ventricular tachycardia are acceptable in 1a but must be qualified with the disease or condition directly causing it in 1b.

· Please don’t write acute kidney injury as this will result in rejection at the registry office – please record as acute renal failure with a qualifying condition NB acute on chronic kidney disease may also be used

· Intracerebral haemorrhage – if there was a head injury / found on floor / fall & bump to the head, or the patient was on anticoagulation it should be reported to the Coroner’s office. If not, please record as ‘spontaneous’.  In cases where there was appropriate anticoagulation e.g. warfarin / NOAC this should be recognised in part 2 by recording the condition they were on anticoagulation for (treated) e.g. atrial fibrillation (treated), and obtaining HMC endorsement.

· Subdural haematoma requires referral to the coroner, even if there was no recent known trauma.

· Subarachnoid haemorrhage is acceptable on its own, unless there was preceding trauma.  If there is evidence of trauma the case should be reported to the coroner.

· Small bowel obstruction must either be qualified with a natural cause or if the natural cause is unknown recorded as ‘spontaneous’  - e.g. 1a small bowel obstruction 1b colon cancer or 1a spontaneous small bowel obstruction
NB if linked to adhesions for previous surgery and documented as 1a adhesional bowel obstruction 1b hiatus hernia (operated) this must be discussed with the coroner’s office irrespective of how long ago the surgery was.

· Ischaemic bowel is fine on its own as the underlying cause

· Bowel perforation – if the underlying cause is known e.g. sigmoid cancer, diverticular disease, then please qualify.  
If the underlying cause was a peptic or duodenal ulcer, coroner endorsement with a 100A will be required by the Registrar. HMC must be made aware of any recent use of NSAIDS in these cases.  
If it is not known ‘spontaneous perforation of intra-abdominal viscus’ or ‘spontaneous bowel perforation’ may be used, but the coroner must endorse this with a form 100A.  
In cases where the perforation is due to constipation it may be recorded as stercoral perforation of the bowel.  If the use of opiates was done without consideration of this effect the coroner should be made aware.  Nursing home or patients who should have their bowels monitored regularly should also be notified to HMC in this instance.

· Gastrointestinal haemorrhage – this will require a 100A from a coroner.  If the cause was unknown please record as spontaneous gastrointestinal haemorrhage (still needs HMC endorsement).  If the cause was due to a ulcer please record this in 1b but this will still require endorsement from HMC.  The use of gastric protection should be considered in these cases.  

· Neutropenic sepsis following and linked to recent chemo therapy must be discussed with the coroner’s office.

· Please don’t write probable or possible or likely on a certificate, if there is a clinical or radiological diagnosis this is sufficient for ‘to the best of your knowledge and belief’

· Only attending the patient at a cardiac arrest is not sufficient to have ‘been seen alive by the attending doctor’

· ONLY use Old age if the patient is over 82 years of age and there is a documented deterioration over a significant period, and all other causes for frailty can be excluded (see below)

· If using frailty or frailty syndrome, make sure it is qualified e.g. frailty syndrome due to dementia, old age and frailty – if someone is frail because they are dying of another cause e.g. malignancy don’t add it as a stand-alone condition in part 2

· Aspirtaion pneumonia is fine, but it needs qualifying with old age, dementia, Parkinson’s etc. (cause of the dysphagia).  If the cause is choking this requires HMC referral

· Historical trauma – if it has contributed to the death it should be reported.  Even if it was 20 years ago e.g. 1a pneumonia 1b frailty and immobility 1c traumatic brain injury in 1977 due to road traffic accident

· Dementia – where possible determine the type or cause of the dementia e.g. Dementia in Parkinson’s disease, Alzheimer’s disease, vascular dementia. If the cause is unknown or there is a diagnosis of ‘senile dementia’ and the patient is under the age of 70 the Registrar will require a coroner 100A.

· Chest infection on its own in part 1 is acceptable, but only if the deceased is over 70 years of age. Always consider the other co-morbidities and sequential events that led to the terminal chest infection.

· Atrial fibrillation as the underlying cause of death is will require coroner endorsement with a 100A in order to be accepted by the Registrar e.g. 1a Ischaemic stroke 1b Atrial fibrillation

· Hypertension as the underlying cause of death is will require coroner endorsement with a 100A in order to be accepted by the Registrar e.g. 1a Haemorrhagic stroke 1b hypertension.  Heart failure cause by hypertension should be recorded as hypertensive heart disease.

· Cerebral Palsy or other acquired birth defects relating to death requires referral to the coroner.

· Bladder cancer cases, please try & establish an occupation & if relevant discuss with the coroner’s office (Occupatins involving contact with diesel, industrial chemicals or dye preparations)

· Cellulitis in part 1 requires qualification e.g. 1a sepsis, 1b cellulitis of the left leg 1c Diabetic foot ulcer, if it can not be qualified a coroner 100A will be required by the Registrar.

· Any death that references a pressure sore on the MCCD must be reported to the coroner

· Clostridium difficile is acceptable on the MCCD, but consideration to recent excessive antibiotic use should be considered.

· Gastro-enteritis is acceptable but the Registrar will require a form 100A from the coroner.

· Fractures: if the fracture is recorded on the cause of death it should be determined if it was osteoporotic or pathological and recorded as such – ‘fractured humorous’ on its own will not be accepted by the Registrar. Pathological fractures are acceptable if there is no history of trauma. Most osteoporotic fractures are because of some trauma, even minor events, and should be reported to a coroner in the first instance.

· Heart attack is not acceptable – please use myocardial infarction and qualify with ischaemic heart disease, valvular heart disease, hypertensive heart disease etc. as appropriate. Myocardial infarction due to drug use (cocaine or steroid use) must be reported to the coroner.

· Hypoxic brain injury is acceptable in 1a provided it is qualified in 1b by an natural case or disease e.g. 1a hypoxic brain injury, 1b cardiac arrest due to myocardial infarction 1c ischaemic heart disease

· Hepatitis – the Registrar requires a coroner 100A e.g. 1a Hepatocellular carcinoma 1b Hepatitis B infection.

· Dehydration, malnutrition or self-neglect are not acceptable on the MCCD.  If these conditions are felt to be the cause of death the case should be reported to the coroner. 

· Lewy body dementia, multiple sclerosis, myalgic encephalomyelitis and Parkinson’s disease are acceptable on a certificate, but multi system atrophy is not.

· Death due to silicosis, pneumoconiosis, asbestosis, mesothelioma all require coroner referral
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