Penny Schofield


Penny Schofield:
Ladies and gentlemen, my name’s Penny Schofield, I'm Her Majesty’s Coroner for West Sussex, recently been appointed, I was appointed January and can I thank you for inviting me to come today. I have a particular interest in this group and its something that I really do want to get involved in and Michael Burgess who is the normal speaker was unable to attend today and I jumped at the opportunity to come and meet some of you and talk to you. So thank you very much for inviting me. 
I am a very new coroner, I previously worked in the Portsmouth area and having started in West Sussex which is a huge geographical area and it’s a job that brings about a lot of …being so new into it I've got this honeymoon period where I'm hoping to be able to make some dramatic changes to what is known as a real archaic system and I was talking to Alison before coming in here and I'm very keen during this whole talk or discussion that you feedback to me your experiences of dealing with coroners services, because I think there’s a lot that we, as coroners, can do to improve the service that we provide to you.  
Now, the one thing I am acutely aware of is that people don’t come across coroners in their day-to-day life until they are faced with the loss of someone very close to them.  Most people who have not lost somebody never meet the coroner, and in fact a lot of people don’t know what the coroner does, and my son, I've got a son of 7, and he doesn’t know really what I do, and I’ll just tell you a funny story, and this is that when he started school they’re very keen to get the children to talk publicly, so we had an assembly and five or six of the children every day, or every week, are asked to come onto stage and say something, and this particular time it was what their parents did.  And Thomas had done it once before and was what his dad did, and it was his turn to tell everyone there what his mummy did.  And so Thomas comes in and what they did is they stood on one side of the stage and they said ‘My name’s Thomas and my mummy is a coroner’ and then they walk across the stage and then they say what the job involves. And Thomas must have become stage struck, or is it stage fright?  And he didn’t say anything, so the teacher who is sat on the side of the stage said ‘and what does your mummy do?’. Thomas didn’t say anything - although we had twice rehearsed it, it was at home. And then the teacher said ‘well what happens when your mummy goes to work?’, and Thomas thought for a minute and he said ‘well that means I can’t go swimming’ [laughter], so, true but obviously no real idea as to what I do.
The role of the coroner dates back to 1174 and some of you who have met some of the coroners may think that some of those coroners still exist today [laughter]. There are 130 coroners in the country, 110 of them are part time and there are 30 full time, and my role in West Sussex is a full time role and the review of the coroners service hopefully will result in a lot more full time coroners but covering slightly larger jurisdictions, because part of the problem we have with our part time colleagues is that the coroner’s role is only part of their day jobs, they are either in private practice, in solicitors practicing in an area of law, and the coroner’s role is sort of part of it but sort of attached to their other role.  And I think my personal view, and this isn’t the view of the coroner’s service, but my personal view is that really to be a coroner you need to be full time to give your full attention to the bereaved. When people ring you up you should have knowledge of the case that they’re phoning about, you should have day-to-day information about cases, and we should be able to respond to you immediately, not this ‘oh we’ll phone you back’ and you get a phone call a couple of days later when the file has been submitted to the office. We should be able to respond to you immediately. 

Every coroner has a jurisdiction.  For example, my jurisdiction is West Sussex. In Sussex we have another coroner who deals with Brighton and Hove, and another who deals with Sussex. Every jurisdiction is slightly different, and a coroner can only deal with a case within their jurisdiction, so therefore as far as West Sussex is concerned if there’s a death in West Sussex then that falls within my jurisdiction. We can’t transfer that body back to the area where their family lives if the death occurs in West Sussex. There are exceptions to that, but on the whole, its really where the death occurred.

Why do coroners get involved?  Well Section 8 of the Coroner’s Act requires the coroner to be involved when there is a violent or unnatural death, well obviously that’s the category which isn’t really for discussion today, but the other category which obviously which has involved many of you is of sudden death or called a death where the cause is unknown.  Those cases all get referred to the coroner.  The final category again doesn’t concern us today, but any death in a prison or in a police station has to be referred to the coroner.  Doctors can sign death certificates if they have been treating the deceased for their last known illness, and they’ve seen the deceased either in the last 14 days or after the death. So whilst in West Sussex we have around 9000 deaths a year, only 3300 got referred to us last year, so about a third of them get referred to the coroner. 

Of those cases, many of them result in a post mortem examination following which if the post mortem examination identifies a natural cause of death the death certificate is then signed by the coroner and there is no need for an inquest. In West Sussex, just to give you an idea of the number of inquests, about a tenth of those cases referred to the coroner result in an inquest. We did about 340 inquests last year.  Some inquests require a jury, and I'm not going to discuss that, unless anyone particularly wants to discuss it, but normally for example if its an industrial accident involving the Health and Safety Executive you have to have a jury inquest. If you have a […?...] railway death needs to result in a jury inquest, and deaths in prisons or police custody, again require jury inquests.  If there is a death which may require investigation relating to what I call neglect, or some procedure perhaps in a hospital for example, which the public interest requires a jury, then again the coroner has discretion to call a jury.  

Most cases referred to a coroner do result in a post mortem examination and I will talk to you a little bit more about that because I think as a family of someone who has died a lot of people are concerned about their loved one undergoing a post mortem examination. I think Dr Mary Sheppard will talk more to you about that, but it is a legal requirement to have a post mortem examination. Well we do have families who really want to resist a post mortem examination being carried out, but legally we require it to ascertain medical cause of death. We do have difficulties with regards to certain religions in as much as many religions, well not many, but the Jewish religion for example require their loved ones to be buried before the sun goes down, and its not possible for us to agree to that if a post mortem examination is required. However, we will do everything we can to ensure that the post mortem is done as quickly as possible so the body can be released.

In addition we find that certain religions they do not want a male pathologist carrying out a post mortem, they want a female pathologist, and again we try our utmost to accede to their requirements, although that can put a further delay on the post mortem being carried out.  I think what I really would like to get across to you is that, from a coroner’s point of view, my view certainly is that we do need to respect the wishes of the family, its really, really important, and where we can I believe we should try to fit with some of the requirements that you have.

So, let’s look at it from this group’s point of view.  If a post mortem is carried out and a natural cause is found, then there is no need for an inquest to be held.  However, the law does say that if a special examination has too be made - i.e. pathology or something like that - then we must hold an inquest, and that is the law as it stands at the moment.  Special examinations as I've mentioned includes histology which is often needed to identify a precise disease involved, and obviously that is something that is dealt with in sudden cardiac death.  

The coroner’s service is going to be subject to review.  This has been something that has been ongoing for a very long time, and Michael Burgess who normally does this talk would say that he would argue, okay, that where there’s a case of a sudden death, there’s been a post mortem, there’s been histology, but it involves just a matter really for the family, where we don’t really need to have the press involved, we should have this ability to have closed inquests.  Alright?  Just for the families where we can call the medical experts to come and explain what has happened to […?...].  The law as it stands at the moment means that inquests are public arena and I have to say, before I became a coroner I was a prosecutor and we seem to have far more interest in coroner’s inquests than we ever did in some of our criminal trials and I think that that is very sad from the family’s point of view because you do not want for the personal family details made available for public consumption, and I see some of you are nodding your heads there, so I think you will agree with that. So we do hope that with the coroner’s reform, its not going to happen immediately but certainly for the future that this is something that they could look at changing the law so there is the ability to have these inquests without the press there.

The one thing that I spoke to Alison about before I came in, she asked me what changes I propose to make in West Sussex, and because I'm now I suppose on a bit of a honeymoon period having just started I'm able perhaps to put in place changes fairly early on, and some of the things we’ve done in West Sussex almost immediately is that now on a Saturday once a month we have, not an open house, but we have the ability for families to come into the coroner’s office, meet with the coroner or coroner’s officer, and we go through the process. We can’t discuss the evidence because obviously we’re required to have an inquest in due course, but we can certainly reassure the family as to the process that’s going to be followed.  We can show you the room where the inquest will be held. If its an inquest that’s going to require the case to be held in a court room we show you the court room and we go through what will happen on the day of your trial inquest. We also have there what is known as witness support. Now, witness support are used very much in criminal trials where they support witnesses attending the trial. I know an inquest is not a trial, but certainly those attending probably feel it is and therefore witness support attend this meeting or this open morning there to tell these families what they can do for you. They will visit families prior to coming to the inquest, they will accompany families coming to an inquest and they will sit with you through the whole process.  And it just gives you that bit of support.  So all things like knowing where the toilets are, knowing what refreshments are going to be available, knowing what time you start, who is going to be there, identifying the parties…. interested persons, they're all things that witness support can assist with on the day.
Other things that we have put in place is that I don’t sit at a desk with a closed door.  I am there for people to talk to.  That’s my role as a coroner and if people can’t come in to see us before the inquest then I'm more than happy to discuss the process on the phone. I can’t discuss the evidence, but I can certainly if people had concerns tell them somebody that you could go and talk to. I'm also very keen for full disclosure as part of the inquest, so therefore if I've got information, as long as its not controversial or is going to be the subject of some legal argument at court, I don’t see any reason why you can’t have the documents that I have.  If you want to discuss a post mortem report we very often will send it to the family and suggest that you go to the GP to talk to the GP about the content, the medical side.  I'm not a GP, I'm not a medically qualified person, and obviously the role in itself brings about certain medical knowledge, but obviously I am relying very heavily on the medical experts both before and at the hearing.
So what I would like to do now is  perhaps open up and ask you if you’ve got any questions and see whether there are things that you can provide me with that I can go away with and hopefully improve and make improvements in other parts of this function. 
Q:
My partner died in December last year in Newcastle and […?...] and we haven’t had any report, we haven’t got any information whatsoever.  I've been phoning every couple of weeks and […?...] and its quite worrying because we’ve a bigger family in Africa and they’re wondering what’s going on.

A:
Yes, of course.  A coroner should really be looking to hold an inquest within 6 months of a death. Now, there are often reasons why we can’t, for example in an air disaster the Civil Aviation Authority get involved they prepare their own report. If it’s a death involving the Health and Safety Executive, there may be some delay in getting that report, but obviously they’re not cases similar to yours.  So therefore I would question why they haven’t got their paperwork now.  So the disadvantage of the coroner’s service is we don’t have a Chief Coroner that you can take your complaint to. In the future, with the coroner’s reform, its highly likely a Chief Coroner will be appointed and in which case that’s going to give you another level to go to.  I'm not suggesting that you ought to take it to a higher level, but the Ministry of Justice is the government body that has responsibility for coroners and it may be that might be a port of call for you if you are […?...] 
Q:
I'm wondering in reply to the question whether a post mortem has to be held […?...] might be available?

A:
Yes, that’s a very valid point.

Q:
There’s nothing with the GP.

A:
There’s nothing with the GP at all?  I mean pathologists normally have their post mortems…we have an interim result, so if a post mortem happened today normally the coroner is advised the following day verbally or by fax of what they believe is the medical cause of death, and I say normally because there are unusual cases. The full report normally takes about 28 days to come through, so I'm surprised that you are now six months down the road and they don’t have the full post mortem report. Being very cynical, but the pathologist is going to want to be paid, so therefore he’s going to have written his report to be paid, so therefore I can’t believe that would […?...] someone.

Q:
These time scales that you’re talking about, I find them very, very long indeed. I mean you said yourself that post mortems get done as quickly as possible and have to be done as quickly as possible and by and large they are, but 28 days to prepare a report in my mind is complete and utter nonsense.

A:
Right okay.

Q:
I mean 24 hours to prepare a report […?...] and up to six months to have a post mortem report […?...] for normal cases up to six months seems an absolute nonsense.

A:
Okay, as far as the report is concerned the coroner appoints a pathologist to carry out a post mortem and they normally only work with pathologists one or two days a week, and they then have other work. They’re either attached to a hospital or something like that, so they may well do that, so I'm not trying to excuse the 28 days, what I'm saying is that in reality I think what they do is they dictate these reports very soon after the post mortem, but their facilities for having them typed up are taking that length of time. I do accept though 28 days does seem unusually long. As far as the inquest is concerned a lot of inquests are held much quicker than six months.  Straightforward, because obviously we deal with suicides and deaths like that, and there’s nothing too controversial about a suicide case. There are other people involved. If it is a suicide case often the police are involved and therefore we have to await their reports and the information that they have.  But saying that, that does tend to come through fairly quickly and I suppose it depends how coroners work.  Some coroners do the case based on the date of death, so they take them in pretty strict order. Others with the more difficult cases obviously take longer while the information’s coming in, but the very straightforward cases should really come in, post mortem report, and if there is going to be an inquest normally only the family that are involved and therefore you should be able to hold it much much sooner.

Q:
In the case of my son which was six years ago was just over six months we couldn’t get information […?...] coroner’s officer […?...]  didn’t get any of the sort of help that you’ve described. I was hoping that by now we […?...] I just you know, I thought we might have moved on I think.

A:
Well I do hope that as there are going to be changes to the coroner’s service I do hope, like you, that these time scales will be greatly reduced. I mean more full time coroners, therefore the ability to hold inquests more regularly would obviously be able to speed the process up, because I do understand from the family’s point of view that the length of time for the inquest, just hanging over you all that time, and to make it […?...].  With regards to your case,  if you get what you feel stonewalled by the coroner’s officer…we have coroner’s officers because they relay all the information for the corner, then see if you can go over the coroner’s officer and try to speak to the coroner. I mean I certainly in West Sussex are more than happy to speak to families, but I'm obviously I'm not going to go into the detail of the evidence before the inquest, you know, if you’ve clearly spoken to the coroner and they have an understanding of how you’re feeling about things then it can only be beneficial.  I certainly would never stop or prevent families talking to me.

Q:
Sorry, for medical questions could the family ask the GP […?...] get a report from them…
Q:
…I had to fight for mine […?...] 
A:
Right, so the coroner had sent the report to the GP?

Q:
Yes.  And when I went to ask about it they said that well they don’t normally let the people, the family have the copy and you have to pay, sort of attitude. So I said ‘well I want a copy of my son’s…you know, what they found that […?...] 
A:
I know sometimes they don’t disclose prior to inquest, and obviously that’s their decision, but certainly in our area we do […?...] the post mortem report prior to […?...] some go straight to the family, some go to the GP so the GP can […?...] 
Q:
Speaking as a GP I'd normally have the report within one to three weeks so that I can issue […?...] 
A:
Yes, one to two weeks is much better than the 28 days.

Q:
The pathologist will also speak to GPs and […?...] and I hope that the GP might act as you advocate in that situation and represent the client, for you, but maybe not […?...] 
[laughter] 

Q:
I was going to say, could I ask you a couple of quick questions because unfortunately my son died in the early hours of a Saturday morning in Devon and we were on holiday at the time, and coroners don’t work over the weekend, so we got to the Monday and we didn’t know the cause of death […?...] and they phoned from the coroner’s office saying they did the usual blood, urine, just the normal tests, and it wasn’t any of those so they were going on to the organs so it was late on a Tuesday by the time we knew that it was a heart attack, and so you can imagine we were pretty stressed - you can’t eat, you can’t sleep, you think ….I mean so its…I mean the coroner’s, and in fairness they have a job to do but you know it just was awful at the time, and also the other thing I wanted to say was we weren’t told, and you know it was the funeral director said ‘oh yes all his organs have been replaced’ and we didn’t find out […?...] that he was buried without his heart.  And that was a shock.  But in two hours we got his heart taken to […?...] and you know, that was a shock, it really was.

A:
There are now, there is new legislation with regards to organs yes, but no, I understand the distress that that caused. I mean the coroner’s service is 24 hours, there should be a duty coroner’s officer on all the time. That doesn’t necessarily mean that if it happened at the weekend that the post mortem can be carried out at a weekend, but certainly the facilities should be there. Somebody to talk to, that you’re not left in limbo over the weekend trying to find out…

Q:
But I mean the coroner came back and said this was the first case he’d had like this in five years – a sudden adult death, a teenage death, and that’s what they told us then. 

A:
And that was before the inquest or after the inquest?
Q:
Oh no this was at the time, before we phoned the hospital […?...] 
A:
The lady at the back has a question.

Q:
Well I just wanted to put in a more positive comment and to say that we were treated very sensitively by the coroner’s officer and the hospital, GP, and although […?...] we have been given all the information.

A:
Right, excellent.

Q:
I did wonder whether […?...] 
A:
I think lessons are learnt all the time and you know I joke about some of my colleagues having been here, having been in post since 1147 or whatever, you know, the training for coroners now has vastly improved and therefore our awareness and being able to share experiences has dramatically increased, and I hope to be one of the sort of newer coroner’s that come in that we can actually take the coroner’s service into the 21st Century and certainly the training that coroners have is around supporting you, there is a lot of emphasis put on dealing with the families and  how important it is with regards to making it easier, the process easier for you.  I'm so pleased that that is a positive note really.
