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Freedom of Information Act 2000
 
I can confirm that the information requested is held by Betsi Cadwaladr University Health Board. Please accept our sincere apologies for the delay. 
Your request and our response: 
Please provide the following information for the last two financial years.
1. A copy of the Betsi Cadwaladr University Health Board (BCUHB) policy relating to the role and responsibilities of persons appointed or tasked with investigating and furnishing the North Wales coroners with information and/or evidence following a death reported to the coroner.
Please see attached the PTR05 Coronial and Inquest procedure. Please note that any information that is personal has been redacted under Section 40 – Personal Information of the Freedom of Information Act.
2. Copies of correspondence between BCUHB and coroners regarding the quality and/or delays in investigations carried out by persons appointed by BCUHB following a death reported to the coroner.     
In accordance with the Freedom of Information Act 2000, this letter acts as a Refusal Notice under section 17 of the Act.

Correspondence between BCUHB and His Majesty’s coroners in relation to specific cases would contain sensitive personal data in relation to the deceased and would be provided as part of a formal legal processes in support of HM Coroner’s judicial duties. The information is part of the individual’s health record and therefore our duty of confidence applies even after death, and is withheld under Section 41, Information provided in confidence. Therefore, we are not able to supply you with this information. In reaching this decision the Health Board has taken into account the strong expectations of its patients, their families and the legal obligations of the Health Board to ensure that personal information relating to deceased patients is protected and remains confidential.  
Coroners in North Wales have issued BCUHB with Prevention of future death notices in relation to the timeliness of investigations. These notices and BCUHB responses are publically available on the Judiciary web site which can be accessed at via the below link: 

https://www.judiciary.uk/courts-and-tribunals/coroners-courts/reports-to-prevent-future-deaths/ 
3. The number and brief circumstances of complaints recorded by BCUHB following a death reported to the Coroner. 

Complaints made to BCUHB are managed in accordance with the Putting Things Right (PTR) Regulations and are recorded on the complaints module of our management system, RLDatix Cymru. Inquests are also recorded on this same system in a legal module, however not all deaths reported to the Coroner will result in an investigation (leading to an inquest) by them (and whether a Coroner investigates a reported death is a matter solely for them as independent judicial officers). Deaths are reported to the Coroners in accordance with the Notification of Deaths Regulations 2019. To answer this question would require a manual exercise to correlate every death notification against every complaint, and then a manual review of each complaint file. The time taken to complete this would exceed the allowance provided under the FOI Act. There have been 8004 deaths during the period in question and we have established that to comply with your particular request would exceed the appropriate costs limit under section 12 of the Freedom of Information Act 2000.  This is currently £450. In reaching this decision we estimate that it would take staff approximately 667 hours to retrieve the information. This figure is based on a timescale of 5 minutes per patient. Therefore, to obtain the data would work out at approximately 667 hours @ £25.00 per hour (cost permitted under the Act) = £16,675  As you will be aware this is not an exemption which requires us to consider the application of the public interest test.

4. A copy of the BCUHB policy and or guidance as to the appropriate level of training and competence and seniority of persons appointed to investigate deaths reported to the Coroner. 
As outlined above, deaths are reported to the Coroners in accordance with the Notification of Deaths Regulations 2019. It is a matter for the Coroner whether they investigate and the Health Board has a duty to assist the Coroner with their inquiries. 

A death of a patient would be investigated if it were determined to meet the criteria for being a patient safety incident (i.e. the Health Board potentially caused or contributed in some way to the death). Not every death reported to the Coroner by Health Board clinicians therefore requires investigation by the Health Board itself. Investigations are conducted in accordance with the Putting Things Right Regulations and the NHS Wales National Policy on Patient Safety Incident Reporting which is publically available on the NHS Wales web site which can be accessed via the following link: https://du.nhs.wales/patient-safety-wales/patient-safety-incidents/ 

5. The average time for the investigation to be completed between reporting the death to the Coroner and acceptance by the Coroner as being complete. 
As outlined above, investigations are undertaken in accordance with Welsh legislation and NHS Wales policy and are completed for the purposes of candour and learning. As such they are not “accepted” by a Coroner, but would be disclosed to the Coroner should they conduct their own investigation into a death, in accordance with the legal processes for disclosing information to a Coroner. The internal investigation process and Coroner investigation process are entirely separate and operate to different timeframes. It is therefore not possible to answer this question as the process described in the question dos not occur. 

 
  
  

