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Indemnity

 What does it mean?
e MDOs

 Your hospital indemnifies you ( for what ??)



Indemnity
« MONEY- who pays if you get sued?
« Employer Indemnified- what does that mean?

* Hospital can also assist in Coronial process for
most of of you (Level 1 SS, employees)

« AHPRA /HCCC Complaint
* Hospital/LHD investigations



Insurance

« Appropriate cover for the work that you do
From you MDO

le employee, SS , VMO, Locum.

Zero hours VMO

Private hospital work , differs depending on which hospital

Working interstate ,different Health Dept have different
cover .

Always check your contract.
Changing MDOs , retro date, run off cover (ROCS)



Tort reform impact on the frequency of claims

A number of minor claims have now been removed

Significant medico-legal resources being siphoned into disciplinary matters
AHPRA receiving more patient complaints

Better communication required at point of consultation to minimise adverse
Impact on the scarcest of your resources — TIME!



Recent medical indemnity history

* Insurance crisis in early 2000s. HIH and UMP collapsed. MI|
subscriptions were becoming unsustainable

 Australia-wide tort reform introduced — this made it more
difficult for patients to initiate claims and be successful

 However increase in the ways health practitioners are
‘targeted’ through complaints to the Medical and Dental
Boards and various complaint entities throughout Australia

« MDOs concentrates considerable resources in assisting
members with these matters

« Complaints can be avoided and / or be better managed



Cover for possible claims made against you

Healthcare compensation cover

indemnifies you for any claims made against you that
arise from healthcare incidents and for approved defence costs

Important things to remember:

Medical Board registration requires appropriate indemnity
always confirm your indemnity arrangements in writing

Make sure you are in the correct category

claims can be made against members in private or public
practice

« public hospital employees are usually covered for negligence
under the hospital’'s medical / professional indemnity policy



What Is the personal / professional
risk?
The risk has the potential to affect your:

conditions of practice
ability to practice
reputation

standing

Risks stem from:

« complaints and allegations regarding your practice and clinical
performance

« complaints and allegations regarding your behaviour

 Investigations into your practice and/or your behaviour and/or
your health



What Is personal / professional
rsk?
Following complaints made by:

a patient, a member of their family or an advocate
a colleague,

your hospital or employer

an organisation

To:

an administrative body
a disciplinary body

a regulatory entity
other professional body



Complaints

Many complaints are unrelated to adverse
medical outcome

Perception of poor service

Attitude and manner of the staff
Inappropriate criticism of the role of others
Don’t promise what you can’t deliver



Communication

* Hospitals can be stressful places for the sick and
their families

 Introduce yourself
« EXxplain your role in the situation

« Simple strategies help decrease that stress and
this results in less complaints



Adverse Incidents

« Happen all the time, it is how they are dealt with
that seems to be a critical factor in to what
happens next.

« Let me first outline all the many different
complaint situations that can involve you as a
hospital doctor



Case study- clexane incident

« Patient in ED on Friday evening

« History of multiple PE now with dysphagia, on
clexane for gastric biopsy the following Monday.

« Documented in the notes that “clexane is to be
ceased on the day of the procedure”

 Not sure who made the error but the clexane iIs
withheld from the Friday night ,ward RMO or
nurse ?

« Was restarted on the Tuesday but too late
* Died later that week PE



IMMS incident management system

SAC severity assessment category ( this case
level 1

RCA ( or less severe London protocol)
Similar processes in other states

RCA Is an enquiry of process, should be
confidential, but often released.

Treat an RCA interview seriously even Iif the
reviewers just want to talk to you quickly!



RCA vs Hospital Investigation

 If an RCA finds that a particular person is at fault
the matter is referred to the Director of Medical
Services for investigation

 |f severe enough action can be taken while
being investigated Ie suspension, taken off on
call roster

« Always review the notes before attending and
Interview, take a support person with you

« Senior consultant , ASMOF, AMA , MDO, lawyer



Outcome of hospital investigations

« Can have serious implications for future work
« Referral to HCCC
 Name on the Service Check Register

« Some LHD put names on the SCR before the
matter Is investigated, while legally not incorrect,
can cause major problems even if the HCCC
have found no fault

 Dr S — a cautionary tale



HCCC

« Can be to the hospital or to you individually

 |f hospital , the hospital responds but may ask
for information from you to do so

 |f addressed to you individually , you must
respond , always get help

* In NSW all complaints to the HCCC are
considered jointly with the NSW Medical Councll

* |f investigation is required the HCCC keeps It,
the most severe outcome is prosecution before
NCAT ( Medical Tribunal)



NSW Medical Council

Three pathways

Health or Impairment
Performance
Conduct

Conduct interviews, Counseling Interviews,
Impairment Review Panels, Performance Interviews-
Medical Support

Section 150 Hearing with in 7 days of the complaint
— Legal support, has the power to impose conditions
while waiting for HCCC Investigative process



Understand the Board’s objectives
Understand your risk

« Health practitioner regulation is ‘national law’
 AHPRA - Australian Health Practitioner Regulation Agency

Objectives of the ‘national law’ in relation to a complaint
notification...

Provide for protection of the public by ensuring that only
practitioners who are suitably trained and qualified to practice in a
competent and ethical manner are registered

Guiding principle

Restrictions / conditions on practice to be imposed only if
necessary to ensure health services are provided safely and are
of appropriate quality

Conditions can however be imposed immediately



Understand the Board’s regulation
Understand your risk

« Codes and guidelines articulating expectations:

Code of Conduct : Good Medical Practice for Doctors In
Australia
* Investigations of notifications (complaints about you)

Protective jurisdiction

Notifications can be made by patients, their families, your
employer, other health professionals and health complaint
entities and yourself

« Mandatory notifications
« Voluntary notifications (majority)

The word notification is deliberate and reflects that a Board is not a complaints resolution authority



Mandatory reporting obligation

Section 140 of the National Law requires that a registered health
practitioner must

notify the Board if, in the course of practising their profession, they form a

reasonable belief that another registered health practitioner has behaved In
a way that constitutes ‘notifiable conduct’.

Notifiable conduct is defined as when a practitioner has:
1. practised the profession while intoxicated by alcohol or drugs, or
2. engaged in sexual misconduct in connection with their profession, or

3. placed the public at risk of substantial harm in their practice because they
have an impairment, or

4. placed the public at risk of harm during their practice because of a
significant
departure from professional standards.



Mandatory notifications

Grounds

M Standards
¥ Impairment
W Sexual

Misconduct
“ Drugs/Alcohol



Actions of the Board

* No further action

e Caution

* Reprimand

« Impose conditions

« Refer to a health panel

« Refer to performance and professional standards
 Panel

 Refer to a tribunal



Strategies to avoid complaints

Better communication at the point of consultation

Informed consent / honesty — don'’t raise false expectations

Do not practice beyond your training, experience and skills - ASK
Remember the Board’s Codes of Conduct

Utilise open disclosure

Prompt notification to MDO of an adverse or unexpected adverse outcome,
complaint, claim or investigation (a policy condition)

Be totally candid, properly reflect & take their advice

Mitigate the situation
Do not escalate



How to mitigate complaints
Do’s and Don'ts

Don’t respond to a complaint yourself
Do keep good medical records
Do consult MDO or Head of Dept in the first instance
Do work with the patient to mitigate an adverse sequelae
Do show insight into the issues raised
Do demonstrate steps have been taken to ensure this won't
happen again
In the event of a Board notification:
do cooperate with Board personnel
don’t adopt defensive or aggressive behaviour.
don’t blame.

Do start with and end with credibility —be professional
Consider “what is in the best interests of my patient?”



How to Prepare for a Panel or
Investigation

« Appropriate dress, manner and attitude

« Can be appropriate to bring support
documentation, a reference letter, record of
continuing education

 Letters of reference are only useful if they are In
context , useful If writing these for others too.

« Showing insight is invaluable, acknowledge what
happened and reflect on what can be improved



Disputes or employment related
Issues with your hospital / employer

Strategies

* Follow your employment protocols and employment
contractual conditions

« Be mindful of workplace health and safety
requirements regarding appropriate behaviour

« Training issues

« AMA , ASMOF, College can be useful for help as
well



Other complaint entities /
authorities

notifications to AHPRA (Medical Board/HCCC)

disputes or employment related issues with your hospital/employer
Coronial Inquests

Investigations and prosecutions by State/Territory drugs & poisons units
complaints to disability, privacy, equal opportunity bodies

billing investigations by Medicare, motor & workers comp authorities

Follow your employment protocols and employment contractual conditions

Be mindful of workplace health and safety requirements regarding
appropriate behaviour, particular reference to bullying

AMA , ASMOF, College

Take all these actions and investigations seriously
Take mitigating action, do not escalate with any ‘counter attacks’

Not for refund of fees, fines, civil or criminal penalty



Professional

Managing health records

Informed consent

Duty to follow up

Personal

Your physical and mental
wellbeing



Health practitioners have ethical, moral and legal obligations to
maintain an accurate current record of healthcare treatment

Health practitioners are bound by a code of conduct concerning
the management of health records in Australia

Understand your employer or hospital procedures in managing
patient records



Good Medical Practice for Docters'in

Australia — Medical Board

8.4 Medical Records

Health Practitioner
Regulation Agency

Maintaining clear and accurate medical
records is essential for the continuing
good care of a patient. Good medical
practice involves:

8.4.1 Keeping accurate, up to date and
legible records that capture relevant
details of the clinical history, clinical
findings, investigations, information
given to patients, medication and other
management details.

8.4.2 Ensuring that medical records are
held securely and are not subject to
unauthorised access.

8.4.3 Ensuring that your medical
records show respect for your patients
and do not include demeaning or
derogatory remarks.



8.4.4 Ensuring that records are sufficient to
facilitate continuity of patient

N
/ \ care.
% 8.4.5 Making records at the time of the
events, or as soon as possible
afterwards.
8.4.6 Recognising patients’ right to access

information contained in their medical
records and facilitating that access.

Aus’rrc:llon
Health PFOCTITIOHQF 8.4.7 Promptly facilitating the transfer of

R lati A health information when requested
qu e g@ﬂC)’ by the patients.

AHPRA will use this code as the standard
against which your professional conduct
(including record management) will be

www.medicalboard.gov.au
measured by the Board..

» Codes and Guidelines

> Go to Good Medical Practice
> 8.4 Medical Records




Healthcare records are fundamental in determining the strength of allegations of
sub optimal care during a negligence complaint or claim

In the event of an adverse outcome, patient records may be sought by the patient
and/or solicitor . Patient records may be used to gauge the performance of the
practitioner and/or support a negligence claim

Current legislation in NSW allows patients, to have a copy of their medical
records , so be mindful.



Medical records are critical during:
Complaints or civil claims against you or your hospital
Coroner’s Court inquests involving you/the hospital

investigation into your professional standing by AHPRA/Medical Board, Medicare ,
Drugs & Poisons or any other regulatory or complaints body



As a medical defence organisation, MIPS emphasises that medical records should, as
a minimum;

be legible, electronic ED records have helped this
show clinical history

show clinical findings (tests/investigations)

record advice provided

record examination performed

record management plan

contain details of informed consent

list drugs prescribed, and

contain your protocol for referral or follow up on other investigations/tests or
treatment



Do not alter records.

If you must add something, date the addition.

How a Court might sum up the situation several years post consultation:

If it is not in your notes, you didn’t think of it

If you didn’t write it down, you didn’t think of it

“Records may be the only source of truth...”



In reality, doctors and particularly junior doctors, are likely to only spend a short time
with patients and less time building doctor-patient relationship. Therefore patient
records should;

be legible

Utilize the electronic records properly

identify treating doctor, problems with staying logged on, others using your login
contain date of treatment

be adequate for handover

state findings

list different treatment plans offered

record consent process



Confidentiality

All information divulged in a doctor-patient relationship is confidential — this applies to
all medical records (ethical).

Privacy

Privacy Law - National Privacy Act 1988 Updated Mar 2014 - applies to all health
service providers and compliance is necessary.

13 Australian Privacy Principles
www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles

Follow your hospital procedures


http://www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles
http://www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles
http://www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles
http://www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles
http://www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles
http://www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles
http://www.oaic.gov.au/privacy/privacy-act/australian-privacy-principles

Only access records for an appropriate medical reason (not because they are a
famous celebrity)

Do not give out information or records without consent

Consent is provided by the patient or signed authority, this can either be a formal
letter or other legally enforceable document

You must view consenting documentation, to ensure it meets basic requirements

If record disclosure is compelled by law (Coroner, Centrelink, Police), discuss and co-
operate

Police request for notes can need patient consent , so always check before giving
police records. Example patient seen after assault in ED



www.privacy.com.au/fag/health

Family breakups can be difficult scenarios for doctors. There are issues of
custody, consent and records to consider

As a general rule, either parent is entitled to details unless there is precluded by
Court Orders.

Always seek the assistance of your supervisor, employer, hospital or MDO when
you are unsure of a privacy issue


http://www.privacy.com.au/faq/health

Good Medical Practice Code for Doctors in Australia: 3 Working with Patients

3.5 Informed consent

A person’s voluntary decision about medical care that is made with knowledge and
understanding of the benefits and risks involved.

Technically/legally you should not touch the patient without consent (patient autonomy) -
could be battery or criminal assault — this is rare.

Chaperone

A suitable warning and explanation should be provided of your intentions regarding
examination and investigations

Lack of informed consent or failure to warn where there is a poor or adverse outcomes
can be a cause of negligent medical advice cases — commonly added in medical
negligence cases



Can be oral, written or implied

You should confirm that consent
has been given

Written consent is preferable for
major procedures

Ultimately responsibility for
obtaining consent lies with the
clinician in charge of the treatment

Patients can refuse treatment
and/or withdraw consent




Consent — Duty to warn

I YA

NFoRMED CENr

- Explain the broad nature and
effects of the treatment which
must include information about
“material risks”

\l
) - Atlaw, a “material risk” is one that

in the patient’s particular position,
if warned of the risk, the patient
would be likely to attach
significance to it. That is, they may
change their view about the
treatment and may not proceed

- Private practice — there may be a
requirement for informed financial
consent



An emergency — proportionate to the patient’s needs

Valid advance directive or refusal of treatment certificate

Blood alcohol testing after MVA

Compulsory exams and treatment for sexually transmitted disease

Under relevant mental health legislation



Dr Rogers an ophthalmologist found negligent by the High Court when he
failed to warn a patient of a 1 in 14,000 chance that she may develop
sympathetic ophthalmia and blindness.

Almost totally blind in her right eye, due to an accident at the age of 9.
Despite the injury she had lived a substantially normal life .

She was advised that surgery on her injured eye would not only improve the
its appearance but would probably restore some sight to it.

In the end the patient lost all sight in her left eye and there was no restoration
of sight in her right eye

At no stage was the patient warned of this complication. It was alleged that
Rogers had a duty to inform the patient of the risk as the patient would not
have agreed to the procedure had she known of the risk to her left eye.



colonoscopy — perforation

knee/hip replacements — infection, product failures, foot drop
breast implants - infection, leakage

Sterilisation — failure rate

high incidence in regard to plastic surgery and cosmetic procedure —
“‘unsatisfactory result”

Adverse outcomes of ED procedures



Typical allegations made in f
cases

*  No consent obtained
< process of obtaining consent was p
< complication not mentioned
- alleged experimental nature
- alternative treatment not offered




The Code of Conduct does not provide guidelines on follow up but there is clear medico-
legal precedent and requirement for follow up.

Your duty of care to following up:

Where abnormal or clinically significant results are anticipated or found including

Where normal results are received that do not assist diagnosis of an illness that leads to
damage that could have been prevented if further tests should have been undertaken to
allow earlier diagnosis and treatment



The courts have determined that the duty of care owed to patients extends to:

following up the information (results are expected)

making reasonable attempts to contact patients for follow up of clinically significant or
abnormal test results (or normal test results in the presence of other clinical indicators of
a serious disease process)

Differences in policy may exist in your hospital, however the fundamental legal concept
applies to all. Follow hospital protocols



Have your recommendations been followed?

Fine balance between respecting patient autonomy and the principle of beneficence
(patients interest come first and role of doctor is to further those interests — noting
patient autonomy and right of self determination)

A number of adverse outcomes to patients may be preventable by doctors instigating
proper follow up systems , difficult in ED

Your are not likely to see patient again
Document clearly details of follow up

Case Dr M failure to alert patient to the need to follow up lung mass



Physical and mental wellbeing

A health setback may be a major
setback to your career

Be aware of the personal risks:

«  The pressures on junior doctors
«  Performance problems

+ Drugs and alcohol

- Social and professional isolation

And take time out to relax.



You have a duty to also look after yourself
Never do it all yourself; seek assistance

Note Code of conduct references at 9 Ensuring doctors’ health and mandatory
reporting requirement of employers & colleagues if the public is at risk

Seek assistance , supervision, help, guidance and support when you require it
Create a work, rest and play balance
See your own GP as needed

Do not treat yourself or your family and friends



Death — The Final
Complication

Dr Margaret Daley
March 2016
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Workshop discussion

= Providing information to the Coro
= What happens at an inquest?
= Assistance MDO can provide
= Risk management aspects
= Your responsibilities

= Death Certificates

= What is a Reportable Dea

= The role of the Coroner




Your responsibilities

Good Medical Practice:
A Code of Conduct
for Doctors in Australia

Thia code was endovsed by o Austatian Stale and Tamitory
‘madicel bosrds and e Avsiralan Medce! Councll, it hes bean
adopied by the Medical Soad of Ausiiin afler iNOr SN

Good Medical Practice: A Code of
Conduct for Doctors in Australia

3.12. End of life care

3.12.10 Communicating bad news
to patients and their families in the
most appropriate way and providing
support for them while they deal with
this information.

3.12.11 When your patient dies,
being willing to explain to the best of
your knowledge, the circumstances
of the death to appropriate members
of the family and carers, unless you
know the patient would have
objected.



Code of conduct continued

Good Medical Practice: A
Code of Conduct for Doctors
in Australia

8.8 Medical reports,
certificates and giving
evidence

- community trust in you,
given authority to sign
documents such as death
certificates

- complete honestly and
accurately, verify the
content, opinions to the best
of your knowledge

Your code of conduct.

Good Medical Practice:
A Code of Conduct
for Doctors in Australia

————————EE

Meciico] )
Board of
Ausstralia

This code was encorsod by of Austraion Sinlo and Tamitony
Maticad b OB B e Auatuban Modica Council, If has Bon
adapied by the Medkcal Soaxs of Ausinsii afler minor mvisions

=& :\:,'\‘.:



Note your local rules but
generally the steps are:

1. Verifying life extinct
2. Issuing Medical Certificate of

3. Cremation certificate

1. Obtaining a burial or cre

2. Registering the death is




www.bdm.nsw.gov.au/bdm-mcd.html

Isw.gov.au/resources/ MCCD-sample-Nov2014.pdf - Windows Internet Explorer

&) http:/fwwv.bdm.nsw.gov.au/resources/MCCD-sal D j || XK g Medical Certificate Caus... | g nsw.gov.au
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The new Medical Certificate Cause of Death (MCCD) took effect from 8 Dec 2014.

>
|
ol

Fle Edt Goto Favorites Help

Wik | Registry of Births STATUTORY REQUIREMENTS
NSy | Deaths & Marriages e [Dune Droms
TR Justica 1955
: Fr —— St 5 Nl f bk bk
Faciliy: o
roonean GSveaaa parion e e s Wi 56 no St e SesE
& Fraren T .
IcA i o e, o o
MEDICAL CERTIFICATE — ,m,.dmz.w.m,mqm
OF CAUSE OF DEATH Lo e
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE @ fowever, & dooor need nm sweunmunda’ﬂls ‘seotion #:
<.] b Aot s G
New South Wales o s et
. . - ) pletiy
Births, Deaths and Marriages Registration Act, 1995 o pareon oy Seon 5 ot Coraners Aot 2008
i ifi 'CORONERS ACT 2009
Medical Certificate of Cause of Death S A 2000 o -
) -
Ger-ml Information: (a) the person died & volent or unnatural death,
undier Section 39 o o ]
twr'*-‘ i Death (MCCD). A penaky may apply 1) e peon ded e spomus o el srouriances
# 2 death is not reported within 48 hours of death. (@) the perzor ey b i e
fy the Registrar. Fleg M (the Registry) of a death ® v
sndkﬁecamsnlmi\daam This form must be L] :pemnémmlbemwhm il
+ complted by a regitered medical pracatonzr e person s 2 e g
* submitted 1o the Registry Mmurswimedm @ Aot 200 f At 1950.
* used in relation to a death of a person " proctiioner under o law of another State o @ Terrtory.
. o3 deam hat s o coroner nd 3 of @ e ' .
= s form. an anaesthetio, sedstive or other dru
= eraaied oo
Hyounsed smisarce o are e wheter report
Courduring T
Forer 7800 or Medicine ;
Duty Pathologist. You can aiso reer e i e ey e cher e e e
) whic coooping. o boor
for_health professionals il S T e S S
H under section 39 (1){b) of the BD&M Act, the issue of a MCCD must be deferred, 2 nofics of intention to sign such & whiein, or tes y o o places o wrich
gistry oA 2} ot 1999,
the name of the i date of death, place of death, 2 fockeup,
cause. ambe ofthe docior S Erorerin oot or e o pamogh 9, o g o bin it n
d . the cause of A ofthe H ‘f,mm"’;pmmmmm.ﬁmpwmps_’% e e ST I,
S g
desth are compied. s defned a3 the disesse or b3 =
injury which iniited the ehain of events leading directly w esth. o
el rislngen
5 fefpeeiigeantt - Ghicien, oo
Was the decsased of Aboriginal or Torres Strait Island origin? El o S i -
P i e of desths. E man‘ngFalexlClmund'vmmnnnjﬂ.r4ﬂﬁ\dﬁm|hepernda|5yeunmmrdmnlypm@drvﬁeDllidx
; : plaeonrh @ - o
v 8 b H e ETeTy
] m’ :d'buuﬁ  house. - - e
Gorrct procedur o reporig he e of st~ Bat Thees a § Sommbedghens . -
Where  chsin of svents s in svidence, cersication s made by sting the cisesse or condifon leading irecty to the : %
death in line (a) of Part Thvee of e oot followed by, on s b) (0 (). the antoedent causes. I3 crticate independentlyin the sommunty.
is completed correcty, the underly Three, and the m
s, if any. which arose as = conseque em:snltmsund!ﬂqu :nrdrmn should appear above #t one conditien | © ; gy -
n each fine. in asoending order of pasal sequence. A " iy el e creion
ot om it cin | B TR
‘which h: ed influsnced um wur!ecﬂn‘vemulbbd process. In the case of an ; @
frenar = of e cinin et te pereen:
recarded n & 12 (@, (l] was aged 72 years old or okder, and
® the i she defnition of
Sestion 38(2) - Deaths over 72 years of age - Part one reporisble death in s2cbon B 1) or in seobon 25 or 2+ (1), and.
1y be repe .d 72 years or older and ol % py
directly or indirectly, from d neck of femur ) Ame 2 - o i
or subdural haemrhage. you may cert [ i given, arelsive o o
V' 5ge (niess Sez Section 3621 @ ®
g e —
Privacy and disciosure af information H ‘” s sz
in this form and may be used for the Re s ® pob
website for more informason. weny bam.rw gov 2 o pomsBie ke the report s e .
Poscise s repor e
114 F500 Page1of4 1114 F500 Pagedofd

60SDI0HNS

ONLLIHM ON - NIDEYIN SNIONIS

Listart ‘ | ‘
i

ers

=

9:58 AM
20/01/2015



Case study
...sometimes things can be co

= Paediatric registrar on a weekend shi
= Boy aged 7 years referred from ED

Patient history
=  Splenectomy post MVA aged 4y
= Immunisation history unknown




Treatment

Paediatric registrar accepted the patient for interim
management on ward at 1800h as very busy on birth
suite and transfers. Vitals normal

Registrar checked on nurse caring for child but did not
actually see the patient as many other duties. SR kept
up to date

Night registrar started at 2000h and saw child

Also diagnosed viral gastro, bloods and IV



Qutcome

FBC at 2100h reported as 32. Still apyrexial

At ward round next morning, headache, mottled,
pyrexial and soon after had seizure

Resuscitated, intubated
Fixed and dilated pupils died a few hours later
Family demanding an inquest and wants answers

Would you report to the Coroner or complete a
MCCD, or both?



MCCauseD

Cause of death

I hereby certify that to the best of my knowledge and belief, the cause of death was as stated below:

| Disease or condition directly (g
leading to death"
Antecedent causes (b)

due to (or as a consequence of)

Morbid conditions, if any,
giving rise to the above cause,  (¢)

due to (or as a consequence of)

stating the underlying
condition last

due to (or as a consequence of)

due to (or as a consequence of)

Approximate interval
between onset and death

Years  Months Days

L]

(T 1]
(T 1]

(T 1]

I Other significant conditions
contributing to the death,
but not related to the
disease or condition causing it

L]

* This does not mean mode f dying, such as heart or respiratory failure; it means the diseass, injury or complication that caused death.

A Medical Certificate of Cause of
Death (MCCD) is the correct term
but is commonly referred to as a

death certificate.




All deceased people in Australia
have one

No legal requirement for you to
complete if you're not
comfortable doing so

HOWEVER you do have a legal and
moral duty to complete accurately
—these are very important legally

enforceable documents.



Complete MCCD only if....

v" You are ‘comfortabl

v You are a regis




MEDICAL HISTORY

Patient's Name*

Hom:

Sex: | Wﬂgm: e —

_ Height ___
Does your Bed-partner say you st~ breathing?
Do you snore?

Do you act out while dreaming?
Have you attended childbirth?
Do you plan to have your chlldren visit
Did your labor support person attend?
Do you wake up with a hoaaache.?

Do you stop breathing while you're asleep?

Does your Bed-partner say you snore.
Aane i Aad.nartnar £ay your 186gs move;

after birth?

= {jFE INSURANCE

Legal ramifications, such as an individual’s
life insurance

In some cases policies are of
significant value and give rise to
disputes,)

Family history

Personal records, dispute resolution
and historical importance

Statistical and public health purposes

International mortality statistics
(current certificate format designed
by WHO)

DVA entitlements for widows
Errors can lead to distress



Cause of death is especially important and should be

accurately and fully disclosed. An example:

I Disease or condition directly
leading to death"

Antecedent causes

Morbid conditions, if any,
giving rise to the above causa,
stating the underlying
condition last

Cause of death

| hereby certify that to the best of my knowledge and belief, the cause of death was as stated below:

) [

due to {or as a consequence of)

(D) ceveeeereeeeeeensessnsseeee s e s
due to {or as a consequence ofj

[C) oeeeverssensesesssssssssssssssssssssmsssssssssssssssmssmssssss s s
due to {or as a consequence of)

) ceeeeereeeeeeeesessssseeee e sess s s
due to (or as a consequence of)

Approximate interval
between onset and death

Years Months Days

I Other significant conditions
contributing to the death,
but not related to the
disease or condition causing it

* This does not mean mode of dying, such as heart or respiratory failure; it means the diseass, injury or complication that caused death.




Cause of death

*  When completing “cause of death “
*  What the patient died of, not the

*  Not symptoms or signs

*  Tryto be as specific as you ca

*  multi organ failure, confu
information

*  Otherwise you can be c




Q. Can | see the records?
A. Yes, it is recommended you access them before signing a certificate.

Q. Can you speak to other practitioners.
A. Yes this is also recommended, but not always practical

Q. How long can | take to decide?
A. In most states 48hrs.

Q. | haven’t seen the deceased when alive
A. There is no requirement except in ACT 3/12 and NSW 6/12.



Q. | haven’t seen the body...

A. There is no requirement if you have been treating the patient however it’s prudent to do so if
possible.

Q. I don’t know the exact cause of death although | know it was natural causes.
A. You must form an opinion as to the probable cause of death

Q. The deceased wasn’t my patient | have never seen them.

A. There is no requirement for you to have treated the person however extra care is required to
obtain the necessary evidence for you to consider the cause



Prior to authorising cremation a practitioner must:

Carefully read the Application for Cremation
Have examined the body

Usually you have also completed the medical certificate
cause of death

You cannot authorise a cremation where the deceased has a cardiac stimulator or a
device equipped with radioelements

You can authorise a cremation even when the deceased has an orthesis or a
prosthesis (eg a hip replacement device).



Complaint from a family member

An 84 year old male had elective surgery for recurrent colon polyps and
had previously had cancer of the colon

Patient assessed by cardiologist and anaesthetist.
Patient elected to have an end ileostomy

2/7 post op — confusion

Sudden collapse

Presumed PE

Discussed with coroner

Complaint received from the son of the deceased man
Why wasn’t the death reportable?
Disputed the cause of death



Varies in each jurisdiction in NSW
Reportable if

The death was unexpected and the cause is unknown.
The death was violent or unnatural, suspicious or unusual circumstances
Not attended a doctor for 6 months

The death was “ not the reasonably expected outcome of a health related
procedure.” This includes medial, surgical or dental procedures

Person in or temporarily absent from a mental health care facility for involuntary
treatment

The identity of the person who has died is unknown

A doctor is unable to sign a MCCD giving the cause of death.



Reportable Deaths

A death is examinable even if caused by natural disease
must be reported if

In custody of police or attempting to escape
Result or in the course of police operation

Inmate of child detention centre or correctional
centre ( even if temporarily absent)

Child in care

Child with report of significant harm in the last 3
years or sibling of such a child

Child whose death may be due to neglect



Reportable deaths

* Living in residential care provided by or funded
under the Disability Services Act, or assisted
boarding house

* Person has a disability within the meaning of the Act
and receives government assistance to live
independently

 Still birth is not a death

e Special consideration for geriatric deaths



Notifications to the coroner

* Natural cause deaths need only be reported if the
probable cause in unable to be identified. It is not
necessary to have a complete understanding of the
mechanism

e Seek advice ,the duty forensic pathologist can be
called in office hours.

* Senior member of the treating team completes a
Form A, and if associated with an anaesthetic the
form formerly known as Form B should be completed



“There is significant underreporting of deaths to the coroner, and medical
practitioners have difficulty recognising reportable deaths”.

MJA 199 (6) - 16 Sept 2013

In 2013 there were two inquests through the Victorian Coroners Court specifically
relating to an organisation’s failure to notify the Coroner of a reportable death.



Drug affected patient taken to ED

Diagnosed with anoxic brain damage secondary to cardiopulmonary
arrest and died

ICU registrar did not report to Coroner but wrote a death certificate
Registrar of Births, Deaths and Marriages reviewed and reported to
the Coroner

Inquest was then called to examine the medical professions obligation
of reportable deaths to Coroner



If you report a death to the Coroner do not issue a MCCD as well
unless asked to by the Coroner

Often the coroner will review the notes, or a limited autopsy will
be done and then a certificate issued.

Not every death reported to the coroner gets or needs and inquest

Other factors can determine what does get an inquest including in
some cases family concern



Death of patient

Health Care Professional
decides whether the death
IS reportable to the coroner

Not reportable

Reportable

Reported to Coroner
Coronial Investigation

Health care
professional
prepares Medical

Certificate of Cause
of Death
MCCD

Coroner provides details of
cause of death

MCCD Investigation details

Registry of Births, Deaths (/
and Marriages prepare

Death Certificate




Coroner - A judicial officer of the justice
system for each State/Territory
responsible for the independent
investigation of certain reportable deaths

General aim is to promote improved
public health and safety

Inquests are discretionary — can
be “on the papers’ only

Mandatory inquests especially
death in Police custody



Your duty to the coroner:

You must assist the Coroner and meet requests for information
usually from the police

Copy of the medical records to go to the Coroner — keep
originals safe

You may be required to provide a statement addressing issues
specified - advise your hospital/employer and your MDO to
obtain advice and assistance

You may require legal representation for a inquest if you are
deemed a person of interest

Doctors/health service may become an ‘interested party’ to the
investigations, you should usually be warned about any
investigations being undertaken



e Police usually act for the coroner, if acting on behalf
of the coroner, they have the authority to request
notes and ask for a statement.

* Your request as a hospital doctor usually comes via
medical admin. The hospital releases the notes, not
you individually.

e But the statement must be yours, better to do so in
writing , rather than interview which the police then
type up ( more common in other parts eg ACT)



Never sign a statement unless you are sure it is absolutely
correct

Never do from memory , always ask for a copy of the notes.

If you no longer work in that location , if the hospital will not
provide the notes , ask the police to.

Statement to the coroner are about your involvement. Can
refer to history , but make your time frame very clear

Make your statement clear , do not use abbreviations without
clarification

At MIPS we are always happy to check statement
At times legal assistance is needed

Case of Intern called to inquest to give evidence to her
statement



An inquest is not a trial, rather it is an investigative process to shed light on the cause
and circumstances of a death.

Most coroners are non medical and so accurate, practical medical information is vital

The Coroner’s Court is less formal than other courts. It is not bound by the same laws
of evidence and is not too technical or legalistic.

In making a decision the Court can also make recommendations to any relevant
authorities that may result in changes to laws or practices in order to prevent similar
deaths in the future.

Coroner’s regularly refer practitioners to AHPRA/Medical Board if they feel their
medical conduct/practice should be reviewed. Can be referred to the DPP

Always advise MDO of any involvement to ensure best representation and advice



Inquest

Inquests can be used to gauge pote

For example: loss of dependency

Any criticisms of your healthcar

A good coroner will keep this




Risk management

=  Advise your MDO as soon as possible if you

=  For hospital employees, likely to be cover
advisers.

=  Ifrequired to give a statement

ENEANE N U NN

Respond only to the questions
Stick to the facts

Do not speculate unless reque
Do not be emotional

Do not be defensive

Do not be critical of others




Coronial Inquests

* |ssues of media coverage cannot be prevented
Often only the opening statements are reported , Can be
reporters and cameras outside and reporters inside. Public
hearings
* Not always clear when you write your statement often a
year or two before the inquest if you will be needed to
give evidence
* Three types of medical witnesses
1. treating doctor providing medical information
2. person of interest ,this is a treating doctor with
potential risk, the crown solicitors office will notify you of
this. You will need legal assistance for this.

3. Medical Expert



A pre inquest Conference was held with the member, the MIPS file
manager, the solicitor and barrister

The member was again counselled on the role of the coroner and
purpose of the inquest. The members role is to assist the coroner

The member was advised it is a public hearing and media may
attend

The member again reviewed his statement and any issues clarified

He was advised on the appropriate method of giving evidence



DO

Do take these very seriously — they
are a very important document

Do contact the Coroners office, or
your MDO if you need clarification

Do write a certificate if you have an
opinion regarding the cause of death
from reading the medical records or
talking to other practitioners but have
never seen the patient or the body

Do promptly comply with requests
from the coroners office

Do request a copy of Coroner’s
final report

Do treat a deceased patient’s medical
records with confidentiality if they
are in your possession in order to
write a report



Death Certificates
DON’TS

XXX

Don’t be pressured into providing
one if you have any uncertainty

Don’t write a death certificate if
you are not comfortably satisfied as
to the cause

No death certificate is required if
you have notified as a reportable
death

Don’t report to the Coroner if you
have provided a Death Certificate
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