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About This Review
The purpose of this review is to consider how Coroners Officers’ Services are currently provided within Northumbria Police and to develop proposals which will lead to continuous improvement in service delivery through effective, efficient and economical use of resources.

Section 1
What Is The Current Service?
The role of the Coroners Officer is so closely associated with the functions and role of HM Coroner that, although not part of the review, it is necessary to describe the activities of the Coroners to fully understand those of the Coroners Officer.

HM Coroners

The office of HM Coroner is an ancient one which is now regulated by the Coroners Act 1988 and the Coroners Rules 1984.   It is a Crown appointment and he/she is an independent judicial officer presiding over a Court of Record, with direct funding and administrative links to Local Authorities.  The Coroner enjoys considerable autonomy as to how he/she discharges the functions within this statutory framework.    

The primary function of the Coroner is “to investigate the circumstances of the deaths of all persons whose bodies are lying within his jurisdiction where he has reason to believe that death was violent, unnatural or of unknown cause”.

In effect this involves routine cases where death is not suspicious, but is not imminently expected and the cause is unknown.  It also involves suspicious deaths which may be attributable to violence or unnatural causes.

The Coroner also has a responsibility to enquire into cases involving the finding of treasure trove.  Treasure trove being “treasure or money which is found hidden, the owner of which is unknown”, eg ancient artifacts.

Coroners’ Officers
Coroners’ Officers are provided by Northumbria Police to support the Coroner in the execution of their statutory duties.

Coroners’ Officers provide a general support function working with and on behalf of the Coroner.  The main tasks of the Coroners’ Officers are:-

A.
Receive reports of sudden/unnatural deaths, normally from an operational Police Officer attending the scene and completing form CID 27.  Initiate/conduct enquiries as required and ensure that identification of the  deceased is satisfied.

B.
Liaise with relatives, witnesses, doctors, pathologists, solicitors in order to prepare related statements, obtain reports and related documents for the Coroner.

C.
Establish if a death certificate can be issued in accordance with laid down procedures.  If required arrange and attend post mortem examinations in order to continue identification and to provide or record information relevant to the circumstances.

D.
Inform relatives of the cause of death and complete all administrative tasks.  Arrange for the release of the body to the undertaker.  If required, organise the inquest and compile a file of relevant information and ensure that all relevant parties attend.  Apply for and serve summonses if necessary.

E.
Liaise with Home Office, general medical practitioners, hospital doctors and hospital pathologists, insurance companies, solicitors and other interested parties in order to convey to them, or receive, relevant information.

F.
Undertake a range of administrative duties in relation to inquest hearings. 

G.
Disseminate information and advice as required in order that next of kin, general medical practitioners, hospital doctors, pathologists, solicitors and where appropriate police and others are aware of procedures.

Some of the functions of the Coroners’ Officers are not detailed within their job description but are provided to the Coroner in the form of general support, eg Treasure trove.

Due to the high degree of autonomy enjoyed by the Coroner in relation to how they discharge their function the precise working practices of Coroners’ Officers may vary significantly.

The boundaries of H.M. Coroners geographical areas are not coterminous with police Area Commands and as such some anomalies exist.  For example the Petty Sessional area covering North Northumberland Area Command does not have a Coroners’ Officer and patrol officers process documentation directly to the Coroner.  This area extends into South East Northumberland Area Command where one Coroners’ Officer (FTE) is provided and services the Coroners needs.  In practice as a courtesy the South East Northumberland Coroners’ Officer will provide support, when required, relating to deaths in North Northumberland.

Section 2
Why Are These Services Provided?

There is no statutory requirement to provide Coroners’ Officers.  Historically the service has been provided to HM Coroners by the police forces to facilitate them in the discharge of their statutory functions.

Additionally the Coroners’ Officers role has been seen to facilitate closer liaison with HM Coroner.  As a consequence allow Northumbria Police to more effectively provide the Coroners Court with information / evidence required to investigate the cause of deaths which are believed to be violent or unnatural or where the cause of death is unknown.

There is considerable debate currently about whether the police should continue to provide this type of support.  Some forces have transferred the service to local authorities (are responsible for providing administrative and financial to Coroners), either with or without funding.  

Section 3
Is The Service Core Policing? 

The role of the Coroners’ Officer does not require the exercise of any police powers and therefore cannot be considered a core policing role.

Section 4
What Resources Does This Service Use?

Employees

Northumbria Police currently have 9 members of staff performing the role of Coroners’ Officer.  However as some are part time this equates to 7.8 full time equivalents.

Of the nine staff, three are Police Officers with the remainder being Support Staff.

Line management responsibility for the Coroners’ Officers lies with the Crime Manager for the relevant Area Command, with a Detective Superintendent (Crime Management, Force HQ) having overall management responsibility.

In effect however the Coroners’ Officers work to HM Coroner on a day to day basis and as such the resource implications of line management are considered minimal.

Employee Summary


FTE
£

Police Staff:  PCs
3


Support Staff
4.8


Total
7.8
208,000

Premises
All of the Coroners’ Officers are based at Area Commands other than those at Newcastle Central Area Command, who are based at Bolbec Hall (the Coroners Court and Administrative base in Newcastle).  Based on Force premises totalling approximately 100 square metres, premises costs are £11,000 per year. 
Specialist Equipment
No major items of specialist equipment are used in this service.
Any Other Major Cost Items
The service can involve weekend and out-of-hours working.  Annual overtime costs total approximately £12,000.

No force vehicles are used in providing the service, however car mileage allowances are paid to staff for using their own cars.  These total approximately £7,000 per year.

Capital Schemes
Nil.

Revenue Generated by the Scheme

No revenue is generated by the service

Summary of Resources used in the Coroners’ Officers Service


£

Employees
208,000

Premises
11,000

Specialist Equipment
0

Other Major Cost Items

 Overtime

 Car allowances
12,000

7,000

Capital Schemes
0

Income
0

Total
238,000

Section 5
How Is The Service Performing?
Currently there are no national standards nor performance indicators which cover the work performed by Coroners’ Officers.

There are some workload measures, collated by Coroners’ Officers and submitted by the Coroner to the Home Office every year.  These are published for the calendar year in the following April.  The most up to date information available is that for 2001.  

The information is broken down by Coroners’ jurisdictions and shows how many deaths were reported to the Coroner, how many did/did not need an inquest and how many did/do not need a post-mortem examination.  Also available in the same format is information for 1999.  Previous information was not broken down in this way so analysis is not possible.  Analysis of this information gives some insight into the level and distribution of workload across Coroners’ jurisdictions in Northumbria Police area.


Number of Coroners’ Officers 
Deaths with no inquest per Coroners’ Officer
Deaths where inquest held per Coroners’ Officer 
Total Deaths
Number per Coroners’ Officer

Area

99
00
01
99
00
01
99
00
01
99
00
01

N N’land
0






665
653
593




S N'land
1.8
200.6
196
190
56.7
38
78.9
463
422
484
257.2
234.4
268.9

Gateshead/

S Tyneside
2
815.5
608.5
538
64
61.5
97
1759
1340
1270
879.5
670
635

N Tyneside
1
429
447
345
289
309
389
718
756
734
718
756
734

Newcastle
2
762.5
727
688
109
113.5
123.5
1743
1681
1623
871.5
840.5
811.5

Sunderland
1
1020
1032
981
160
139
101
1180
1171
1082
1180
1171
1082

Total for all Areas
7.8






6528
6023
5786




Mean Value

645.5
602.1
548.4
135.7
132.2
157.9



781.2
734.4
706.3

The above tables show Sunderland to have the greatest number of deaths per Coroners’ Officer with North Tyneside having the most inquest deaths per Coroners’ Officer. This is true for all three years.  Indeed the number of inquest deaths in North Tyneside has increased steadily over the three years with 2001 being 35% higher than 1999.  There is a wide variance in the number of deaths per Coroners’ Officer, from 268.9 to 1,082 (in 2001) suggesting that workload is not spread evenly between jurisdictions.

There has been an 20% decrease in the number of deaths reported to Coroners from 1999 to 2001 but the decrease is not uniform.  The breakdown between jurisdictions shows that North Tyneside and South Northumberland have an increase in deaths (2% and 5% respectively) whilst Gateshead and South Tyneside have seen a 28% reduction in deaths reported.


Deaths with no inquest
Deaths where inquest held
Total

Deaths

Area
Number
%
Number
%



99
00
01
99
00
01
99
00
01
99
00
01
99
00
01

N Northumberland
576
588
497
87
90
84
89
65
96
13
10
16
665
653
593

S Northumberland
361
353
342
78
84
71
102
69
142
22
16
29
463
422
484

Gateshead/S Tyneside
1631
1217
1076
93
91
85
128
123
194
7
9
15
1759
1340
1270

Newcastle
1525
1454
1376
87
86
85
218
227
247
13
14
15
1743
1681
1623

N Tyneside
429
447
345
60
59
47
289
309
389
40
41
53
718
756
734

Sunderland
1020
1032
981
86
88
91
160
139
101
14
12
9
1180
1171
1082

Total/ Average
5542
5091
4617
85
85
80
986
932
1169
15
15
20
6528
6023
5786

The above tables give a breakdown of inquest and no inquest deaths for each Coroners jurisdiction in the Northumbria Police area.  There is a clear consistency across years and areas with one major anomaly.  All but one jurisdiction report less than 20% of deaths requiring an inquest.  North Tyneside report that over 40% of deaths required an inquest with 53% requiring an inquest in 2001.  This is also out of step with the rest of Coroner’s jurisdictions across the country.  In 2001, the next highest level of inquest deaths is 31%, the rest being in the range of 5% to 20% approximately.

Force
No of Coroners' Officers
Inquest deaths

(%)
Total deaths per Coroners' Officer
Total





99
00
01
99
00
01
99
00
01

Northumbria
7.8
15
15
20
837
772
742
6528
6023
5786

Metropolitan
80
12
13
12
312
314
301
24965
25133
24116

Merseyside
13
10
11
11
539
543
553
7003
7054
7194

West Midlands
20
10
11
11
532
548
526
10630
10951
10529

Greater Manchester
12
16
15
20
709
716
737
8503
8593
8842

South Yorkshire
5
12
12
13
1,255
1,261
1255
6273
6307
6276

West Yorkshire
20
15
16
15
350
344
354
6999
6880
7080

Average
23
13
13
15
697
692
434
10129
10134
9975

As shown in the above table the number of deaths per Coroners’ Officer in the Northumbria Police Force area is above the average for the family of metropolitan forces.  This is the case in all years when Northumbria Police had the second highest number of deaths per Coroners’ Officer.  It is also clear that none of the other forces are exhibiting the same reduction in number of deaths.  This may be due to a declining population.

As a final comparison the table below shows the data returned by the metropolitan family of forces regarding numbers of Coroners, Coroners’ Officers and populations.
Force
Coroners
Coroner’s Officers

(FTE)
Population

(million)
Police or Civilian
Coroners/Million 

People
Coroner’s Officers/

Coroner
Coroner’s Officers

/Million people

S. Yorkshire
2
5
1.5
1 Civ

4 PC
1.3
2.5
3.3

Metropolitan
7
79.75
12
80 Civ
0.6
11.4
6.7

GMP
4
12
2.6
12 Civ
1.5
3.0
4.6

W. Midlands
6
20
2.6
20 Civ
2.3
3.3
7.7

Northumbria
5
7.8
1.4
6 Civ

3 PC
3.6
1.6
5.6

Merseyside
3
13
1.4
10 Civ

3 PC
2.1
4.3
9.3

W.  Yorkshire
2
20
2.1
19 Civ

1 PC*
0.95
10
9.5

Average
4.1
22.5
3.4

1.8
5.2
6.7

*to be civilianised shortly

It can be seen from the above table that Northumbria has a below average number of Coroners’ Officers for the population. This is consistent with the previous findings that Northumbria has a slightly higher than average number of deaths per Coroner's Officer.

In conclusion, the statistical evidence suggests that the number and distribution of Coroners’ Officers should be investigated.

What Do People Think Of Our Service?

The review team identified various groups who needed to be consulted and drew up a brief showing the method of consultation, the lead officer and time scale.

During January 2002, all five Coroners who service the Northumbria Police area were interviewed by the review team members. The main issues arising were:-

· Concern regarding standardisation of Coroners’ Officers working practices impinging on Coroners’ autonomy.

· Lack of formal training for Coroners’ Officers.

· Coroners were confident of their current staff and no overall preference was expressed as to whether they should be Police or Support Staff.

· Mixed views on the role being transferred to Local Authority.

· There is currently no involvement from the Coroner in the recruitment process.

· All Coroners were conscious that the fundamental review of the Coroners would be likely to lead to significant changes.

Following an initial telephone call, questionnaires were sent to all nine Coroners’ Officers together with a briefing note about best value. After a follow-up letter, five questionnaires were returned in total. Feedback was as follows:-

· “On call” arrangements, including payments, is an issue.

· Two officers were in favour of regionalisation.

· Provision of IT support was an issue.

Ten Pathologists (including Home Office Pathologists) were supplied with questionnaires.  Nine responded with feedback as follows:-  
· Specific services they receive from the Coroners’ Officers range from providing information for autopsies, liaising with hospitals, GPs, relatives, Coroners and solicitors through to organising inquests.  Note taking was also a key role in the case of “Home Office” post mortems.

· On the whole the service was reported to be good, specifically in the areas relating to timely information, approachability and organisation.  Coroners’ Officers are seen as highly motivated and portray a professional image.

· Provision of well trained and motivated relief cover was identified as an issue.

· Different working practices and “on call” cover caused concerns.

· Likely significant impact of Home Office review of Coroners.

Questionnaires were issued to all four Senior Investigation Officers (SIOs) along with the Detective Chief Superintendent in charge of Crime Management Department.  Three replies were received and comments were as follows:-    

· Services they receive from the Coroners’ Officers range from authorising post mortem examinations and mortuary arrangements on behalf of the Coroner.  Note taking for post mortem examinations.  Liaise with victim’s families acting as a link to the  Coroner.

· The role alleviates the SIO from responsibility for setting up post mortem examinations (ie securing venue and appropriate mortuary staff).  They collate medical records and are a direct link with the Coroner.  A level of expertise and knowledge has been developed by Coroners’ Officers about the preferred practice of their particular Coroner.

· There is a lack of a standardised call-out procedures.

· The training of the officers needs to be addressed with the possibility of  links with Family Liaison training.

· The line management of the posts needs to be clarified with relevant Service Level Agreements between Northumbria Police and HM Coroner.

· Due to the Police conditions of service the preference is for police officers as opposed to support staff performing the role.  Should appropriate and specific conditions of service be introduced for support staff then there is no objection to utilising exclusively support staff.

· Need to sell/market this role internally to highlight the high quality of service provided.

To obtain the views of Detective Chief Inspectors, a focus group was held at Police Headquarters, with six officers. Views expressed were as follows:-
· Need to structure and clarify on call arrangements.

· Clarify line management.

· Improve training.

· One Detective Chief Inspector felt it was necessary to standardise the role of the Coroner’s Officer to have clearer definitions.

Two focus groups were held with a total of 27 operational officers to ascertain their understanding of the role of a Coroners’ Officer. Comments included:-

· They were aware of the procedures in place if a Coroners’ Officer was not available.

· They viewed the Coroners’ Officers role as a liaison between Northumbria Police and the Coroner, mainly dealing with the bereaved families.

· It was suggested that Coroners’ Officers be provided with mobile telephones to improve accessibility.

Funeral Directors were identified as a group with an interest in the service. Surveys were carried out with five from across the force area.  Comments were:-

· There is minimal contact with Coroners’ Officers and this is normally by telephone.

· Occasional difficulty in making immediate contact with the Coroner’s Officer.

· Relief staff for Coroners’ Officers are not always fully aware of procedures.
Four questionnaires were sent to mortuary staff for their comments on the service.  One was returned and feedback was as follows:-

· Liaison with Coroners’ Officers is on a daily basis regarding bodies under the Coroners’ jurisdiction and general workload.  They receive relevant histories relating to deceased persons prior to post mortem examination.

· They suggest Coroners’ Officers carry “pagers” in case urgent contact is required.

Questionnaires were issued to four legal representatives with only one response being returned. This response highlighted:-

· Depressing facilities at Bolbec Hall, Newcastle

· Lack of cover

· Perceived high workload

Interviews were held with two Admin Services Managers.  The main issues raised were:-

· Confusion over line management responsibility.

· Problems with cover including on call.

· No support during peak times.

· Unfair distribution of workload across the Area Commands.

· Insufficient training.

Nine questionnaires were sent to bereaved families with three responses as follows:-

· Helped obtain the Death Certificate.

· Difficulty in contacting the Coroners’ Officer when out of office.

· Recommendation that the Coroners’ Officers’ telephone should be diverted to another person in their absence.

· The staff are considerate, helpful, sympathetic and helped explain procedures.

The service is perceived to be good and recurring themes identified are availability and cover.
Visit to Hertfordshire

Background

Through the evidence gathering undertaken as part of the review, Hertfordshire Constabulary was identified as one of the first forces to transfer responsibility for the Coroners’ Officers service to the local authority.  Members of the review team visited Hertfordshire and interviewed a number of representatives from the force, the local authority and the health sector.  The visit identified issues around the transfer and raised a point of note in that Hertfordshire Constabulary does not attend non-suspicious sudden deaths.

Transfer of Coroners’ Officers to the local authority

One of the first points that became clear was that the force and the local authority are co-terminus; this facilitated the transfer.  Both the force and the authority identified the need for change and saw the benefits of the transfer.  As a result, improvements had been made to the service resulting in an approach more focused on the needs of the next of kin.  It also became clear that although the force had transferred the responsibility for providing the service, they pay the local authority for doing so. 

There were some concerns raised by representatives from the force.  They felt that there was a lack of clarity about their new role in the process.  In addition, communication between police officers and the Coroners service had been adversely affected.

Attendance at sudden deaths

It transpired that Hertfordshire Constabulary does not attend sudden deaths that do not appear to be suspicious.  This policy had been in place for approximately 2 years.  There had been some initial concern that suspicious deaths would not be discovered.  It is possible that suspicious deaths would not be identified at all, or that they would be identified at the post-mortem examination.  This may result in loss of evidence and a possibility that prosecution cases could be undermined.  However, these fears have not been realised and there have been significant savings in police time.

Progress since the visit

A survey was conducted of other forces to assess their position in relation to transferring Coroners’ Officers and their policy about attending sudden deaths.  There are many variations in the use of, role of and responsibility for Coroners’ Officers.  Some are more operational, attending scenes of death and post-mortems, some are more administrative, remaining in the office and ensuring forms and files are completed.  Some forces have transferred the service to local authorities either with or without transferring funds.

Most forces surveyed operate a policy similar to Northumbria Police whereby police officers attend all sudden deaths.  However, a number of forces do not attend non-suspicious sudden deaths to some degree.  Some forces have a partnership approach with paramedics and doctors who call out the police if they feel the death is suspicious.  Others use a criterion-based approach where they will attend certain categories of deaths.  There are a number of potential models for sudden death attendance with the possibility of a graded response by medical staff, coroners’ officers or police officers.

Section 6
What Is The Future Of This Service

Developments which may impact on the future service include:-

The role of HM Coroner is currently under review by the Home Office.  Any significant alteration to the role of HM Coroner will by necessity have an impact on the role and working practices of Coroners Officers.  The Home Office Review is due to report its findings in late 2002.  

A public enquiry is being conducted following the activities of Dr Harold Shipman, this will focus on death certification.  This enquiry is due to report in 2003, however it is likely that the findings will inform the Home Office review.  It is therefore possible that the findings of the Home Office review may be delayed pending the Shipman enquiry report.

The ACPO position in relation to the provision of Coroners Officers is that the service should be provided by the Local Authorities who have responsibility for HM Coroners.  ACPO acknowledge that this may meet with some resistance from Local Authorities and consequently suggest that a pragmatic alternative may be to seek full or partial recharge for the provision of the service.

On 30th August 2002, the Home Office Review of Coroners published a consultation document setting out their findings so far and seeking the views of interested parties.  The document makes it clear that substantial reform is required to the Coroners service.  This reform relates to the support Coroners receive, their jurisdictions, their working practices and audit and oversight.  In particular the report states:

“We shall be covering infrastructure and information technology support and will give special attention to the position of Coroners’ Officers.  The police service do not generally consider that their role in providing Coroners’ Officers should continue.  We are unlikely to recommend that it should do so in the reformed service, and our final report will contain full recommendations on the most appropriate structures, skills and management arrangements for the crucial people who will continue to be needed to support both the medical and judicial sides of the work.  In the meantime, it is important that the Coroners’ Officer service is maintained in a stable and effective way.”

On the same day, the working party on Coroners’ Officers working practices produced a report on their research, Home Office circular 46/2002.  This document complements the consultation document mentioned above and the covering letter states “Home Office ministers have, however, decided that it would not be appropriate to seek to implement any changes to the existing arrangements at this stage and in advance of the final report of the review.  The review has yet to indicate how support services should be provided in future, and it would be wrong to assume that that responsibility will necessarily fall to local authorities.  National changes would also be disruptive and the effort nugatory, when the overall shape of any new arrangements has yet to appear or be decided.”

It goes on to say “In the circumstances, ministers have concluded that the right course is to maintain the existing arrangements for the time being, and have asked that all those involved in the provision of support services for Coroners should cooperate in continuing to provide at least the existing level of service in the interests of the bereaved.”

It is clear that these external influences are a significant constraint when considering options to improve the service.  It is evident that ministers, the Home Office review and the working party do not want any precipitate action to change the Coroners’ Officer service and state it would be inappropriate to attempt to predict or pre-judge the outcomes of the Home Office review or the Shipman enquiry.  

Both the Home Office review and the Shipman enquiry may have a bearing on the responsibility for the provision of Coroners’ Officers.  The Shipman enquiry may have an impact on the issue of police attendance at non-suspicious sudden deaths.  If anything the requirement for scrutiny will increase.  As a result it is not possible to develop options to significantly improve the service at this time.  There are some areas that can be addressed internally to create an improved service to users but these would not result in a transformed service.  

Section 7
How Can We Improve The Service?
A number of issues have been raised as the review process has progressed.  The main issues raised are, should:

· Corporate working practices be developed?  

· The role be performed exclusively by Police Officers or Support Staff rather than a mixture of the two?

· A corporate “on call” system be developed?

· The disposition and allocation of Coroners’ Officers be reviewed?

· Meaningful management information be collected by way of Performance Indicators?

· Northumbria Police provide Coroners’ Officers as support to HM Coroners?

· Northumbria Police provide Coroners’ Officers however seek full or partial recharge from the Local Authority?

Section 8   How Can We Best Achieve The Improvements Required?

The issues raised through this review would best be addressed by investigating the options listed below.  Due to the uncertainty over the national picture, options 4, 5 and 6 are not recommended for investigation.  The other options are recommended for further investigation.

1a.
Identify and introduce corporate working practices.

1b.
Determine whether the posts should be solely filled by support staff.

1c.
Investigate whether on call working arrangements are required.  If so develop a model for on call working.

2.
Assess whether the disposition and allocation of Coroners’ Officers is appropriate.

3.
Identify and implement suitable performance management information.

4.
Consider whether the Coroners’ Officers function should be transferred to another service provider. (Not recommended pending national outcomes)

5. Obtain full or partial recharge for the service from Local Authorities. (Not recommended pending national outcomes)

Assess whether Northumbria Police should continue with the current policy of attending all sudden deaths. (Not recommended pending national outcomes)

Recommendation

The Authority is asked to agree the further investigation of those options identified above, as further detailed in Appendix 1 to this report.

Appendix 1

Service delivery options

1a.
Identify and introduce corporate working practices

The Option

This option looks to identify best practice from across different Coroner’s jurisdictions and introduce these force wide.

Issues to be addressed

· Differing working practices in different areas.

· Consistency of service delivery.

Advantages

· More consistent service provided to users.

· Service improved by introduce best practice to all areas.

· Enables effective comparison across areas.

Disadvantages

· May infringe Coroner’s autonomy.

· May reduce flexibility to address local needs.

Financial implications

The adoption of this option may result in increased costs in staffing, training and equipment costs.

Recommendation

It is recommended to investigate this option.

1b.
Determine whether the posts should be solely filled by support staff.

The Option

This option seeks to ascertain whether the role would be best performed exclusively by support staff.  Currently there are three police officers and six support staff performing the role.  They are employed under different terms and conditions.

Issues to be addressed

· Disparity between terms and conditions of Coroners’ Officers. 

· No requirement for the use of police powers in the role.

Advantages

· Increased consistency of service delivery.

· More effective use of police resources.

Disadvantages

· Potential loss of police knowledge and expertise.

Financial implications

The adoption of this option may result in increased staff costs and associated training costs.  However, efficiency savings may result in returning officers to core policing. 

Recommendation

It is recommended to investigate this option.

1c.
Investigate whether on call working arrangements are required. If so develop a model for on call working.

The Option

This option seeks to assess whether there is a need for Coroners’ Officers to be available outside normal working hours.  Police officers are available on call whereas support staff are not required to be available after normal working hours.

Issues to be addressed

· Disparity between availability of Coroners’ Officers. 

Advantages

· This option would establish whether Coroners’ Officers are needed outside normal working hours.

· If they are needed this option would provide a framework for introducing on call working.

· Establishment of out of hours working for Coroners’ Officers may reduce workload for operational officers.

· Provision of appropriate level of professionalism. 

· Reduces the need for ad-hoc cover.

Disadvantages

· None.

Financial implications

The adoption of this option may lead to increased staffing costs.

Recommendation

It is recommended to investigate this option.

2.
Assess whether the disposition and allocation of Coroners’ Officers is 
the most appropriate.

The Option

This option seeks to investigate whether Northumbria Police currently maintains the most appropriate level of support for Coroners in terms of the number of Coroner’s officers employed, the geographical areas they serve and the locations from which they operate. Further attention will be paid to relief cover arrangements for Coroners’ Officers.

Issues to be addressed

· Lack of consistent cover arrangements for periods of absence.

· Disparity in level of service provision across the force.

· Variation in workload across different areas.

Advantages

· A more even distribution of workload.

· Improved capability of covering leave or sickness absence.

· Possible co-terminosity of service provision with Coroners’ jurisdictions.

· Workload reduced for operational officers.

· An improvement in the consistency of service provided.

Disadvantages

· Possible infringement of Coroners’ autonomy.

Financial implications

The adoption of this option may result in increased staffing, accommodation and travelling costs.

Recommendation

It is recommended to investigate this option.

3.
Identify and implement suitable performance management information.

The Option

Currently there are no performance indicators in this area of work to assess the performance of the service overall.  

Issues to be addressed

· Lack of performance data.

Advantages

· Allows line managers to understand more about the service being delivered.

· Allows workload to be monitored and compared more effectively.

· Improvement is service consistency.

· Provides evidence for applications for wider funding opportunities.

· Can inform partnership working.

Disadvantages

· Difficult to devise suitable measures.

· Coroners may see this as an unnecessary intrusion into their jurisdiction.

· Workload of collation, analysis and publication has to be undertaken.

Financial implications

There are no financial implications arising from this option.

Recommendation

It is recommended to investigate this option.

4.
Transfer Coroners’ Officers service to another provider.

The Option

This option would lead to another provider being sought for the service of Coroners’ Officers.  The current position has developed over time, where the police service provide officers to support the Coroner who is funded by the Local Authority, although it is a Crown appointment.  As the staff are employed by the police authority, but work on a daily basis with the Coroner, there are anomalies created.  Hertfordshire Constabulary has transferred the function to the Local Authority, Hertfordshire County Council.  The Home Office review of Coroners may dictate how the service should be provided and who by therefore it is not recommended to investigate this option pending the outcomes of the national review.

Issues to be addressed

· Clarity of line management.

· Disparity between role and service provider.

Advantages

· There would be clear line management.

· Removal of all line management for Coroners’ Officers from the police service. 

· There would be greater clarity of function.

· Accommodation returned for Area Command use.

· Return of police officers to operational duties.

Disadvantages

· May lead to increased bureaucracy and abstraction from operational duties.

· Barriers may be created between Coroners’ Officers and the police service.

· This option may be in conflict with the results of the National Review.

· May lead to conflict with key partners.

· Loss of control by force over role of Coroners’ Officers.

· There are six Local Authorities to negotiate with.

· Potential impact on the service and uncertainty about level of service provision.

· Loss of expertise to the police service.

Financial implications

The adoption of this option may result in reduced staff costs and associated training costs, enabling the return of police officers to core policing.

Recommendation

It is NOT recommended to investigate this option.

5.
Obtain full or partial recharge for the service from Local Authorities.

The Option

This option seeks to retain the service, but obtain some recharge for providing the service to the Coroner, who is Local Authority funded.  Some forces have been successful in obtaining some recharge. The Home Office review of Coroners may dictate how the service should be provided and who by therefore it is not recommended to investigate this option pending the outcomes of the national review.

Issues to be addressed

· Disparity between role and service provider.

· Local Authorities derive direct benefit from the provision of Coroners’ Officers, however do not contribute to the funding.

Advantages

· The force would retain control of the service.

· Expertise and police orientation of Coroners’ Officers retained.

Disadvantages

· This option may be in conflict with the results of the National Review.

· May lead to conflict with key partners.

· Local authorities may seek some control over the role of Coroners’ Officers.

· There are six Local Authorities to negotiate with.

Financial implications

The adoption of this option may result in increased income.

Recommendation

It is NOT recommended to investigate this option.

6.
Assess whether Northumbria Police should continue with the current policy of attending all sudden deaths

The Option

From the evidence gathered during the course of the review it is clear that a number of forces do not attend all sudden deaths.  There are differing models of what level of response is provided and in what circumstances a police officer will attend.  A considerable amount of police time is expended on non-suspicious sudden deaths.  A significant saving could be made if the number of deaths attended could be reduced.  This saving needs to be set against a possible undermining of the perception of the police’s role in ensuring the safety of the public and reducing the opportunity for criminal behaviour. 

However, the Shipman enquiry is likely to result in increased scrutiny of sudden deaths.  Consequently it may not be possible to reduce police attendance therefore it is not recommended to investigate this option pending the outcomes of the national review.  

Issues to be addressed

· Savings in police time

· Reducing police involvement in a non-police matter

Advantages

· Efficiency gains

Disadvantages

· Risk of suspicious deaths not being recognised as such

· Deskilling of officers

· Police role as guardians of public safety undermined

Financial implications

The adoption of this option may result in reduced costs in the following areas; staff and travelling costs.

Recommendation

It is NOT recommended to investigate this option.
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