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2023 OCME INVESTIGATOR
GUIDELINES
MISSION STATEMENT OF THE DEPARTMENT OF INVESTIGATIONS

“To provide for at all times, regardless of circumstances, the performance of competent medicolegal death investigations, which are expedient, unbiased, comprehensive and accurate, for all of the people of Connecticut and to do so with respect and compassion for the families that we serve in a time of great need.”

“If there is failure in the circumstantial investigation or failure to coordinate and correlate during the investigative phase, the chances for erroneous opinions on the part of the pathologist are enhanced.”








--Medicolegal Investigation of Death, 4th edition.

FOREWARD
This manual has been written to serve as the guide to operations within the Investigations department.  

It contains only general information and guidelines for Investigations
This manual and the information in it should be treated as confidential.  No portion of this manual should be disclosed to others, except OCME employees and others affiliated with OCME whose knowledge of the information is required in the normal course of business.

NOTHING IN THIS BOOK IS ENGRAVED IN STONE. 
COMMON SENSE SHOULD ALWAYS PREVAIL.
If you choose a creative alternative, have a justification.
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I.
ADMINISTRATIVE ISSUES.

A.
ETHICS AND CONFLICT OF INTEREST

DESCRIPTION/PURPOSE

The rules governing ethics and conflicts of interest are laid out in the Conflicts of Interest Law,

which is a basic code of ethics for all public servants of the State. Areas where potential ethical problems commonly occur include:  
— Accepting Gifts, Favors, Entertainment, Meals, and Travel

— Personal Use of State Property

— Use of Confidential Information for Private Purposes

— Misusing Your State Job for a Private Advantage

— Outside Financial Interests

— Working with Not-for-Profit Organizations

The OCME investigator’s shield, ID or OCME-marked clothing/vehicle should NEVER be used privately for personal use or gain.

B.
CONTINUING MEDICAL EDUCATION (CME)

DESCRIPTION/PURPOSE

At this time, investigators are allowed to take a total of 5 paid days each year (Jan 1 through Dec 12) to attend accredited continuing medical education courses.  If you attend a course on a day that you do not normally work, you can be taken off another shift during the week as compensation.  These CME days must be requested at least one month in advance.  

PROCEDURE

1.         A copy of the registration (in advance) and CME certificate (when it is received) should be provided to your supervisor.
2.   
Investigators are encouraged to become certified by the ABMDI. 
3. 
Funding may be available for expenses incurred toward getting ABMDI certified.   
C.
DRIVING AN AGENCY VEHICLE
PROCEDURE
1.
If you drive an agency vehicle, you are required to follow all rules and regulations outlined in the State rules. 
D.
PHONE CALLS/E-MAIL/APPEARANCE
Investigators are expected to return all calls/e-mails expeditiously – even if you must call outside normal business hours to leave a message as to when you will be working.  Leave an outgoing out-of-office message during any extended absence, such as vacation. 
You are often the public face of the agency.  Always treat families, police, and attorneys as you would want to be treated with courtesy and professionalism.  During their time of loss, families may go through a variety of emotions including anger.  Sometimes this anger may be directed at our office.  Do not take it personally.  You must never argue, antagonize, or raise your voice to anyone working at the OCME or interacting with the OCME (police, funeral directors, attorneys, next-of-kin).  No one interacts with the OCME for a trivial reason and we need to be professional and do our work with respect and compassion for the families that we serve in a time of great need.  If you feel you are going to lose your temper--simply ask the person to contact your supervisor or the on-call ME or Chief/Deputy ME.  Immediately notify your supervisor of the issue. 
We must be aware of our appearance when we go to a scene or visit a funeral home.  This means wearing appropriate attire.  Remember that you may interact with the family at scenes or FHs and so we must dress professionally (no ripped jeans, sweats, T-shirts). 
E.  Calls about Pending Cases/Autopsy Reports/Toxicology:

When someone calls for a report, you should tell them that:

The vast majority of our reports are finished within 4 to 8 weeks after the examination.  In some instances, such as infant deaths, the investigation may take longer (approximately 12 weeks).  
If someone calls about toxicology testing, you should tell them that:

99% of our toxicology testing is done within 4 weeks.    

F.
SCHEDULES
The supervisor of investigations will create the monthly schedule.  Staffing for holidays will be the same staffing as required for weekend coverage. 
On weekdays, the supervisor of investigations will coordinate the daily staffing assignments.  All "float" investigators will report to the office at the start of their shift to assist with cremations, telephone reports of deaths, etc.  If there is a morning scene, dispatch may assign an investigator to go directly to the scene instead of first coming to the office.   

II.
HEALTH AND SAFETY

A.
PERSONAL PROTECTIVE EQUIPMENT AND RIGHT-TO-KNOW TRAINING
DESCRIPTION/PURPOSE

Material Safety Data Sheets (MSDS) are available upon request.  

In the course of your employment as an Investigator, you will be required to use personal protective equipment such as N95 masks, dust masks, and gloves.  Please be sure that you have all necessary PPE with you before you leave for a field assignment.  An N-95 mask that has not been soiled and is still breathable can be reused.

Attending a yearly Hazard Communication/Right to know training is required for all OCME employees; this training provides workplace hazardous chemical training, understanding chemical labeling, access and understanding Material Safety Data Sheets (MSDS); how to protect yourself and what to do if your are exposed, which are required by the “Hazard Communications/Right to Know” Law.
PROCEDURE 

1.
Discarding PPE during Field Investigations:  INVESTIGATORs should leave discarded PPE’s at the scene near the body, to be picked up by transport staff when body removal is done.  Do not discard PPE in trash bins in the field.    
B.
SUPPLIES AND EQUIPMENT

DESCRIPTION/PURPOSE

You are responsible for all equipment given to you (instruments, cameras, cell phones, laptops, etc). 
C.
NEEDLE STICK AND MUCOUS MEMBRANE EXPOSURE GUIDELINE 
This outlines the procedure to be followed in response to accidental needle sticks or mucous membrane exposures to potentially infectious materials which happen to OCME employees while on duty and when the source of the exposure is a decedent. 
This guideline delineates the responsibility for the prevention of illness from accidental exposure to infectious agents which can cause tetanus, syphilis, Hepatitis B and Human Immunodeficiency Virus (HIV) Infection, as well as the reporting of all such accidents. 
Investigators must use proper technique to prevent injuries caused by needles, scalpels, and other sharp instruments, both during and after procedures, and whether cleaning or disposing of the used instruments. Failure to conform to this procedure endangers not only your health, but the health of your fellow employees and may potentially result in your referral to HR for appropriate action. 
To prevent needle stick injuries, needles should not be recapped, purposely bent or broken by hand, removed from disposable syringes, or otherwise manipulated by hand. After use, disposable syringes and needles, scalpel blades and other sharp items must be placed in puncture-resistant "sharps containers” for disposal; sharps containers should be located as close as possible to user areas. Disposable needles from vacutainer holders should not be removed by hand; they are to be inserted in the slot located in the top rim of the "sharps" container and removed by twisting the vacutainer holder in a counter-clockwise direction. Should the needle not drop into the container after separation from the holder, the holder should be used to push it down. 
DEFINITIONS 
1. 
Needle stick exposure is an accidental skin puncture by a needle or any other sharp object which has been used to draw blood from a decedent or to penetrate the decedent's skin or mucous membrane, has been contaminated with a body fluid or tissue specimen from a decedent, or has been used to dissect bodily organs. 
2.  
Mucous membrane exposure is defined as blood, serum, or other potentially infectious fluid or material originating from a decedent that is accidentally sprayed and enters the employee's eyes, nose or mouth, or penetrates an employee’s open wound or sore.

Note:  Needle sticks with sterile needles do not need to be reported to the Employees’ Health Program, but an OCME Incident Report must be filed. 
EMPLOYEE RESPONSIBILITY

1. Following a needle stick or mucous membrane exposure, the employee must clean the exposed area under the supervision of a physician, if available. The skin must be washed thoroughly with soap and water only (DO NOT use disinfectants of any kind); however, excessive vigorous scrubbing can actually augment the potential risk of disease transmission.  In a mucous membrane(s) exposure (e.g., eyes, nose, mouth, or penetration into an open wound, sore, or excoriated skin area), the area(s) should be gently flushed with copious amounts of water. 
2. After cleansing the exposed site(s), the employee must notify her or his immediate supervisor or designated person-in-charge. The employee must communicate the nature and the source of the exposure in order to accurately document the incident. (This information is vital and will predicate the most appropriate regimen.)  The incident report should be provided to Human Resources at OCME.

3. Following the cleansing please proceed to either UConn Occupational Health or a local emergency department as soon as possible.  When arriving at the health facility, the employee should state, “I am an investigator for the OCME and I need prompt medical attention due to a needle stick injury.” 
4.  The Health Facility may recommend prophylactic treatment to prevent HIV infection.  

5.  Please provide OCME HR with a copy of your Health Facility paperwork.  HR will coordinate coverage for the medical expenses due to the exposure.

6.   Follow the guidelines of Occupational Health for follow-up after the exposure.  

YOU MUST START TREATMENT WITHIN 2 HOURS! 
III.
DEATH INVESTIGATION
A.
LEGAL JURISDICTION OF THE OFFICE OF CHIEF MEDICAL EXAMINER

DESCRIPTION/PURPOSE

The OCME investigates deaths associated with criminal violence, by accident, by suicide, suddenly when in apparent health, when unattended by a physician, in a correctional facility or in any suspicious or unusual manner or where an applications is made pursuant to law for a permit to cremate the body of a person.
1.  Communications:  The communications staff handle the initial report of death.  If it is a call from the police or a hospital death due to injury, the call will be immediately transferred to the investigation staff.  If it is a suspected hospital-no case, the communications staff will accession the death and continue the initial triage to ensure that it is not an OCME case.  If they are not sure they will contact investigations or the ME on call if investigations is not available. 

Investigations will obtain further details and determine if a scene or viewing is needed.  The investigator will report in the verbal the additional information and disposition.  If the investigators have questions about case disposition/scene investigation, they should ask the ME on call.
B.
DISPOSITION OF CASES

DESCRIPTION/PURPOSE

Notify Communications as soon as you determine the disposition of a case; the response time and disposition time is tracked as one of the indicators of our performance.  

HOSPITAL DEATHS:

ME case:   
Death falls under OCME jurisdiction and is brought to the office for an external examination/autopsy or issued an investigator certificate.  Please indicate clearly in your report why you believe it is an OCME case.  If a family reports suspicions or concerns about a "no case" death and requests an autopsy, please clearly document the nature of the family’s suspicions. What question is the family looking to have answered with an autopsy?

No Case:
It does not fall under OCME jurisdiction, but a record is made of the consultation.  In the verbal, document the provider, brief clinical history, and reason that it is NOT an OCME case.
SCENE DEATHS:

OCME Case:                         Case falls under the jurisdiction of the medical examiner’s office.  A scene investigation is done.  If a family reports suspicions or concerns about a "no case" death and requests an autopsy, please clearly document the nature of the family’s suspicions. What question is the family looking to have answered with an autopsy?
Investigator Certificate:       No private physician to sign the DC, funeral arrangements have been/will be made, death due exclusively to a natural disease entity.  FH removes body from scene.  OCME issues DC. Arrangements are made for the FH to obtain the DC.
No Case:         
Private physician will sign.  Funeral arrangements have/will be made.   No scene investigation needed.  All “No Cases” must be written up in the verbal.

Claim:      
Private physician will sign, no funeral arrangements made, no autopsy request, entirely natural.  Body comes in for storage only.  
C.
PHYSICIAN SIGNING DEATH CERTIFICATES
PROCEDURE

1.
Whenever in contact with a physician regarding a death of their patient, if he/she refuses to certify the death, do not pressure the physician into signing a death certificate, regardless of the fact that the death is entirely natural.  Explain the circumstances of the case and why it is not an OCME case.   If they still will not sign and do not have a reasonable excuse for not signing (e.g., has not seen the patient in years), you may refer the physician to the ME on call if you believe it is needed.    
2.
If the physician refuses to sign a death certificate, examine the remains and issue an investigator certificate.
D.
SUBMISSION OF INVESTIGATIVE REPORTS/CASE MANAGER
1.
All investigative reports, photographs, etc. are official documents that must be submitted by investigators upon completion. 
2.
Once laptops are available, all reports must be uploaded to CaseManager as soon as possible and no later than by 8 AM of the following day. 
E.
REQUIREMENTS OF A SCENE INVESTIGATION

DESCRIPTION/PURPOSE

The scene investigation has five (5) important components which must be documented by the investigators.  The five components are:

(a) Under what circumstances was the body discovered and by whom?

(b) Who is the decedent (identification)?  
(c) What recent or past medical information is available? 
(d) What is the nature of the scene (any evidence to suggest criminality, trauma, drugs, alcohol)?

(e) What is the condition of the body?

Each investigative scene, although different, has the same five component elements that must be investigated. Each component must be fully and comprehensively documented in the investigative case reports.

PROCEDURE
1.
Obtain information from police, relatives, friends and witnesses present at the scene, including 
(but not limited to):
--Their names.
--Their relationships to decedent and each other.
--Their addresses.
--Their telephone numbers (particularly cell telephone numbers)
--Have the family fill out the OCME ID and Medical History form (appendix A).
2.
Make a survey of the scene including the following information:

--Any disturbance of physical characteristics of the scene?

--Temperature of the scene in which the body was found, noting presence of air conditioning or heating units, condition of windows, doors, etc.

--Position of the body when found.  Look for discrepancies between livor mortis and rigor mortis with position when found.  Did anybody move the body after death?

--Location of the body within surroundings.
--Signs aiding in establishing time of death (e.g. accumulated mail, receipts in pockets, newspapers, presence of food, etc.).

3.
Examination of the remains:

--Any external evidence of disease or injury?

--Any identifying characteristics?  (scars, tattoos, amputations, deformities)

--Any post-mortem artifacts?  (document type of pets, rodents or insects observed at scene)

--Ascertain approximate degree and region of rigor mortis and liver mortis.
--Ascertain ambient and core rectal temperature.  In decomposed bodies, it is acceptable to measure the ambient temperature and indicate that the body is at ambient temp.

F.
SCENE PHOTOGRAPHS
DESCRIPTION/PURPOSE

It is the responsibility of investigators to take appropriate scene photographs.  A picture is worth a thousand words and will last even when scene evidence disappears and the body has been removed and buried.  The purpose is to clearly depict and permanently capture the environment around the body, a facial shot for possible identification, and close-up photos of any pertinent findings on the body or in the environment.  The photographs do not alleviate the need for a complete and comprehensive investigative report.  

Only photographs necessary for performance of your official duties are authorized.  Taking of unauthorized photographs by investigators and/or other individuals is strictly prohibited.

PROCEDURE

1.  
Photos should be taken in every scene visit to document the scene, the body, trauma, unusual 
circumstances and body position, etc.  

2.  
The following photos should be taken at a minimum and are in addition to any other specific, 
detailed photos that may be warranted:
A.
A distant, overall shot of the scene environment that includes the body.
B.
A closer, overall shot of the body.
C.
A focused, close, identification photo of the face (including decomposed or partially skeletonized remains).

3.
As a general guideline, in addition to the above, photographs of the following should be taken:
A. Unusual body position.

B. Ligatures (including position, location of knot).

C. Any trauma or unusual body lesions.

D. Weapons and positional relationships to bodies.

E. Evidence of extent of blood loss.

F. Any unusual lividity or rigor mortis patterns.

G. In cases of possible natural deaths, any injury or mark that may have occurred secondary to the collapse of the person or postmortem pressure indentation marks/burns in relation to objects in the vicinity.

H. Evidence of drug or alcohol abuse.

I. Evidence of any suspicious or unusual activity at the scene.
J. In cases with concern for neglect or abuse of child or elderly person photos to document the state of the residence (sleeping place, bathroom/voiding space, kitchen (to include signs of nourishment), and others as needed) to provide a feel for the care or lack thereof.  
4.  
All photographs are to be submitted to OCME with your investigative reports.

5.  
Photos should be uploaded to CaseManager under the case number before the 9:00 AM 
conference.
G.
TEMPERATURE RECORDINGS
DESCRIPTION/PURPOSE

Recording of core rectal, water, and ambient temperatures may be useful to establish diagnoses including hypothermia or hyperthermia.  Recording temperatures may also be useful in narrowing the estimates of the postmortem interval.  Remember that hyperthermia can be induced by environment AND some medications or illicit drugs.  The core temperature in sudden infant deaths can be especially helpful when comparing a story of the circumstances surrounding the death to the actual evidence.  
PROCEDURE

1.
When appropriate, core rectal, ambient, and water temperatures should be recorded using an 
OCME-issued thermometer.  In particular, if you note that the scene is particularly warm or 
cool, please record and document ACTUAL temperatures.

2.
When appropriate, if a body is found floating in water, you should record the water 
temperature, core rectal temperature, and outside ambient temperature.

3.
When appropriate, in addition to recording outdoor temperatures, also record the climate 
condition present at the time of recording.
4.
Remember to ask for body temperature in pertinent hospital deaths (e.g., excited delirium, 
hypothermia, infants).  
5.
The core temperature in sudden infant deaths and the time it was taken should be taken 
either by hospital personnel or the INVESTIGATOR and documented in the investigative 
report.

H.
NATURAL DEATHS AT HOME REQUIRING A SCENE VISIT

DESCRIPTION/PURPOSE

Scene visits must be done on natural deaths when any of the following are noted:


1.  There is no attending physician (or a physician is not willing to sign the death certificate)


2.  The death is unexpected


3.  There is no available medical history 

4.  No family is known.

PROCEDURE
1.
When any of the foregoing is present, even though the death seems to be a natural event, the 
investigator must respond to the scene and conduct a comprehensive investigation, including 
a thorough examination of the body to exclude the possibility of any trauma or other factors 
which would make the manner of death not natural.  
2.
Upon conclusion of the investigation and after making a determination that the death is 
entirely natural (due solely and exclusively to a natural disease process), the investigator must 
then make a disposition of the body:

	Investigator Certificate 



	When family is available and able to make funeral arrangements.  ID form has to be filled out by investigator, signed by family member and attached to scene report (released to FH)


	OCME Certificate,

CLAIM/STORAGE, or 
Private sector death certificate
	When there is no known family or family is unable to make immediate funeral arrangements and the death will not require further investigation or examination by OCME, the body may be sent to the OCME.


3.
If the investigator has any suspicion about the death or believes that an autopsy may be 
indicated, the body must be transported to the OCME.  This determination should only be 
made after a scene visit.   If family objects to an autopsy, a “statement of opposition to 
autopsy” form (Appendix) should be filled out and signed by the family but the body still comes 
to OCME.
4.
In the case where the family requests an OCME autopsy because of suspicions or questions 
surrounding the death, the body should be taken to the OCME as an ME case.  The 
investigator must fully document the specific reasons for the family’s request in the report, 
along with their name, relationship, telephone numbers, etc.

I.
NATURAL DEATHS AT HOME NOT REQUIRING A SCENE VISIT 

DESCRIPTION/PURPOSE

The natural death of a decedent occurring outside a health care facility or hospice, who was under the care of a physician, does not fall under the jurisdiction of the medical examiner.  However, it is the natural response for people to call 911 when a person is found expired at home.  

The classification of a purely natural death at home requires a preliminary phone investigation at a minimum.  A natural death in which the decedent has a documented medical history and a physician willing to certify the death does not require a scene visit unless there are suspicious or unusual circumstances or any suspicion of postmortem decomposition.

PROCEDURE

1.
Investigator will personally speak to the officer +/- NOK at the scene.  Establish that there are 
no suspicious or unusual circumstances to an apparent natural death by questioning:

A.
Condition of the body.

i.
Bodies with any signs of decomposition need scene investigation as postmortem discoloration can easily mask bruises/injuries.

B.
When last known to be alive.

i.
Be suspicious of possible decomposition and favor a scene investigation if person has not been seen for more than a day.  POLICE often do not observe marked green discoloration under clothing.

C.
State of security of the home at the time found.

i.
Inquire if the home was not secured (secured = doors/windows closed/locked with no ability for other person to have been in home; differentiate slam-locks from secure locks).
D.
Medical history:  as known by family or indicated by medication bottles at the scene.

E.
Always question if any drugs or alcohol are present at the scene, if there is a history of use/abuse.
F.  
Always ask if there is any recent or remote history of trauma.
2.
Verify the name and contact number of the private physician. Note:  the attending physician is 

neither required to go to the scene to view the body nor to sign the death certificate. 
 
If the physician is available:
A.
Verify the medical history with the physician, and establish 
whether or not that doctor 
will be willing to sign the death certificate.  Remember, the 
doctor may decline to sign 
the death certificate and should not be pressured to do so.

B.
Establish when and to what location the funeral home should bring a death certificate 
for the doctor to sign; provide this information to the POLICE officer at the scene, to be 
provided to the funeral home.

C.
Ask and document what COD the doctor plans to put on the death certificate to be 
sure it will not bounce back to the OCME.

3.
Identification:  Friends/family must be verify decedent’s identification.  NEVER release a body 
when there is no one who can establish the identification.  Document the NOK/friends 
and their contact info.

4.
If #1-3 indicate that a scene can be cleared, inquire as to whether or not the family has made 
arrangements with a funeral home and if that funeral home will make pickup within a few 
hours.

A.
If a funeral home is available, document the funeral home and let the officer know that 
the scene is cleared.  Notify Communications of the “No Case” disposition.

B.
If no funeral home is available, notify Communications of the “No Case/Storage Only” 
disposition.  OCME will pick up body for storage only; no scene investigation is 
needed.

5.
Be sure to give disposition to Communications to close out the case.  

6.
Prepare a brief written supplemental report in the verbal.  At a minimum, include the officer’s 
name and number, brief summary of the circumstances surrounding the death, cause of 
death, doctors’ name and contact number, NOK’s contact info and the funeral home.

J.
HOMICIDE INVESTIGATIONS
DESCRIPTION/PURPOSE

A homicidal manner of death should be immediately considered at all suspicious and traumatic scenes.  The purpose of a homicide investigation is to determine what is known about the circumstances surrounding the death, provide information that may be used to approximate the time of death, provide preliminary information about a possible mechanism of injury to law enforcement, and attempt to preserve any evidence on the body.  Protection of the crime scene from disturbance and contamination is of paramount importance.

PROCEDURE

1.  
All investigators should respond quickly (aim to be there within an hour) from the time of 
notification by Communications.  Should the investigator be delayed and not able to respond 
within this one hour time period, (s)he should inform the communication unit of the reason(s) 
and document it in his/her investigative reports.  [Note:  It generally works best to coordinate 
arrival to coincide with the arrival of the crime scene unit.  Communicate with crime scene and 
detectives on the scene to coordinate the best possible arrival time and avoid any 
unnecessary delays on the part of the OCME.]

As we interact with approximately 200 different law enforcement agencies, they will need to be 
continually educated about promptly notifying our office of a death.  


Remains should not be left in public view for an extended period of time.  In most instances, 
the police investigation of the scene may proceed without the body.  If you are concerned 
about a prolonged investigation that may adversely affect the condition or respect of the body, 
you should speak to the scene leader and share your concerns with them.  Notify them it is 
"10:15 PM and we need to get the remains to our Office for refrigeration.  May we remove the 
remains now?"   If they say "no", contact the medical examiner on call with the name and 
contact information of the person on the scene.  The medical examiner on call will talk to the 
scene leader.  If we continue to impress upon the people in charge of the scene, the 
importance of quickly removing the decedent to the OCME.         
2.  
Investigators should never enter into any crime scene until fully cleared by crime scene unit.

3.  
Only the investigator is authorized to enter a crime scene area; students may not enter.

4.  
Investigators must wear a Tyvek suit in all homicide cases, along with booties, gloves, eye 
protection, and other appropriate protective equipment as dictated by the scene.

5.  
In appropriate instances the hands of the decease should be bagged to protect trace evidence 
and prevent contamination prior to moving/examining the body (Note:  bagging of the hands is 
generally done by the crime scene unit).

6.  
When appropriate, investigators record core rectal and ambient temperatures using 
appropriate OCME thermometers.  When a body is found in water, water temperatures may 
be taken.  Do NOT take temperature in instances where there is a concern about sexual 
contact prior to death.
7.  
Photograph the scene, body, face and any obvious trauma.  Include sketches or hand-written 
diagrams if necessary.  

8.  
In known homicides, do not examine or touch the body before it is fully documented, 
photographed, and processed by the crime scene unit.

9.  
Upon completion of the body examination, the body should be enclosed in a clean and 
unused body bag in order to prevent transfer of trace elements and contamination at the 
scene and morgue vehicle (Note: this is generally done by the medical examiner transport 
team).

10.  
Fully document personal property removed at the scene with photographs and written 
descriptions.  Record the voucher number given by POLICE whenever possible.  At a 
minimum, record the name and shield number of the officer accepting the personal property at 
the scene.  It is good practice to request that the officer initial or sign your investigation form 
next to your list of personal property.

K.
PUBLIC VIEW DEATHS 
DESCRIPTION/PURPOSE
1.
Please expedite any “public view” death investigations.  If you cannot respond to the scene 
promptly, notify the supervisor on duty so that other arrangements can be made to expedite 
the scene investigation (see J. above).

IV.
EVIDENCE

A.
GENERAL EVIDENCE GUIDELINES
DESCRIPTION/PURPOSE

Material evidence provides clues into the circumstances and cause of death, and it may provide leads in criminal investigations.  INVESTIGATOR’s should never take items or evidence from the scene to be kept as any type of personal souvenir.
PROCEDURE

1.
Any evidence directly attached to the body that may have a role in determining the cause of 
death should be left intact on the body for photography and examination by the pathologists 
(i.e. ligatures, body wrappings).  

2.
Unattached evidence, including personal property, is vouchered at the scene by the police.  

3.  
Evidence which may assist in identifying the decedent is photographed before release to the 
police.
4
Bring in ligatures used in hangings if removed from the body at the time of death.
5. 
Never have suspected weapons (gun, knife, bat, etc.) brought to the OCME (a picture is 
adequate).  Suicidal stab wounds in which the knife is still in the body may be removed prior to 
transport (this is a safety issue).
B.
CONTROLLED SUBSTANCES or POISONING
DESCRIPTION/PURPOSE

Drug evidence is occasionally found at the scene; it may provide assistance in determining cause of death  

PROCEDURE

1.
Describe and document any drug evidence at the scene in your report and with photographs.

2.
Have the police voucher any drug evidence at the scene.  Do NOT bring it to the OCME.
3. 
Suspicion of toxic substances/poisoning?  If there appears to be a toxic poisoning, the police 
should voucher the suspected substance.  If you suspect a non-criminal food poisoning, 
consider collecting remnants of the food.
C.
PERSONAL PROERTY FOUND ON THE DECEDENT

DESCRIPTION/PURPOSE

Any identified personal property from decedents should not be brought to the OCME; it is the responsibility of the police to voucher personal property at the scene, though investigators may assist.  Investigators are expected to identify and document any personal property and to verify that it is removed by the police wherever possible.
PROCEDURE

1.
ALWAYS INSIST on having a police officer present upon examination of the body.  This is for 
your own protection to minimize the risk of being accused of stealing.

2.
Document all personal property in pockets or on the body and allow an officer to remove or 
remove in the presence of an officer.  Photograph the property.

3.
Record the name and shield number of the vouchering officer in the investigation report.  It is 
best to have the officer sign next to this section on your report.

4.
Be careful about patting down pockets before blindly reaching in (beware of needles or other 
sharp objects).
5.
If personal property CANNOT be removed, photograph it and record the property and reason 
that it cannot be removed in the investigation report.
D.
SUICIDE NOTES

DESCRIPTION/PURPOSE

The OCME should obtain copies of anything that might be construed as a suicide or suicide-type note.  A family may request a copy of a suicide note by contacting the local PD who will retain the original.  
Definition of a Suicide Note or Suicide-type Note:  Any evidence, be it written, oral, computer generated, etc., that may be regarded as an expression of depression or indication that the decedent intended to harm themselves.

PROCEDURE

1.  
Search suspected suicide scene locations for any suicide or suicide-type notes.    

2.  
Any possible suicide note must be photographed by the investigator and turned over to the 
local police.  If the police have already taken the note, request that a copy be faxed to the 
office by 9 AM the next day.
3   
The note should be photocopied, and a copy should be included in the investigator’s report for 
review by the pathologist and retention in the autopsy file.  

4  
The scene investigation report shall document that suicide note(s) have been recovered and 
should also include a brief description of the content of the note(s).

E.
FIREARMS FOUND AT SCENE

DESCRIPTION/PURPOSE

Frequently, firearms are found at homicide and suicide scenes and are near or on the bodies.  Firearms found at investigation scenes should not be handled, vouchered, or brought to the OCME.

PROCEDURE

1.
If a firearm is identified, do not touch, move, or examine it.

2.
Notify the officer at the scene and allow the officer to move and safeguard the weapon.

3.
If for any reason an examination of the firearm is warranted at the scene, it should be 
performed by a police officer in your presence after the weapon has been cleared by an 
emergency service officer and/or crime scene detective.  Investigators should photograph the 
weapon, as appropriate, while it is being held/handled by law enforcement. 
4.
Under no circumstances should a firearm be brought into the OCME facility by an 
investigator.
5.
If a firearm needs to be further examined, a police officer will bring the firearm to the 
pathologist requesting the examination.

F.
HYPODERMIC SYRINGES/SHARPS

DESCRIPTION/PURPOSE

Extreme care should be used when investigators recover, safeguard, and voucher hypodermic syringes found at death scenes.  Liquid or dried residue inside hypodermic syringes may be of value for testing if a chemical intoxication is suspected but cannot be elucidated with routine postmortem blood toxicology.  Police may voucher the needle/syringe at the scene as evidence and they should be secured specialized containers.  Your safety and the safety of everyone else that must handle this hypodermic syringe are dependent on your compliance.  Inform the police that they can submit the evidence to the Crime Lab for toxicology testing, if warranted.
G.
OBTAINING HOSPITAL BLOODS/FLUIDS FOR TOXICOLOGY TESTING AT OCME
DESCRIPTION/PURPOSE

The postmortem toxicology on a person who suffers an injury or illness followed by a delayed death is unlikely to accurately reflect the influence of alcohol or drugs at the time of hospital admission.  Obtaining any remaining hospital bloods or fluids from a time as close to admission as possible is often warranted.  In particular, blood should be requested for the following delayed deaths: homicides, intoxications, and motor vehicle deaths (drivers).  Hospital bloods do not need to be obtained on people who are pronounced dead within one hour of arrival to the initial hospital.  
PROCEDURE

1.
 The investigator will call the hospital to determine if there are any residual bloods or urines, and request that they be placed on hold for pickup by the OCME.  Try to get the earliest blood sample (i.e., drawn in ED or on admission) that is available.  Often the blood bank may have a saved admission sample.  Record in the verbal the name and phone number of the person you spoke with in the laboratory.  Document in the Investigation Report if there are no residual bloods or urines.  The investigator will arrange to have the bloods brought to the OCME.  Hospital procedure may vary and many may ask you to sign a chain of custody form to show the transfer of samples to OCME.  Please ask the hospital personnel to sign off on our receipt.  The samples will be placed in the refrigerator in the autopsy room and the appropriate ME will be notified.  Also request the laboratory report for any blood alcohol or urine toxicology testing.    
V.
IDENTIFICATION
The determination of the identification begins with the initial triage of the report of death.  For scene deaths, the investigator should attempt to get the OCME identification form completed by persons at the scene who are able to make the identification (see below).  For hospital deaths, the identification provided by the hospital staff also must be confirmed (typically this is done through the funeral director with the family).  Families may come to the OCME to do a visual identification (either by viewing a picture or the remains).  The family should complete the OCME identification form.     
A.  IDs:

All deaths in which the OCME issues a death certificate must have written documentation in the case folder as to how the identification was done (fingerprint, family viewing, dental, tattoo, etc.) and by whom. 


B.
UNIDENTIFIED REMAINS 
DESCRIPTION/PURPOSE

All remains that are unidentified shall become medical examiner cases, regardless of the circumstances.  This includes hospital or scene cases in which the identification is unknown or unable to be verified.  

PROCEDURE

Investigators are not to release the body of any unidentified remains.  If ID cannot be completed at the scene, it is an ME case.

C.
DECOMPOSED REMAINS
DESCRIPTION/PURPOSE
Remains with any visible signs and/or physical examination findings of putrefaction, mummification, adipocere formation or partial/complete skeletonization are deemed decomposed.  Decomposition ranges from early to moderate to advanced stages and should be described as such with specific supportive detail by the investigator on the scene.

The identification of remains is an extremely important function of an investigator.  Remains that are unidentified/unverified place an enormous burden on family members and tax the limited resources of OCME.  Identification ALWAYS begins at the death scene investigation. There is never a better opportunity to discover and/or recover information which will ultimately lead to identification than at the initial death scene visit, particularly in cases of decomposed decedents.  Almost invariably, after the initial death scene visit, the scene is altered/disturbed to the extent that potential identifying information may be lost or destroyed.  Therefore, it is of paramount importance to make the first scene visit the only scene visit in which attempts are made to facilitate identification.  This requires adequate additional time spent at the death scene specifically dedicated to the search for potential identifying information, above and beyond the routine scene investigative procedures. 

PROCEDURE
1.  
Ensure that you recover and document any and all items that would aid in the identification process, i.e. medical documents, dental records, personal documents (ID cards, mail, personal telephone books, etc), medications, etc.  All of these must be included and fully documented in your investigative report.  If police vouchers any of these items, photograph them before they are removed from the scene.
2.  
The search for such items should not be limited to the immediate vicinity of the decedent, but a thorough search of the entire residence/scene including desks, cabinets, drawers, closets, etc. should be conducted.  This search may include recovery of articles of personal property as evidence such as mail (opened or unopened), personal address books, handwritten notes showing names and/or telephone numbers, medical/dental records, medications, etc., among many other potentially important items.  Any such item collected on the scene should be documented in the investigative report and logged as evidence, maintaining appropriate chain of custody.

3.  
Attempt, whenever reasonably appropriate, to have the body identified at the scene based on either directly viewing the body or viewing the facial identification photograph.  In most instances, the bodies are discovered by friends, relatives, and coworkers responding to the scene.  The ME can always pursue additional means of verification of identification but this initial visual ID may provide critical leads, or the ME may determine that this constitutes sufficient verification of identification.
4.
In cases of scene identification made by those other than family/next of kin (i.e. building superintendent, doorman, neighbor, etc.) information should be actively sought from such individuals regarding family/next of kin for purposes of notification and disposition.  Any additional information which may lead to discovery of family/NOK such as employers, lease information (notification in emergency), friends/other contacts, etc. should be obtained. 

5.
When speaking to police at the scene prior to your response, if they have not already made the identification, ask them to request that any person(s) discovering the body wait at the scene until you arrive or make sure that the police have them make the identification if feasible.  When you arrive at the scene, in all cases ascertain if anybody can identify the body or otherwise provide information potentially helpful in making an identification such as information about: family members, next of kin, physicians, hospital or clinic visits (medical history), dentists, places of employment, etc. Also ask about any specific identifying features of the decedent in cases when a direct facial identification is difficult, such as unique tattoos, scars, dental work, jewelry, clothing, etc.  


**(NOTE: As as general rule, scene identifications should not be made based upon any criteria other than direct visualization of the body or facial identification photograph. Identifications based upon other identifying features such as tattoos, etc. should be made at OCME at the discretion of the medical examiner in charge of the case; exceptions should be discussed with the ME.) 

6.
Accurately record names and contact information for ALL individuals interviewed at the death scene to permit future contact if warranted.

7.  
Determine from police whether any identification-relevant items have been vouchered prior to the OCME’s arrival (i.e. address books, wallets, watches, jewelry, etc.).  Such items should be always be documented and photographed whenever possible.  Items such as address books, etc. containing potential contact information may be obtained later from police only if OCME is aware of their existence.  
8.
Obtain/confirm all next of kin/family/contact information gathered by police, as such information may be provided by individuals no longer on scene or may be different information than that provided to INVESTIGATOR during scene interviews/investigation.  Always obtain contact information for sources no longer at the scene.
9. 
ALWAYS take a focused, straight-on facial photograph of the remains – identified or unidentified. The facial identification photograph taken by the investigator at the scene may provide the ONLY opportunity for visual identification of a decedent; decomposition may progress rapidly such that a facial photo taken the next morning at the morgue may be ineffectual, especially in cases of bodies removed from water.  Facial identification photographs are MANDATORY for all scene investigations.

10.  
Always take a photograph of any unusual body feature or article of clothing that would aid in the identification process. 

11.  
In cases of putrefied bodies with skin slippage, ALWAYS collect degloved skin of the fingers/hands and ensure transport with body to morgue for fingerprinting. 

D.
NOTIFICATION OF DEATH OF A FOREIGN NATIONAL 

DESCRIPTION/PURPOSE

A foreign national is anybody who is known to not be an American citizen.  If a decedent is a known foreign national (passport, green card, etc) without known local next of kin, it is important to ensure the decedent’s embassy/consulate is contacted to enable notification of family in the home country.   Notifications are usually done by the investigating police. 
PROCEDURE

1.         If known, document the “place of birth” in the scene investigation form and follow up with 
questions about US/other citizen status.  

2.         If a person is known to be a foreign national, please individually photograph any official 
identification (passport photo/info, driver’s license, state ID, etc).  

Note:  Be sure that the photograph reflects readable detail of the identification. These documents often are often vouchered to POLICE and nearly impossible to retrieve later.
VI.
SPECIAL TOPICS
A.
INFLUENZA (INCLUDING SUBTYPE A, H1N1) NOTIFICATION
Jurisdiction:  

Special jurisdiction involving pregnant or recently pregnant women:  If you are called about a febrile respiratory death of a pregnant woman or a woman who has been pregnant in the last 6 weeks (including spontaneous abortions, elective abortions, live or still births), please INQUIRE if she has tested positive for ANY type of influenza.  This includes seasonal influenza A- H1N1 or H3 and influenza B.  If she has already tested positive for any type of influenza, there is no need to take special jurisdiction unless she should be accepted for any of our usual business reasons.

If she has tested negative for influenza or has not been tested, please take jurisdiction so she can be brought to the OCME for a swab +/- autopsy.  The investigator does not need to make any special notification when a pregnancy-related death is brought to the OCME.

Jurisdiction in deaths not associated with pregnancy:  It is not necessary at this time to take jurisdiction in any known or suspected flu deaths unless the death comes into our jurisdiction for any of our other usual reasons.  At this time, we are NOT being asked by the DPH and CDC to take jurisdiction in any special subgroups of flu deaths such as obese people or those who die from flu without other comorbidities.  Special requests from the DPH and CDC will be honored individually until further notice.

Notification Procedures:
It is NOT necessary for investigator’s to notify anybody if and when you do take a known or suspected flu death (including pregnancy-related) that comes into our jurisdiction during our normal business practice.  You may treat these as any other cases that come into our jurisdiction.

Consultations and clearing house cases:
It is NOT necessary to take all suspected but unconfirmed flu deaths occurring at home or in the hospital unless it is a pregnancy-related death (see “jurisdiction”) or the case comes into our jurisdiction for other usual reasons.  Not all flu deaths occurring at home or in the hospital will have the benefit of confirmatory H1N1 testing.  During phone consultations, you may need to provide the following information to certifying physicians.  If influenza directly caused the death, then physicians should certify the death as “influenza” and include any type or subtype based on any lab testing done (ex. “influenza A, novel H1N1;” or “influenza A, subtype unknown;” or “suspected influenza”).  If influenza is thought to have contributed to the death, it can also be recorded on Part II as a contributing condition in the same manner.
B.
“INTRACRANIAL” HEMORRHAGES
DESCRIPTION/PURPOSE

Epidural and subdural hemorrhages are generally associated with trauma, and coagulopathies such as warfarin toxicity increase a person’s susceptibility after even minor trauma.  Subarachnoid hemorrhages can be natural (ruptured aneurysm) or traumatic.  Parenchymal (intracerebral) hemorrhages are often associated with hypertensive cardiovascular disease; these most commonly occur in the basal ganglia, pons, or cerebellum in adults.  However, parenchyma hemorrhages can represent contusion hematomas in the context of injuries (often in the white matter, cortical surfaces or corpus callosum) or a complication of cocaine intoxication.

PROCEDURE

1.
Avoid using the term “intracranial hemorrhage.” 

2.
Always elicit and document the location:

A.
Right vs left.

B.
EDH/SDH/SAH or intraparenchymal and specific location.

3.
Document whether or not there is any indication of injury.  

4.
Request clinician to fax over any pertinent CT scan results for inclusion with report.
5.  
In a death likely due to a head injury from an accidental fall (e.g., even in hospice) in which a 
CT was not done to include or exclude internal trauma, an autopsy is likely required to 
certify the death properly. 
C.
SEIZURE / EPILEPSY DISORDERS
DESCRIPTION/PURPOSE

Seizures may be traumatic or nontraumatic in etiology, which affects the manner of death.  Nontraumatic seizures may be idiopathic, due to specific brain lesions or associated with other disorders such as drug use or chronic alcoholism (often alcohol withdrawal).  A person may also have no history of seizure disorder but suffer terminal, seizure-like movements likely due to agonal hypoxia.  Any death of a person, regardless of age, with a history of seizure disorder or epilepsy must be comprehensively questioned to elicit the etiology and discover any recent or remote head injury.  

Furthermore, an unwitnessed death from a terminal seizure generally leaves no specific signs on the body and is, essentially, a diagnosis of exclusion.  A pathologist must sometimes try to decipher whether the death is due to a seizure or some other competing pathology.  The answers to the questions below can help in the decision process.

PROCEDURE

1.  Whenever investigating a death where a history of seizure disorder/epilepsy is given, you are required to conduct an extensive investigation as to the specific etiology and extent of the disorder.  Basic questions asked in every case should include:

A.  What type of seizures?  Try to get an idea of they are partial or generalized by asking for a description of the person’s movement or behavior during a seizure.  Does the person lose bladder or bowel control during a seizure?

B.  Was the decedent ever seen by a neurologist for a seizure workup?  If so, when, where and what was the outcome?

D.  Is there any history of a head injury?  Get as much information about date, location and circumstances.  This information will be needed for a death certificate if the incident is related to the death.

E.  Was the decedent on seizure medications?  What were the medications?  Is the person known to be compliant vs non-compliant?  (Pill counts are helpful in such cases.)

F.  How often do the seizures occur?  When was the last seizure?

D.
ALCOHOLICS 
DESCRIPTION/PURPOSE

Alcoholics are vulnerable to injuries associated with assaults or accidents, and the injuries may not always be obvious on external exam.  The deaths may be delayed (e.g., subdural hematomas or complications of rib fractures), and the circumstances of the injury are not always known.  These occasionally turn out to be homicides following assaults while intoxicated after thorough police investigations.  

PROCEDURE

1.  
All known or suspected alcoholics who die outside a hospital should be accepted as medical examiner cases.    

2.  
All known or suspected alcoholics who die in an emergency room before a full evaluation can be performed to rule out injury should be accepted as medical examiner cases.    

3.  
Document the amount and type of alcohol consumed wherever possible.

*Note:  Differentiate between collections of unopened or old, dusty liquor bottles at scenes versus evidence of active and/or frequent alcohol use.

4.  
A person without injury who dies as an inpatient death in a hospital from complications of chronic alcoholism (e.g., cirrhosis, GI bleed) does NOT need to be brought in as a medical examiner case.  

E.
HOSPICE DEATHS
DESCRIPTION/PURPOSE

Patients who are under the care of a physician and whose deaths occur in hospice care do not need to be OCME cases and do not require scene visits, unless there are unusual circumstances surrounding the death.  

PROCEDURE
1.  
Verify that the patient is currently enrolled in the program and that the treating physician will issue the death certificate, there are no suspicious circumstances and the family has funeral arrangements.  If any of the above cannot be verified, take the appropriate action by doing a scene visit (as appropriate) and certifying at the scene, making it an ME case and/or making it a claim case. 

2.
Give a No Case disposition, and submit a brief supplemental report (in the verbal).
F.
INFECTIOUS COMPLICATIONS OF IVDA

DESCRIPTION/PURPOSE

Some IVDA deaths that occur in the hospital are natural deaths due to infectious complications of IVDA (i.e., AIDS, endocarditis).  In order to pre-screen the deaths and help filter out the natural deaths that did not need to be ME cases, Communications may ask these four questions when a hospital calls in an IVDA-related death.

1. Is the decedent a prisoner?

2. Did a physical injury cause or contribute to the death?

3. Did a complication of an overdose cause or contribute to the death?

4. Did an acute drug intoxication cause or contribute to the death?

An investigator does not need to be called about such deaths.  Communications can ask the four questions, and if all of the answers are “no,” then jurisdiction can be declined, and it is given a “No Case” disposition.
PROCEDURE

1.
If the answer to any of the four questions is “yes,” then the death falls within OCME jurisdiction.  The case should be further investigated and made an ME case as appropriate.

G.
THERAPEUTIC COMPLICATIONS

DESCRIPTION/PURPOSE

Certain medical treatments, procedures and diagnostic tests can cause or contribute to deaths. Jurisdiction should be accepted when complications of diagnostic and therapeutic procedures cause or contribute to death.  A good rule to use is the “but for” test.  Would the person have died at this particular time from his disease but for this treatment?  If you have any questions about whether or not to accept a case, please consult a medical examiner.

PROCEDURE
1.  Diagnostic and therapeutic procedures that cause or contribute to death must be accepted in the following cases:

A. Deaths during diagnostic and therapeutic procedures, especially surgery and invasive manipulation when the medical procedure hastened death.

B. Deaths from immediate and delayed complications of diagnostic and therapeutic procedures.

C. Instances in which a medication error is reported or suspected.

D. Allergic, adverse or toxic reactions to agents used in therapy and diagnostic procedures.

2.  Jurisdiction may be declined in the following circumstances:

A.  Predictable, common complications (e.g. pathogenic and opportunistic infections) of immunocompromised persons secondary to organ recipient, chemotherapy, etc.


B.  Rejection of transplanted organ.

C.  If the procedure was performed as an emergent intervention for an immediately life-threatening, natural medical condition that would have otherwise resulted in certain death.

H.
DIALYSIS-ASSOCIATED DEATHS

DESCRIPTION/PURPOSE

All renal hemodialysis facility deaths should be investigated because of the concern for therapeutic complications and possibility of dialysis machine malfunctions.  

PROCEDURE
1.  Inquire whether there were any unusual or unnatural events or known/suspected mechanical failures.  If so, then the investigator shall accept jurisdiction for this agency.

2.  If the investigation finds that any intra or post dialysis death was not due to any unusual or unnatural event, and a physician is available to sign the death certificate, then jurisdiction may be declined as a No Case.  

I.
RELIGIOUS OBJECTION TO AUTOPSY

DESCRIPTION/PURPOSE

One of the mandates of the Office of the Chief Medical Examiner is to determine cause and manner of death in cases which fall under OCME’s jurisdiction.  We do not need, and do not seek, family permission or authorization to perform autopsies in such cases.  It falls within the discretion of the medical examiner assigned to a particular case whether an autopsy is necessary.
Family members occasionally do, in any event, object to autopsy; this objection may be interposed while speaking with an investigator or any other OCME staff member.  If this situation arises, the objection must be documented in writing in any format, noting date and time of objection, name/relationship to decedent of the objector, and the grounds for the objection. An objection form may be used at the scene or sent to the funeral home.   It is preferable to obtain the signature of the objector whenever possible.

The OCME may honor certain religious objections. There are, however, two clear compelling public necessities which will override a religious objection:
1. The autopsy is essential to the conduct of a criminal investigation; or

2. A determination of cause of death is necessary to meet an immediate and substantial threat to the public health, and an autopsy is necessary to ascertain the cause of death (e.g., OCME regards cases suspected tuberculosis or suspected anthrax, as representing an immediate and substantial threat to public health such as to require at least a partial autopsy).
In these two instances, the OCME will wait 48 hours before performing the autopsy in order to allow legal remedies.   If an autopsy is done, it will be the least invasive that allows for the determination of the cause and manner of death.
WHAT CONSTITUTES A VALID RELIGIOUS OBJECTION?

A religious objection may be raised when the decedent observed a religion which holds opposition to autopsy as one of its tenets of faith.  Judaism and Islam are among the organized religions which hold such tenets; Catholicism and Protestant religions do not have such objection.  The religion cited need not be one which is widely familiar for the religious objection to be sufficient; however, OCME is not bound to accede to objections based on personal or cultural beliefs unrelated to a tenet of faith of decedent’s religion.

It is the decedent’s religion, and observance of that religion, which are controlling.  Objections based on such religious beliefs may be raised by family member, friends, clergy persons (“decedent attended my synagogue for 20 years and was an observant Jew who objected to autopsy…”) or others who were in regular contact with the decedent and were aware of decedent’s religion and beliefs.  Additionally, a religious objection to autopsy will be deemed to have been raised if there is “reason to believe” that autopsy is against decedent’s religious beliefs:  for example, a body washes ashore clothed in garments typically worn by Hassidic Jews; a woman clothed in a burqa is found dead in an apartment.  In such instances, OCME will wait 48 hours before performing an autopsy even where no next of kin are present.

The major religions that object to autopsy are:

1. Islam 
2. Judiasm 
3. Christian Science 
4. Jehovah’s Witness 
5. 7TH Day Adventist

6. Some Greek Orthodox 
If investigators or medical examiners find themselves in an adversarial situation regarding religious objection to autopsy, do not argue with the family or friend.  You MUST refer the matter to the medical examiner on-call or the chief medical examiner.
It is always the far better course to talk with the family.  Such discussions should generally be left to the ME assigned to the case wherever possible; the ME may consult with the Deputy Chief or Chief Medical Examiner.  We are typically able to resolve these matters without Court intervention, as OCME is generally able to perform the autopsy in a manner which will accommodate the religious belief (e.g., conserving all body fluids, limiting the autopsy to only what is necessary in the opinion of the assigned ME, etc) and which will also likely allow the body to be released more quickly than would be the case waiting for a decision in a legal proceeding.

In cases in which the basis for objection to autopsy is not based on religion (i.e., a tenet of decedent’s religion), but rather on cultural or personal preferences of the decedent or family, it remains within the discretion of the assigned ME to determine if an autopsy will be performed; we are often able to accommodate the family’s wishes and perform a partial autopsy/external examination to satisfy the ME’s (and the agency’s) requirements.

If a religious (or other) objection to autopsy is withdrawn, please be sure to document such withdrawal of objection in writing, noting (as with the assertion of the objection) the date and time, name/relationship to the decedent of the person withdrawing the objection and, if relevant, the reason for the withdrawal.

J.
FORENSIC ANTHROPOLOGY CASES
DESCRIPTION/PURPOSE

1.  For cases potentially requiring anthropological assistance, the Investigator assigned to the case should contact our anthropologist prior to scene response (email or telephone).  The investigator and Anthropologist will discuss the case and determine an appropriate plan of action.  This should be documented in the INVESTIGATOR report.  Initial evaluation may be accomplished with digital images e-mailed to the anthropologist.
2.
Whenever an INVESTIGATOR is notified that bones are discovered, the investigator should ensure that an OCME case number has been assigned to this case. 

3.
With few exceptions, it is NOT advisable for the INVESTIGATOR to make any final determination at the scene as to whether or not bones are human or nonhuman in origin.  That determination should be made by the Anthropologist or a Medical Examiner.  It also is NOT advisable to excavate any buried remains without the knowledge/presence of an Anthropologist.

4.
Generally, all remains should be brought to the OCME.  If a local PD asks to send us some images of the bone to review, they should be sent electronically to the anthropologist for initial review.  If the anthropologist is not available, the ME on call is the backup.  
K.
SUDDEN, UNEXPECTED INFANT/CHILD DEATHS

DESCRIPTION/PURPOSE

Investigation of a sudden, unexpected infant death serves as one of the most challenging areas of medicolegal investigation.  This cohort is the most vulnerable to sudden, unexpected deaths for both medical and environmental reasons.  Recent research acknowledges that many or most infants die in unsafe sleep environments (i.e., bed sharing with other people, prone on soft bedding, heads covered by bedding), although the contribution of the unsafe sleep environment to death is not always clear.  Investigators are required to conduct an expedient, thorough investigation of any sudden, unexpected death.  Investigation should include an examination of the infant at the hospital or scene, an interview of physicians, parents, etc. and a thorough examination of the scene where the death (or incident) occurred, including a doll reenactment wherever possible.  The purpose of this investigation is to provide information about the medical and social history of the infant and discover any possible environmental contribution to the death.

DEFINITIONS

Sudden Infant Death Syndrome (SIDS): refers to those sudden deaths of infants less than 1 year of age that remains unexplained subsequent to a thorough death scene investigation, autopsy, and review of clinical history. SIDS is a diagnosis of exclusion.

Sudden Unexpected Infant Deaths (SUIDS): refers to those deaths in infants less than 1 year of age that occur suddenly and unexpectedly, and whose cause of death are not immediately obvious prior to investigation.  SIDS is one form of SUIDS.

PROCEDURE

1.  
When receiving a telephone report of a death of a neonate, infant or child the investigator should respond to the hospital or scene as expeditiously as possible.  If on another assignment, prioritize this case if possible.

2.  
Hospital Investigation:

If the death is pronounced in a hospital ER (DOA), the investigation begins there.  The purpose of this initial investigation is to begin the process of determining the circumstances surrounding the death, the differential diagnoses of the cause/manner of death and approximating the postmortem interval.

A.  
Interview the physician, nurses, EMS personnel and any police and detectives.  Take note of any therapeutic interventions.  Ask about the body temperature of the infant upon arrival (temperature and method used).

B.
If police have not been notified, do so.    

C. Examine the infant.

i. Examine all surfaces of the undressed infant, including the oral mucosa and genitalia.  

Note:  the anal sphincter can relax and appear dilated after death.  Do not mistake postmortem dilatation for sexual abuse.  Look for hemorrhage, contusion and frank lacerations as signs of abuse.
ii. Photograph the infant.

iii. Take a temperature if it has not been done.

iv. Take note of and photograph the lividity pattern at the hospital.  It can be the best indicator for position at the time of death at home.  This pattern often shifts and is lost by the time the body is examined in the morgue.  

v. If the parents are at the hospital attempt to interview them if possible. Remain sensitive to the family, but stay focused on your investigation.  

3.  
Scene Investigation:

Speak with the assigned detective and family and attempt to respond to the scene location.  A delay in scene investigation may result in a loss of key evidence and witnesses.  Families often dismantle cribs/bedding or disappear.

A.  When conducting these investigations, utilize the Infant/Child Death Scene Investigation Report.  Document all appropriate information on this report.  If not applicable, place a “N/A” in the location.  Leave nothing blank.  

B.  Record the medical and social history of the infant and family as directed in the infant investigation report form.

C.  Critical, Specific Investigative Questions: In addition to general investigative questions, there are specific questions that must be answered early in the investigation. These are as follows:

i. Where was the baby found?  Be as specific as possible.

ii. In what position was the baby found?  Be as specific as possible, including a description of the position of the face.  Prone position implies “stomach down” but does not necessarily imply “face down.”  

iii. When was the baby put down to sleep?  

iv. In what location and position was the baby put down? 

v. Who found the baby? 

vi. Who checked in on the baby during this time?

vii. Did anyone hear the baby during this time?

viii. Was this the baby’s usual sleeping position?

ix. What was the surface like where the baby was found?

x. Was anything covering the baby’s nose and mouth?

xi. Was there any blood or frothy fluid on the baby’s nose and/or mouth?

xii. Was there any vomitus on the baby’s nose and/or mouth?

xiii. Was anyone present in the room when the baby was sleeping?

xiv. Was there anyone else sleeping with the baby?

xv. Provide the identities of person, along with age of persons, and estimate of weights and mental status (i.e., were they compromised by mental status, alcohol, drugs, etc.).

xvi. Was the baby’s room, location or premise very hot or cold (always record temperatures).

xvii. Carefully investigate and record the baby’s sleeping location (bed, crib, etc.) Note if any fluids were found at this location.

xviii. Was there any evidence or possibility of wedging?

xix. Describe and record all the clothing the baby was wearing.

xx. Describe fully how many blankets, et al, were covering the baby.

xxi. Describe the general condition and appearance of the scene location.

xxii. Describe and fully document the location where the infant was found.

xxiii. Did the mother smoke, use alcohol or any drugs during the pregnancy?

xxiv. Did the mother undergo any prenatal care?  Where, when?

xxv. Does any family member smoke or use drugs?  Were drugs or alcohol in use by any family members at time of incident?  What and how much?

xxvi. Had the infant been ill in the past or exhibiting any symptoms of illness prior to death?  Provide details.

xxvii. Is there any history of infant or pediatric deaths in the family? Provide details.
xxviii. When was the infant last fed?  Breast/bottle?  Amount/how long?

xxix. When the diaper last changed?
4.  
Doll Scene Reenactments:

They are performed in sudden, unexpected infant deaths in which the infant is essentially FOUND UNRESPONSIVE.  This includes those scenarios in which an infant is found unresponsive, resuscitated and expires later at the hospital of complications of anoxia with no specific underlying disease to explain the death.  These investigations are most frequently applied to infant deaths that are less than 1 year in age but are not limited by age if the circumstances are appropriate for such an investigation in an infant older than 1 year.  

The information provided by the scene investigation and doll reenactment represent just a portion of the overall investigation of the infant death that includes a complete autopsy, microscopic examination, toxicology, radiology, neuropathology, microbiology and any other additional studies deemed necessary.  The doll reenactments provide a physical re-creation of the environment around the infant at the time last seen alive (usually when last put down to sleep) as well as when the infant was found.  

Reenactments must be photographed and submitted along with all investigative reports.  If you are unable to perform a doll reenactment, you must document your reason for being unable to do so.

A. All people who were present at the time the infant was found should be asked to be present at the scene investigation.  All original beds, bedding, toys and people should be used in the reenactment wherever possible.

Note:  In some instances, it may be better from an investigative point of view to perform the doll reenactment without the police in the same room.  Families may feel intimidated with police presence and may “hold back” some crucial information.  If the police insist on being present, then don’t oppose their presence.

B. In an effort to diminish the emotional impact of the reenactment, a newborn size doll of a different race than the decedent or an asexual, cloth doll should be used.  If clothing is on the doll, it should be of unisex, neutral color (not pink or blue).  

C. To avoid investigator bias, hand the doll to the family.  Have them illustrate first how the infant was last placed to sleep and then how the infant was found.  Photograph both depictions.

D. Avoid leading questions (i.e. “Was this blanket over the baby?).  Ask open ended questions (i.e. “Where was this blanket?”).  Repeatedly emphasize the need for accuracy by asking, “Is this EXACTLY how it was?”

E. Pay particular attention in illustrating, photo documenting and recording all “soft” bedding that was under, on or around the infant as well as the position of the nose and mouth at the time the infant was found. (Complete obstruction of the nose and mouth? Partial obstruction?  Covered?)

F. Attempt to resolve any discrepancies in the information provided to you.  Do so in a calm, direct manner with compassion, patience and persistence.  

L.
STILLBORN DEATHS (SPONTANEOUS/NONSPONTANEOUS TERMINATION OF PREGNANCIES) AND PLACENTAS

DESCRIPTION/PURPOSE

Live born infants who then die get both a birth certificate and a death certificate.  Fetal deaths (stillborn deaths) do not get a birth certificate and do NOT get a manner of death.  Death certificates in stillborn deaths are different than the usual adult certificate and require additional details to be completed.

Much of the pathology that explains a fetal death is found in the placenta.  Placentas need to be examined by pathologists in order to complete the autopsy.  

PROCEDURE

1. When accepting any hospital case involving a fetus, please specifically elicit details that would help the pathologist know whether it was a live birth or stillbirth.  (i.e., did the infant move at all?  What were the APGARS?)
2. Please attempt to include the following information in your investigative reports.  
A. Mother’s full maiden name

B. Mother’s age

C. Mother’s birthplace

D. Mother’s home address

E. Father’s full name

F. Father’s age

G. Father’s residence
H. Name of Obstetrician

3.
Whenever a stillborn death is reported by a hospital facility and the case is accepted by the medical examiner, the investigator should request the placenta and document all efforts made to obtain it.
4.
If the placenta cannot be made available to the OCME, the pathology report from the

hospital’s examination of the placenta, if one still exists, should be obtained.
5.
Hospital records of the mother and fetus should be requested.  
M.
DEATHS FROM CAUSES THAT REPRESENT A THREAT TO PUBLIC HEALTH (ALSO SEE TRANSMISSIBLE SPONGIFORM ENCEPHALOPATHIES BELOW)
DESCRIPTION/PURPOSE

There are many bacterial and viral infections that are of public health interest and must be reported to the State for tracking and potential follow-up. Examples include meningococcemia, West Nile Virus, tuberculosis, Haemophilus influenzae type B, and avian influenza.

In general, if the infection has been diagnosed and already reported, it does not need to be an ME case unless specifically requested by the State.  
PROCEDURE

1. If a person is thought to have died of an unconfirmed infection that may represent a threat to the public health, take jurisdiction in the case. 
2. Suspected Ebola deaths should be discussed with the chief medical examiner prior to disposition.  
N.
TRANSMISSIBLE SPONGIFORM ENCEPHALOPATHIES (CREUTZFELDT-JAKOB DISEASE)
DESCRIPTION/PURPOSE

There are two forms of CJD, and only the rapid-onset type is of public health concern.  In the rapid-onset forms (“sporadic” or “variant” types), symptoms of dementia and inanition occur and progress rapidly over a matter of weeks to a few months, leading to death.  In the chronic, familial form, the course of dementia occurs over years.  

The infectious prions are transmissible and are not killed by ordinary bleach cleaners or formalin.  Disinfection usually requires formic acid.  Hospital pathologists can perform the autopsy and report/send tissue themselves but may be unwilling or unable to accommodate these special cases.  Because of contamination hazards, the OCME does NOT perform a complete autopsy in suspected rapid-onset CJD deaths.  We remove the brain only and send tissue to a lab that specializes in confirmation.

PROCEDURE

1.
Regarding spongiform encephalopathies (Creutzfeldt-Jakob Disease), there are two instances in which we take the case.

A. DPH is already aware of the suspected diagnosis or death and is specifically requesting OCME autopsy.  

B. The patient is suspected to have the rapid-onset type of CJD AND the diagnosis has not been confirmed by biopsy AND the hospital is unwilling or unable to do the autopsy.  The purpose of taking the case is to make sure that tissue is collected for diagnostic confirmation.  The hospital is allowed to do this but may be unwilling or unable, so the responsibility then falls on the OCME. 
2.
If the hospital is going to perform the autopsy, you do not need to bring it in as an OCME case, but please make a record of the report by writing it up as a “No Case.”  
3.
If the diagnosis has already been made by BIOPSY and reported to the DPH, then you do not need to bring it in as an OCME case.  Please make a record of the report by writing it up as a “No Case.”  

4.
If it is the chronic (symptoms for years) type of suspected CJD, then it is not of particular public health concern, and you do not need to bring it in as an OCME case.  Please do make a record of the report by writing it up as a “No Case.”  

5.
Notify the deputy chief or chief as you take jurisdiction in an OCME case.  If you have any questions about whether or not something should be a case, call the deputy chief or chief.
O.
SUSPECTED INTOXICATION DEATHS (ACCIDENT/SUICIDE)
DESCRIPTION/PURPOSE
The type of drug, dose, prescription directions, pill counts, and potential route of administration, all may be important information needed for the proper interpretation and certification of a death.

PROCEDURE

1.  If there is evidence of illicit drug use, be specific about what is present.  Instead of stating "drug paraphernalia", describe what it is:  crack pipe, syringe, glassine envelope labeled "superman".

2.    Record medication information: medication, dose, directions, date filled, quantity filled, and quantity remaining.   Also document the name of the Pharmacy (with pharmacy telephone number) and name of prescribing physician.  .  
3. The easiest way to do pill counts is to pour out the contents and take a picture of them.  They can be counted at another time if needed.  Care must be taken on photographing the pill containers because all the label information may not be captured in one shot due to the curved nature of the bottle. 

4. Check refrigerator for insulin.       

P.
TISSUE/ORGAN DONORS
DESCRIPTION/PURPOSE

There is a tremendous need for organs and tissues for transplantation.  The OCME should do everything possible to all for unrestricted access to these. 
PROCEDURE

1.  The medical examiner on call is ultimately responsible for allowing organ/tissue donation to proceed.  Do not assume that organ donation will be denied for homicides or in children.  For every request for tissue/organ donation, the medical examiner must be called to grant permission.  The date and time of the medical examiner's decision about organ/tissue donation should be recorded in the verbal.

2.  In some instances, it may mean that an investigator will need to go to the hospital to 
observe the donation.

3.  All contacts with organ/tissue donation services should be documented in the verbal with the date and time.  

Q.
DEPARTMENT OF DEVELOPMENTAL SERVICES (DDS) DECEDENTS


All DDS decedents require an investigation by investigations (these cannot be made "no cases" by communications).  These patients may have remote injuries that contributed or caused their developmental delay/cerebral palsy.  It is important to confirm that the "cerebral palsy" was not due to an injury (e.g., abusive infant head injury).  If there is any question/concern of remote or recent injury, the decedent should be brought to the OCME.  If there is any question/concern for neglect, the decedent should be brought to the OCME.  We will honor any requests put forth by the agency for an autopsy.  A postmortem exam is an important mechanism of quality of care assessment.
R.
DEPARTMENT OF CORRECTIONS (DOC)

All DOC decedents require an investigation by investigations (these cannot be made "no cases" by communications) even if they are in the medical care of UCHC.  All deaths in any type of detention center/jail/prison must be brought to the OCME.  For hospitalized inmates with extensive medical disease, If there is any question/concern of remote or recent injury, the decedent should be brought to the OCME.  If there is any question/concern for neglect, the decedent should be brought to the OCME.  As part of the investigation, the investigator will contact the DOC's Health Services (860-692-6888). We will honor any requests put forth by the agency for an autopsy.  Contact the ME on call with any questions regarding the disposition of the death.
S.
OTHER SPECIAL CIRCUMSTANCES

Delayed deaths due to thermal injuries and drug intoxications and complications of therapy are handled on a case-by-case basis.  Some may require autopsies.  The ME on call may be consulted.
VII.
OTHER DUTIES

A.
MEDICAL EXAMINER’S FOLLOW-UP REQUESTS
DESCRIPTION/PURPOSE
Pathologists may ask an investigator for additional investigation or to obtain blood, tissue or records from hospitals.   Incoming hospital death reports and scene investigations take priority over fulfilling follow-up requests at all times.

B.
VIEWINGS AT THE OCME BY FAMILY

Generally, the funeral home is a better place for family members to view the decedent than the OCME.  There are instances, however, in which the family still wants to see the remains at the OCME.  Sometimes this may be the only opportunity for them to see the remains.  Therefore, we should NEVER tell a family that they cannot come to view the remains at the OCME (even if the identification has been done).  
Due to scheduling issues, we may need to tell the family that we cannot accommodate them immediately, but we will do everything possible to accommodate them at a mutually agreeable time.  Generally, the best time is from 8 AM to 4 PM.  Due to staffing issues, we usually cannot accommodate a family from midnight to 7 AM.  Investigations along with the mortuary staff will handle the arrangements.  The first floor viewing room may be used by the family if they wish.  Since the remains have not been embalmed, the family may not have physical contact with the body.

If the remains are decomposed, this should be explained to the family prior to coming to the he OCME.  If the remains are decomposed and the family still wants to view them, they should be allowed to come to the OCME.  Before viewing the decomposed remains, the family should be asked to look at a picture of the remains.  If they still want to view the remains after viewing the picture, they should be allowed to do so. 
C.
RADIATION PROTOCOL (Statewide Radiation Protocol)

(We are attempting to have a detector installed in the mortuary)

IF A DECEDENT SETS OFF THE RADIATION ALARM, IMMEDIATELY NOTIFY COMMUNICATIONS 
DO NOT APPROACH THE DECEDENT OR SURVEY THE DECEDENT WITHOUT A LEAD APRON. 
 IF YOU ARE A FEMALE OF CHILD BEARING AGE, YOU MAY DECLINE TO SURVEY SUCH DECEDENT.
MORTUARY STAFF:

When the radiation alarm has been activated by a decedent, immediately cover the decedent with a lead blanket and isolate the decedent within the morgue. Place a radiation placard on the morgue refrigerator doors so it is visible to all personnel.  Once isolation has been done, notify the communications unit that the radiation alarms have been activated by a decedent. (Provide the communications unit with the case number and the facility from which the decedent arrived). 

Immediately notify the INVESTIGATOR that is on duty when the alarm sounds.
MEDICOLEGAL INVESTIGATIONS:

1. Verify with the mortuary staff that the decedent has been isolated and a lead blanket has been placed atop the decedent.

2. Immediately call the hospital where the decedent was brought in from and find out what radiopharmaceutical was given, what time it was given, and what procedure was done.

3.  Record the information in the verbal
4. Females of child bearing age may opt to defer the survey to another staff member from Investigations.
5. Contact UCHC Radiation safety (860-679-2250)
FORENSIC PATHOLOGY:

1. Request UCHC to re- survey the decedent if the initial reading was greater than 2mR/hour.

2. If the reading is 2mR/hour or greater, the autopsy should be delayed until the level falls below 2mR/hour.

3. If the reading is below 2mR/hour, the autopsy may proceed using the standard precautions/ universal precautions for Blood Borne Pathogens (Gloves, Apron, Face/Eye/Splash Shield, N-95 mask) and the Radiation Safety Guidelines as indicated. (Lead apron is available)

4. Any questions related to safety practices during the autopsy should be directed to UCHC Radiation Safety.
Implanted radioactive seeds have a longer half life than the diagnostic isotopes. If you are dealing with a decedent with implanted therapeutic radioactive seeds, you must call the Radiation Safety Officer from the institution which implanted the material for further guidance on safety and handling.

The most important action that must be initiated when dealing with a decedent that sets of the radiation alarm is to isolate the decedent, label the decedent, and cover the decedent with a lead blanket. Once this protective action is done, the exposure to radiation will be greatly minimized. 

Be aware that the radiation alarm may also be activated by false alarms and personnel (visitors and OCME personnel) who have had diagnostic procedures. Notifications should be made and a preliminary investigation conducted to ensure that the alarm was not activated by a decedent. 

D.
CREMATION REQUESTS

DESCRIPTION/PURPOSE

All cremation requests must be investigated by OCME to ensure that the death has an etiologically specific cause, and that cause is purely natural.  If the cause of death is not etiologically specific on the death certificate, the circumstances must be discussed with the certifying clinician to establish the etiologically specific cause of death and rule out any non-natural component.  If the death is found to have a non-natural component, it must be made an ME case and viewed.
Delays in cremation clearances affect funeral homes and families; aggressive follow-up to clear pending cremation approvals is needed.
PROCEDURE

1.
Review Parts I and II of the DC to verify that an etiologically-specific natural disease is 
documented as the cause of death, and there is no wording that might indicate a non-natural 
death.  Wording that may indicate a non-natural death: 

Anoxic encephalopathy

Asphyxia 
Bolus

Cerebral palsy
Choking

Drug or alcohol overdose/drug/abuse

Epidural hematoma 
Exsanguination

Fall

Fracture

Hip fracture

Hyperthermia

Hypothermia 
Intracranial hemorrhage

Open reduction of fracture
Pulmonary Emboli

Seizure disorder
Sepsis

Subarachnoid hemorrhage

Subdural hematoma

Surgery

Thermal burns/chemical burns
Note: Frequently the order and wording on the death certificate is poorly recorded and makes no sense, but it is NOT your responsibility to evaluate the order and language.  If any of the listed causes are etiologically specific and consistent with a solely natural death, then approve the cremation without further delay.

2.
If it is a non-natural death, contact the clinician (sometimes contacting the family also may be 
helpful as they may have important information) to get additional information and make it an 
OCME case.

3.
If there is no etiologically specific cause of death, notify the FD and contact the signer of the 
DC.  The investigator should get more information and establish that there is no non-natural 
component and what the true cause of death is.  You may suggest to the clinician that the DC 
should be amended to reflect the underlying etiology, but we do not have the authority to tell 
the physician to re-write the death certificate.  The adequacy of the death certificate is a 
matter between the certifying physician and the state registrar.  You must simply obtain and 
document as much information to be sure it is a natural death before approving it for 
cremation.  Document the additional information about cause of death in the verbal, 
particularly if the physician does not intend to re-write the death certificate.
4.
INVESTIGATORS will monitor pending cremation approvals (electronic cremation file) and 
upload the faxed DC to CaseManager.  Investigators must proactively try 
to contact clinicians 
or families in all cremation approvals that need further information.  If the
cremation cannot 
be cleared on their shift, they must ensure that it received proper follow-up.

5.  
After the morning triage, the cremation deaths that need viewings will be assigned to 
investigators.  These will be done toward the end of the day shift to ensure that it is completed 
prior to the end of their shift.  If a viewing needs to be done sooner, the investigator may do it 
and then return to the office for the rest of their shift. 

6.  
It is not cost or time effective for investigators to be going to deliver investigative DCs to FHs, 
particularly if they far across the State.  These maybe done at the end of shift or they can be 
FedEx'ed overnight to the FH.  The FH may be given the option of picking it up that same day 
if the DC is needed immediately.             
* The below diagnoses are NOT etiologically specific (i.e., many different diseases/injury can result in them) and so they cannot stand by themselves on a DC.  If they are alone on a DC, additional information about the underlying cause must be obtained:

	Anemia 
	Coagulopathy 
	Hyperglycemia 
	Pulmonary embolism

	Anoxic encephalopathy 
	Compression fracture 
	Hyperkalemia 
	Pulmonary insufficiency 

	Anoxia 
	Congestive heart failure
	Hypovolemic shock
	Renal failure

	Arrhythmia 
	Convulsions 
	Hyponatremia
	Respiratory arrest 

	Ascites 
	Decubiti 
	Hypotension
	Seizures 

	Aspiration 
	Dehydration 
	Immunosuppression
	Sepsis Septic shock 

	Atrial fibrillation
	Dementia (when not otherwise specified)
	Increased intracranial pressure 
	Shock 

	Bacteremia 
	Diarrhea 
	Intracranial hemorrhage 
	Starvation

	Bedridden 
	Disseminated intravascular coagulopathy 
	Malnutrition 
	Subarachnoid hemorrhage

	Biliary obstruction
	Dysrhythmia 
	Metabolic encephalopathy
	Subdural hematoma 

	Bowel obstruction 
	End-stage liver disease 
	Multi-organ failure 
	Sudden death 

	Brain injury 
	End-stage renal disease 
	Multi-system organ failure 
	Thrombocytopenia 

	Brain stem herniation
	Epidural hematoma
	Myocardial infarction 
	Uncal herniation 

	Carcinomatosis
	Exsanguination
	Necrotizing soft-tissue infection 
	Urinary tract infection 

	Cardiac arrest 
	Failure to thrive 
	Old age 
	Ventricular fibrillation 

	Cardiac dysrhythmia 
	Fracture 
	Open (or closed)head injury
	Ventricular tachycardia

	Cardiomyopathy 
	Gangrene 
	Pulmonary arrest
	Volume depletion 

	Cardiopulmonary arrest
	Hepatorenal syndrome
	Pulmonary edema
	

	Cirrhosis
	HIV
	
	


Example:  A death certificate only states: end-stage kidney disease.  This can be caused by many different diseases (diabetes, high blood pressure, lupus, etc).  We need to get the underlying cause for the DC.  
E.
REPORTS
All scene investigations require an ME 102.  In addition, any death that requires an OCME death certificate (cremation DC amendment, investigator certificates--hospital or bounce-back no-cases), also needs a distinct (not just the verbal) report (ME104) whether or not the body has been viewed.  The verbal is sufficient for "no cases" and for routine faxed cremations that do not need an amended DC or view.  If medical records are obtained during the course of the investigation, they (or at least the key pages) should be maintained in our permanent file.    

