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MEMORANDUM TO: Municipal EMS Directors and Managers 
Fir吐 Nation EMS Directors and Managers 
CA Os of Upper Tier Municipalities and Designated Delivery Agents 
Omge 

FROM: Malcolm Bates 
Director 
Emergency Health Services Branch 

RE: Training Bulletin, Issue Number 111 - version 1.0 
Deceased Patient Standard 

I am pleased to present Training Bulletin, Issue Number 111 version 1.0; which has been 
developed to provide an opportunity for paramedics to review the key points from the new 
Deceαsed Pαtient Standard. This Standard will replace the existing Patients with Vital Signs 
Absent (Transportαtion) Standard found in Section 1 of the cun-ent version of the Basic Life 
Support Pαtient Cαre Stαndards. 

The new Deceased Patient Standard was developed in consultation with the Office of the 
Chief Coroner for Ontario to ensure that the standard is consistent with the Investigating 
Coroners Best Practice Guideline #5 - Interaction of Investigating Coroners with Emergency 
Medical Services, Police, Body Removal Services and Funeral Services Arising from Death 
Investigations. This new Best Practice Guideline will be implemented by the Office of the 
Chief Coroner for Ontario on January 4, 2011. 

This Training Bulletin includes infonnation regarding the major differences between the new 
Deceased Pαtient Standard and the outgoing Pαtients with Vital Signs Absent 
(Transportation) Standard, a copy of the Deceased Patient Standard, a copy of the 
Investigating Coroners Best Practice Guideline #5 and a sample copy of a completed Medical 
Cetiificate of Death-Form 16. In addition to the Training Bulletin attached in PDF forn1at , 
the document will be printed by the Branch and made available to you in sufficient quantities 
so that you may provide every paramedic in your service with a copy. You may elect to 
distribute the Training Bulletin to your staff in electronic format (e .g. PDF copy) should you 
wish. The Training Bulletin wil l also be availab le on the Land Ambulance Transition 
website at www . 创11bulance-transition.com shortly. 

http://www.ambulance-transition.com
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Please ensure that your staff is informed of and become familiar with the new Deceased 
Patient Standard as this standard will be considered effective as soon as implemented locally 
but no later than March 1, 2011. This time is provided to allow ambulance services the 
op po此unity to liaise with the Regional Supervising Coroner, their local Central Ambulance 
Communications Centre/Ambulance Communications Service (CACC/ACS), the Field 
Office and local police services to facilitate communication and to determine local policies 
with regard to the management of deceased patients that are consistent with the Standard. 

During the “ phase in” period of the Deceased Pαtient Standα， rd it will be important to know 
which ambulance services have implemented the standard and which services are using the 
previous standard. To facilitate this communication, ambulance service operators need to 
notify their local Field Office of the date that they will be implementing the new Deceased 
Pαtient Stαndαrd within their service. 

If you have any questions, please contact Ms. Cathy Francis, Manager of Education and 
Patient Care Standards at (416) 327-7843. 

c: Dr. A. Campeau, Senior Manager, Operations 
Office of the Chief Coroner for Ontario 
Dr. D. Huyer, Regional Supervising Coroner-Central Region 
Senior Field Managers/Field Managers, EHSB 
C. Francis, Manager, Education and Patient Care Standards 
R. Nishman, Manager, Policy and Operational Assessment 
R. Brady, Manager, Investigation Services 
M. Hull , Manager, CACC Programs and Standards 
L. Colvin, Coordinator, Operational Policy, Land Ambulance Programs 
Dr. C. Mazza, CEO, Omge 
N. Sykes, Chair, OBHG 
Dr. R. Vandersluis, Chair, MAC 
M. Huiskamp, Chair, Education Subcommittee 
Regional Training Coordinators 
Paramedic Program Coordinators 
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Training Bulletin, Issue Number 111 – version 1.0 

Deceased Patient Standard 

Introduction 

Paramedics are often called to respond to situations where a death, either expected or unexpected, 
occurs outside of a Health Care Facility.  At times, these cases have resulted in prolonged scene 
attendance for paramedics if the death is not accepted as a coroner’s investigation and there is 
difficulty in contacting or identifying a primary care physician to attend the scene to complete the 
Medical Certificate of Death (MCOD).  Prolonged scene attendance at these types of calls may 
impact the ability for paramedics to respond to other emergency calls. 

In 2007, the Deceased in the Home Working Group (DHWG) was formed in the City of Toronto.  
The DHWG was tasked with developing and trialing alternate solutions for situations when an “at 
home” death occurred in an effort to reduce scene times for emergency personnel and reduce 
possible anxiety experienced by family members of the deceased due to delayed transfer of the 
deceased from the scene of the death. 

A trial of an alternate approach to dealing with deaths that occur outside of Health Care Facilities 
was implemented in the City of Toronto in June 2009.  Following the success of this trial, it was 
decided that the new process would be implemented province-wide.  This has lead to the 
development of a new Deceased Patient Standard for paramedics that will be integrated into the 
Basic Life Support Patient Care Standards (BLS PCS).  This new standard will direct the practice of 
all paramedics in the province in cases where they are called to respond to a death occurring outside 
of a Health Care Facility.  The Deceased Patient Standard will replace the existing Patients with 
Vital Signs Absent (Transportation) Standard found in Section 1 of the current version of the  
BLS PCS. 

This Training Bulletin has been developed to introduce paramedics to the new Deceased Patient 
Standard and to highlight the major differences between this new standard and the outgoing 
Patients with Vital Signs Absent (Transportation) Standard.  A rationale for the changes, where 
applicable, has been included.  A copy of the new Deceased Patient Standard has been included as 
an appendix to this bulletin (Appendix A) as a reference.  As well, a copy of the Investigating 
Coroners Best Practice Guideline #5 – Interaction of Investigating Coroners with Emergency 
Medical Services, Police, Body Removal Services and Funeral Services Arising from Death 
Investigations (Appendix B) has been included.  This document will provide paramedics with 
information regarding the procedures that will be undertaken by Investigating Coroners in situations 
where death has occurred outside of a Health Care Facility. 
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Explanations for Selected Definitions in the New Standard 

Definitions for terms relevant to the Deceased Patient Standard have been enhanced and organized 
into a specific section at the beginning of the Standard.   

The consolidation of the definitions in alphabetical order into a specific section at the beginning of 
the document will make it easier for paramedics to quickly find a definition should they require 
clarification of a term used in other sections of the standard. 

A more detailed definition for “Deceased Patient” has been included in the Standard.  The definition 
takes into account several criteria that were not included in the Patients with Vital Signs Absent 
(Transportation) Standard, including; patients without vital signs and the subject of a Do Not 
Resuscitate Confirmation Form, patients without vital signs and the subject of a Termination of 
Resuscitation Order and patients without vital signs and the subject of a Withhold Resuscitation 
Order.  This definition, along with the definition for “Obviously Dead” replaces the Criteria for 
Presuming Death section of the previous Standard. 

Several new definitions have been added to the Deceased Patient Standard to provide clarity.  
These include: 

 Palliative Care Team 
 Responsible Person 
 Termination of Resuscitation Order 
 Withhold Resuscitation Order 

“Palliative Care Team” means a team of health care professionals who provide palliative care to a 
terminally ill patient. 

“Responsible Person” means an adult who, in the reasonable belief of the paramedic, is capable to 
remain with the Deceased Patient and assume responsibility for the Deceased patient (i.e. an 
individual who can secure and control access to the scene until the coroner or the coroner’s delegate 
arrives on the scene). 

“Termination of Resuscitation Order” means an order given by a physician, including a Base 
Hospital Physician, to a paramedic to stop resuscitation measures. 

“Withhold Resuscitation Order” means an order given by a physician, including a Base Hospital 
Physician, to a paramedic to not initiate resuscitation measures.  Paramedics are obligated to initiate 
resuscitation for all patients except those who meet the criteria of obviously dead, patients who are 
the subject of a Do Not Resuscitate Confirmation Form or in cases where the paramedics are 
presented with a valid Medical Certificate of Death (MCOD).  There may be some circumstances 
however, where a patient may be the subject of a Withhold Resuscitation Order and resuscitation is 
not initiated.  Examples where resuscitation may be withheld include: 

 a physician on the scene licensed to practice medicine in Ontario who has assumed 
responsibility for patient care gives a direct order not to initiate resuscitation; 

 a distraught relative on the scene does not want the patient resuscitated and impedes access 
to the patient (paramedics should contact the Base Hospital Physician for direction in these 
cases). 
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Explanations for Selected Procedures in the New Standard 

In All Cases of Death 

This area has been expanded within the Deceased Patient Standard to provide additional direction 
to paramedics in all cases of death.  This area has also been moved forward in the Procedures 
Section of the standard to a more logical position reflecting the fact that it applies in all cases where 
death occurs whether it is expected or not.   

If termination of resuscitation occurs in the ambulance enroute to a health care facility, the crew 
will advise dispatch to contact the coroner, and continue to the destination unless otherwise directed 
by dispatch.  Paramedics should follow any local policies with regard to specifically where in the 
health care facility the deceased patient is to be taken on their arrival (e.g. Morgue vs. ER). 

Paramedics should also be aware that in all cases of death where the coroner has assumed 
jurisdiction, all directions issued by the coroner or a person appointed by a coroner or to whom a 
coroner has delegated any powers are to be followed. 

In Cases of Obvious or Unexpected Death 

This area has been expanded to include direction to paramedics regarding procedures they must 
follow in cases where a coroner or police services are not on the scene of an obvious or unexpected 
death.  In such cases, paramedics are to advise dispatch of the death and dispatch will notify the 
police or coroner.  If dispatch is told that neither the police nor coroner can attend the scene in a 
timely fashion, dispatch will immediately seek further direction from the coroner concerning the 
responsibilities of the paramedics including whether they may leave the scene.  Paramedics are to 
remain on the scene until they receive further notification from dispatch. 

In Cases of Expected Death 

Palliative Care Team members have now been included as a contact (in addition to the primary care 
physician) in cases where a patient has been receiving palliative care in the home.  This change 
reflects current practice of providing care and support to terminally ill patients by a multi-
disciplinary Palliative Care Team. 

If the primary care physician or Palliative Care Team member cannot be contacted or if they are not 
able to attend the scene, or there is no Responsible Person who can remain on the scene until the 
primary care physician or Palliative Care Team member arrives, the paramedic crew must advise 
dispatch of the situation in which case, dispatch will notify the police or coroner of the death and 
that there is no one at the scene who can take responsibility for the deceased patient.  If requested 
by the coroner, paramedics will provide the coroner with the circumstances of the death.  Based on 
the circumstances, the Investigating Coroner will either release the paramedic crew from the scene 
or instruct the crew to remain on the scene until the coroner or their designate can attend the scene 
and assume responsibility for the deceased patient.  This process will allow for a quicker release of 
paramedic crews from the scene in circumstances where the coroner determines that their continued 
attendance is not necessary.  
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Process on Scene 

In the event that the coroner or their designate has not arrived on scene within a reasonable period 
of time, paramedics should contact dispatch and request an update on their estimated time of arrival. 

Summary 

It is anticipated that the implementation of the Deceased Patient Standard for paramedics in 
conjunction with the release of the Investigating Coroners Best Practice Guidelines #5 by the Office 
of the Chief Coroner will result in: 

 Increased utilization of MCODs by primary care practitioners; 
 Decreased utilization of MCODs by Investigating Coroners; 
 Earlier release of EMS personnel and police from scenes where a death has occurred. 

Paramedics need to review and become familiar with the new Deceased Patient Standard.  
Paramedics are also encouraged to review the Investigating Coroners Best Practice Guideline #5 to 
familiarize themselves with the procedures that will be undertaken by Investigating Coroners in 
circumstances where death has occurred outside of a Health Care Facility. 

It should be noted that Section 1-General Standard of Care- of the Basic Life Support Patient Care 
Standards will be updated to include the new Deceased Patient Standard at a later date. 

Paramedics who have any questions regarding the Deceased Patient Standard should direct them to 
the ambulance service management or training division for clarification. 
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APPENDIX A

Deceased Patient Standard
All patients will be deemed to be viable and will be treated as living persons and provided with the 
care and transportation required, unless they are Deceased Patients as defined in this standard.

Definitions:
For the purposes of this Standard, the following definitions shall apply:

“Deceased Patient” means a patient who is:

a) Obviously dead; 
b) the subject of a medical certificate of death, presented to the paramedic crew, in the form 

that is prescribed by the Vital Statistics Act and that appears on its face to be completed 
and signed in accordance with that Act;

c) without vital signs and the subject of a Do Not Resuscitate Confirmation Form; 
d) without vital signs and the subject of a Termination of Resuscitation Order given by a 

physician, including a Base Hospital Physician; or
e) without vital signs and the subject of a Withhold Resuscitation Order given by a 

physician, including a Base Hospital Physician.

“Expected Death” means a death that was imminently anticipated generally as a result of a progressive 
end stage terminal illness. 

“Obviously Dead” means death has occurred if gross signs of death are obvious, including by reason of:

a) decapitation, transection, visible decomposition, putrefaction; or
b) absence of vital signs and: 

i) a grossly charred body; 
ii) an open head or torso wounds with gross outpouring of cranial or visceral contents; 
iii) gross rigor mortis (i.e. limbs and/or body stiff, posturing of limbs or body); or 
iv) lividity (i.e. fixed, non-blanching purple or black discolouration of skin in dependent 

area of body).
“Palliative Care Team” means a team of health care professionals who provides palliative care to 
a terminally ill patient. 

“Responsible Person” means an adult who, in the reasonable belief of the paramedic, is capable to 
remain with the Deceased Patient and assume responsibility for the Deceased Patient. 

“Termination of Resuscitation Order” means an order given by a physician, including a Base 
Hospital Physician, to a paramedic to stop resuscitation measures.
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“Unexpected Death” means a death that was not imminently anticipated, including traumatic deaths, 
deaths related to the environment, accidental deaths, and medical deaths not imminently anticipated. 

“Withhold Resuscitation Order” means an order given by a physician, including a Base Hospital 
Physician, to a paramedic to not initiate resuscitation measures.

Procedure
In All Cases of Death  
The procedures in this section are to be followed once a patient is considered to be a Deceased Patient.

1. Document the history, patient assessment and patient care procedures (including the results of 
all such procedures) on the Ambulance Call Report.

2. Each paramedic will ensure that the Deceased Patient is treated with respect and dignity.  

3. In cases of suspected foul play, follow the directions set out in the Police Notification Standard.   

4. If applicable, follow all directions issued by a coroner or a person appointed by a coroner or to 
whom a coroner has delegated any powers or authority pursuant to the Coroners Act (Ontario).

5. If termination of resuscitation occurs in the ambulance enroute to a health care facility, the 
paramedic crew will advise dispatch to contact the coroner, and continue to the destination 
unless otherwise directed by dispatch. 

In Cases of Obvious or Unexpected Death

1. In the absence of police or a coroner on scene, advise dispatch of the death, in which case 
dispatch shall notify the police or coroner.    

2. If a coroner indicates that he or she will attend at the scene, then the paramedic crew shall 
remain at the scene until the coroner arrives and assumes custody of the Deceased Patient.  If 
the coroner indicates that he or she will not attend at the scene, paramedics will remain on the 
scene until the arrival of a person appointed by a coroner or to whom a coroner has delegated 
any powers or authority pursuant to the Coroners Act (Ontario).  

3. Where dispatch notifies the police or coroner under Paragraph 1 and at any time dispatch is 
told that neither police nor coroner can attend the scene in a timely fashion, dispatch shall 
immediately,
a) seek further direction from the coroner concerning the responsibilities of the paramedics, 

including whether they may leave the scene, and
b) advise the paramedics to remain on the scene until further notification by dispatch.

Where at any time the paramedics have not received any further direction under 
Subparagraph 3(a) above, the paramedics may request that dispatch seek direction from the 
coroner concerning their responsibilities, including whether they may leave the scene.
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In Cases of Expected Death

1. Advise dispatch of the death. 

2. Make a request of a Responsible Person, if one is present, to notify the primary care 
physician or a member of the Palliative Care Team (if any) of the patient and request their 
attendance at the scene.

3. If the Responsible Person is unable to provide the notice in Paragraph 2 above, advise 
dispatch of the death, in which case dispatch shall attempt to notify the primary care 
physician or member of the Palliative Care Team (if any) of the Deceased Patient, and request 
their attendance at the scene.

4. If the Deceased Patient’s primary care physician or Palliative Care Team member is contacted 
and indicates that he or she will attend at the scene, then the paramedic crew shall remain at 
the scene until their arrival.

5. Notwithstanding Paragraph 4 above, if there is a Responsible Person present, and the 
paramedics reasonably believe that the Responsible Person will remain until the primary 
care physician or Palliative Care Team arrives, then the paramedics may depart as soon as 
documentation has been completed or they are assigned to another call.  If the police are at 
the scene and are willing to remain until the arrival of the physician or Palliative Care Team 
member, the paramedics may leave the scene. 

6. If the primary care physician or Palliative Care Team member cannot be contacted or if none 
of them are able to attend, or there is no Responsible Person on scene, the paramedic crew 
shall so advise dispatch, in which case dispatch shall notify the police or coroner of the death 
and that there is no one else at the scene who can take responsibility for the Deceased Patient. 

7. If requested by the coroner, paramedics will provide the coroner with the circumstances of 
the death.  Paramedics will either be released from the scene or instructed to remain with 
the Deceased Patient until the coroner or a person appointed by a coroner or to whom a 
coroner has delegated any powers or authority pursuant to the Coroners Act (Ontario) or a 
Responsible Person can attend the scene and assume responsibility for the Deceased Patient.  
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Best Practice Guideline #5
 

Interaction of Investigating Coroners with Emergency Medical Services,
 
Police, Body Removal Services, and Funeral Services Arising
 

from Death Investigations
 

Introduction 

Emergency Medical Services (EMS) personnel and police officers are most often the 
first to respond to a death that occurs outside of a Health Care Facility (e.g. private 
residence). In many cases, the practice is for the first responders to contact the on-call 
Investigating coroner to ascertain whether or not the death meets criteria set out in 
Section 10 of the Coroners Act. The police and/or EMS personnel must carefully 
consider such matters as scene integrity, investigative issues, family concerns and 
disposition of the body. These matters may be further complicated for EMS personnel 
and/or police if the death is not accepted as a coroner's investigation. At times, this has 
resulted in prolonged scene attendance for EMS personnel and police, particularly 
where there is no identified primary care practitioner, or he/she cannot be reached to 
complete the Medical Certificate of Death (MCOD). Prolonged scene attendance, not 
only ties up the availability of EMS personnel and police to respond to other calls, but it 
may cause additional anxiety to the family of the deceased, as the transfer of the 
deceased from the death scene is also delayed. 

In 2007, the Deceased in the Home Working Group (DHWG) was formed in the City of 
Toronto to develop and trial alternate solutions for situations when an "at home" death 
occurred and: 

1. It was expected; and 
2. It was not accepted by the coroner for investigation; and 
3. The primary care practitioner was not available to complete the MCOD (i.e. 

because one did not exist, or would not attend, or could not be located). 

The DHWG was comprised of members from: EMS, the College of Physicians and 
Surgeons of Ontario, the Toronto Police Service, Investigating coroners, the Office of 
the Chief Coroner, Body Removal Services, Toronto Funeral Services, and the 
Sunnybrook Osler Centre for Pre-Hospital Care. Processes were developed for 
unexpected deaths, expected deaths (see flowcharts), and obvious deaths. 

The principles discussed by the DHWG included the following: 

1.	 Coroners do not have legislative authority to investigate all deaths; their jurisdiction 
arises 'from Sections 10 and 15 of the Coroners Act. 
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2.	 Coroners aTe not an appropriate default for death certification with respect to lack 
of available primary care practitioners or refusal of primary care practitioners to 
attend in natura,1 death circumstances. 

3.	 Primary care practitioners have a duty of care to a patient prior to his/her death; 
"When death of the patient at home is the expected outcome, the health care 
professional responsible for signing the MCaD is to be designated in advance. It 
is not acceptable to rely on the coroner to certify the death".1

4.	 Police and EMS personnel have encountered situations illustrated in #3 above with 
increasing frequency, and their involvement can be unnecessarily prolonged as 
processes do not exist for their timely release from expected natural death scenes, 
even when advanced directives such as outlined in the "Do Not Resuscitate 
Confirmation Form To Direct the Practice of Paramedics and Firefighters after 
February 1,2008,,2 existed. 

5.	 Customarily, body removal and funeral services will not transport decedents in the 
absence of a Coroner's Warrant for Post Mortem Examination, a Warrant to Bury 
the Body of a Deceased Person, or a MCaD. 

1 Decision making for the End of Life, Policy #1-06, The College of Physicians and Surgeons of Ontario, July 2006, pg. 6. 

2 Verbeek Rand Sherwood C, End-of-Life care in the home; how a new procedure for Ontario paramedics and fire 'nghters may 
affect your patients and your practice, Ontario Medical Review, November 2007, pg. 43. 

The DHWG proposed alternate solutions included the following: 

1.	 Body removal services and funeral services agreed to accept bodies and tra,nsport 
to the funeral home of the family's choice, where the death was an expected 
natural death in the home (and therefore not a coroner's case) in the absence of 
the documents cited in #5 above, provided that: 

A.	 A primaTy care practitioner existed and temporarily could not be located; or, 
B.	 A primary care practitioner existed, but could not attend at the time of death; 

and, 
c.	 An Investigating coroner directed the tra,nsport of the deceased to the funeral 

home. 

This transport would occur at the family's expense. 

2.	 The funeral director, working cooperatively with the family, police and the 
Investigating coroner, would contact the primary care practitioner at the eaTliest 
time possible and request that the MCaD be completed. 

3.	 If completion of the MeOD could not be achieved within a reasonable period of 
time, (generally within 24 hours, or earlier, if there are pressing plans for burial or 
cremation), the coroner would then accept the death for investigation. 
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4.	 If the death was an expected death, but there was no primary care practitioner, the 
coroner would accept the case immediately. 

Two consensus solutions that allowed the alternate approach to develop were: 

1.	 The willingness of body removal services and funeral services to transport and 
accept bodies in the absence of a Coroner's Warrant for Post Mortem 
Examination, a Warrant to Bury the Body of a Deceased Person, or a MCaD. 

2.	 The agreement by the Chief Coroner that if a body has been transferred to a 
funeral home and the prima,ry care practitioner could not be located to complete 
the MCaD, the case would be accepted by a coroner for investigation. 

A project implementing the alternate approach was launched in the City of Toronto in 
June 2009 and was trialed successfully. The anticipated outcomes of this project were 
that there would be: 

•	 Increasing acceptance by primary care practitioners to complete MCaDs; 
•	 Decreased utilization of Investigating coroners to complete MCaDs; 
•	 Earlier release of police and EMS personnel from death scenes. 

Given the success of the DHWG project in Toronto, it will now be implemented 
province-wide. 

Purpose 

1.	 To create a uniform provincial policy for management of death scenes where 
Investigating coroners interact with EMS personnel and police. 

2.	 To provide Investigating coroners with new tools to assist in timely disposition of 
decedents, particularly where the deaths are expected and/or anticipated and 
therefore outside of the coroner's jurisdiction. 

3.	 To streamline EMS and police approaches at death scenes following the direction 
of the Investigating coroner and therefore, reduce the time commitment at death 
scenes by emergency first responders. 

4.	 To provide unifying principles to manage decedents where the death is accepted 
as a coroner's case throughout the province. 
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Legislative Authority 

Police assistance 

9. (1) The police force having jurisdiction in the locality in which a coroner has 
jurisdiction shall make available to the coroner the assistance of such police officers as 
are necessary for the purpose of carrying out the coroner's duties. 2009, c. 15, s. 5 

Interference with body 
11. No person who has reason to believe that a person died in any of the 

circumstances mentioned in Section 10 shall interfere with or alter the body or its 
condition in any way until the coroner so directs by a warrant. R.S.O. 1990, c. C.37, 
s. 11. 

Investigative powers 

16. (1) A coroner may, 

(a) examine or take possession of any dead body, or both; and 

(b) enter and inspect any place where a dead body is and any place from which 
the coroner has reasonable grounds for believing the body was removed. 
R.S.O. 1990, c. C.37, s. 16 (1); 2009, c. 15, s. 8. 

Idem
(2) A coroner who believes on reasonable and probable grounds that to do so is 
necessary for the purposes of the investigation may, 

(a) inspect any place in which the deceased person was, or in which the coroner 
has reasonable grounds to believe the deceased person was, prior to his or 
her death; 

(b) inspect and	 extract information from any records or writings relating to the 
deceased or his or her circumstances and reproduce such copies there from 
as the coroner believes necessary; 

(c) seize anything that the coroner has reasonable grounds to believe is material 
to the purposes of the investigation. R.S.O. 1990, c. C.37, s. 16 (2). 

Guiding Principle 

The patient will be deceased as per the Deceased Patient Standard within the Basic 
Life Support Patient Care Standards (BLS). The BLS states the Ministry of Health and 
Long-Term Care expectations with respect to how paramedics will interact with their 
patients, and constitute the minimum standards for patient care for all levels of 
paramedics in Ontario. (See Appendix A) 
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Cases of Unexpected Deaths 

These cases will generally be referred to the coroner by the police, or at times, EMS 
personnel pursuant to Section 10 of the Coroners Act. Possible outcomes are: 

A. Coroner accepts the case for investigation 

1.	 If the coroner accepts the case for investigation, the police service will be asked to 
remain and EMS personnel will generally be released from the scene. 

2.	 If the police are not present, the EMS personnel will remain on the scene until it 
has been secured by the police, or alternatively, until the Investigating coroner 
directs that EMS personnel may be released from the scene. 

3.	 Patient care documentation will be provided to the Investigating coroner by EMS 
personnel, pursuant to Section 16 of the Coroners Act, upon request. Completion 
of a Coroner's Authority (or Delegated Authority) to Seize During an Investigation 
is unnecessary. 

4.	 EMS personnel will communicate with the Investigating coroner regarding the 
disposition of any records. EMS personnel may leave documentation at the scene 
with the Investigating coroner, his/her delegate or the responsible caregiver, 
including the Ambulance Call Reporl (ACR) or Patient Care Record. Where the 
documentation is left with a caregiver, it will be placed in a sealed envelope, 
wherever possible. The ambulance service may also provide this documentation 
to the Investigating coroner via electronic transmission or fax. 

5.	 The Investigating coroner will attend the scene, examine the body, and provide 
further direction regarding disposition of the decedent. 

B. Coroner does not accept the case for investigation 

While many deaths outside of health care facilities are perceived as sudden and 
unexpected from the perspective of family members or first responders, careful scrutiny 
by the experienced physician coroner will often determine that the death does not meet 
Section 10 criteria and therefore does not require investigation. 

An illustrative case example is of a 62 year old man who was observed by his spouse to 
collapse in his kitchen. He had a pacemaker and was being treated for congestive 
heart failure. The five year mortality for congestive heart failure in men is 50%.3

Information indicated that his death appeared clearly arrhythmogenic and therefore his 
death was not unexpected to the Investigating coroner. However, it is unlikely that a 
plan for a health care professional to attend at the home to certify death would have 
been discussed/arranged given the decedent had been apparently well and relatively 
mobile prior to collapse. 

3 http://www.wrongdiagnosis.com/c/congestive_heart_failureiprognosis.htm

http://www.wrongdiagnosis.com/c/congestive_heart_failureiprognosis.htm
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In these situations, the following should occur: 

1.	 The Investigating coroner on call will be contacted by EMS personnel or police to 
discuss the circumstances following verification of death. 

2.	 EMS personnel will remain on the scene until the police arrive, or may depart if a 
responsible person is present and with the knowledge of the Investigating Coroner 
on call. 

3.	 The Investigating coroner on call will attempt to contact the primary care 
practitioner with the assistance of the police. 

4.	 The Investigating coroner on call may utilize the Case Selection Data Form for 
Natural Deaths to guide his/her case selection decision.4 The Investigating coroner 
would utilize and complete the form. The completed form and an invoice would be 
submitted within one business day to the Regional Supervising Coroner, when not 
accepting it as a case for investigation. 

5.	 If the death was an expected death, but there was no primary care practitioner 
involved or their practice is not within reasonable proximity, the Investigating 
coroner will accept the case immediately. 

6.	 If the primary care practitioner cannot be located in a reasonable period of time, or 
is unwilling to attend the scene in a timely manner, the Investigating coroner can 
direct a funeral service provider to transfer the body to the funeral home of the 
family's choice. The family will incur the expense of the transport as part of the 
funeral costs. 

7.	 The Investigating coroner will be responsible to arrange a plan for the funeral 
home in the event that the primary care practitioner does not complete the MCOD 
within 24 hours. This may include providing the funeral home a contact method to 
reach the initial Investigating coroner or alternatively, the Investigating coroner will 
provide the case data to the next scheduled Investigating coroner and will ensure 
that the funeral home is aware of the contact method. 

8.	 The primary care practitioner can then attend at the funeral home to complete the 
MCOD within a reasonable time period. The Investigating coroner on call will not 
accept the case for investigation. If the desired funeral home is not within 
reasonable proximity, there should be consideration for immediate involvement of 
the Investigating coroner. 

9.	 If the primary care practitioner does not complete the MCOD within 24 hours, the 
funeral home will contact the Investigating coroner on call, who will then accept the 
case for investigation and complete the MCOD. If the funeral process is to be 
expedited to accommodate religious or conscience-based beliefs, the Investigating 
coroner on call may be contacted earlier. 

4 See Investigating Coroners Best Practice Guideline #4 Investigating Coroners' Acceptance of Natural Deaths for Investigation. 
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Unexpected Death: 
A death that was not imminently anticipated. e.g. traumatic deaths, deaths related to the environment, 

accidental deaths, and medical deaths not imminently anticipated, such as sudden cardiac arrest. 
(NB: This definition is for the purposes of paramedics, and not necessarily coroners.) 

Investigating coroner On Call Contacted 

NO Coroner Investigation Coroner Investigation 

Coroner attempts to 
Contact Primary MD 

EMS Clears if Body Remains in
Custody of Police until Coroner

Attends 

Primary MD 
WILL ATTEND In 

Timely Fashion 

Primary MD 
CANNOT be contacted or WILL NOT 

ATTEND or WILL BE DELAYED 

EMS Clears if Body 
remains in custody of 

Police or Family 

Coroner Contacts Funeral
 
Service Provider
 

Primary MD Completes
 
Death Certificate
 

EMS Clears if Body 
remains in custody of

Police or Family 

Funeral Service Provider

Called by Family
 

Funeral Service Provider
 
Retrieves Body
 

Coroner Completes Medical
 
Certificate of Death if Primary
 

MD NOT AVAILABLE
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Cases of Expected Deaths 

Paramedics and firefighters are expected to honour a DNR Confirmation Form, and all 
other first responders are encouraged to do so as well. 

1.	 EMS personnel will remain on the scene until the police arrive, or may depart if a 
responsible person is present. 

2.	 EMS personnel will request that the family notify the primary care practitioner or 
palliative care team to request their attendance to complete a MeOD. 

3.	 If the family cannot comply, EMS personnel will discuss with their dispatch and 
request that a primary care practitioner or palliative team member be contacted to 
attend. 

4.	 If the primary care practitioner or the palliative care team member cannot be 
located or cannot attend, the police or dispatch will notify the Investigating coroner 
on call. 

5.	 The Investigating coroner on call will attempt to contact the primary care 
practitioner with the assistance of the police. 

6.	 The Investigating coroner on call may utilize the Case Selection Data Form for 
Natural Deaths to guide his/her case selection decision.5 The Investigating coroner 
on call would utilize and complete the form. The completed form and an invoice 
would be submitted within one business day to the Regional Supervising Coroner, 
when not accepting it as a case for investigation. 

7.	 If the death was an expected death, but there was no primary care practitioner 
involved or their practice is not within reasonable proximity, the Investigating 
coroner will accept the case immediately. 

8.	 If the primary care practitioner can not be located in a reasonable period of time, or 
is unwilling to attend the scene in a timely manner, the Investigating coroner can 
direct a funeral service provider to transfer the body to the funeral home of the 
family's choice. The family will incur the expense of the transport as part of the 
funeral costs. 

5 See Investigating Coroners Best Practice Guideline #4 Investigating Coroners' Acceptance of Natural Deaths for Investigation. 
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9.	 The Investigating coroner will be responsible to arrange a plan for the funeral 
home in the event that the primary care practitioner does not complete the MCOD 
within 24 hours. This may include providing the funeral home a contact method to 
reach the initial Investigating coroner or alternatively, the Investigating coroner will 
provide the case data to the next scheduled coroner and will ensure that the 
funeral home is aware of the contact method. 

10.	 The primary care practitioner can then attend at the funeral home to complete the 
MCOD within a reasonable time period. The Investigating coroner on call will not 
accept the case for investigation. If the desired funeral home is not within 
reasonable proximity, there should be consideration for immediate involvement of 
the Investigating coroner. 

11. If the primary care practitioner does not complete the MCOD within 24 hours, the 
funeral home will contact the Investigating coroner on call who will then accept the 
case for investigation and complete the MCOD. If the funeral process is to be 
expedited to accommodate religious or conscience-based beliefs, the Investigating 
coroner on call may be ca,lled earlier. 
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Expected Death:
 
A Death that was imminently anticipated generally as a result of a progressive end stage terminal illness,
 
such as cancer. (NB: This definition is for the purposes of paramedics, and not necessarily coroners.)
 

Family or EMS Contacts
 
Primary MD or Palliative Care Nurse


Primary MD/Nurse
 
WILL ATTEND
 

EMS Clears if Body
 
Remains in Custody of
 

Police or Family
 

Primary MD/Nurse CANNOT be 
contacted or Primary MD/Nurse 
WILL NOT ATTEND or WILL
 

BE DELAYED
 

Contact Coroner 

EMS Clears if Body Remains in 
Custody of Police or FarTlily 

Coroner calls Primary MD INurse 
or Funeral Service Provider as 
per Unexpected Death Protocol 
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Transport Decisions When Termination of Resuscitation is Ordered

Principles

1. As outlined in Section 11 of the Coroners Act, if there is reason to believe that the 
death may require involvement of a coroner, interference with the body (i.e. 
movement or alteration of medical equipment) may not occur unless directed by the 
coroner. This authority supersedes any standard, policy or regulation in any other 
Act.

2. A deceased person should generally not be returned to a residence from which 
he/she has been removed.

3. Effective communication between the Investigating coroner, the police and the 
paramedics is of the utmost importance. Case specific plans should take into 
account operational issues for both the coroner and the EMS

4. Coroners prefer that the body of the deceased person remain at the death scene. 
There have been instances in Ontario where removal of a deceased person has 
seriously hampered a death investigation.

5. The above noted procedures (Cases of Unexpected Deaths and Cases of Expected 
Deaths) are applicable in these cases (i.e. termination of resuscitation may occur in 
a natural death at home that after discussion with the Coroner does not require an 
investigation).

Procedure

1. When an order for termination of resuscitation arising from the Deceased Patient 
Standard is received in the field, and the deceased person has not been removed 
from the place of death, paramedics should not remove the body. The applicable 
procedure (Cases of Unexpected Deaths and Cases of Expected Deaths) will be 
followed.

2. If the deceased has been moved to the ambulance, and the ambulance has not yet 
departed the scene, dispatch must be notified and contact with the coroner6 will be 
made to determine the appropriate next steps prior to departure from the scene. 
The paramedics should apprise the coroner of any operational concerns regarding 
ambulance service/coverage issues that may arise by maintaining the body in the 
ambulance and holding the ambulance at the scene. The coroner should facilitate 
appropriate next steps to allow a rapid return of the ambulance to service. The 
paramedics and the coroner should discuss each case in which there was a 
Termination of Resuscitation Death. The ultimate decisions regarding disposition of 
the deceased should be documented.

5 Contact with the Coroner can be made by paramedics or dispatch according to established local protocols.
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3. If the ambulance is in motion when resuscitation is terminated, paramedics should 
continue to the nearest hospital emergency department as the family will most 
likely be en-route concurrently. The body shall be transferred to an appropriate 
hospital area that will allow family attendance with the decedent in a dignified 
manner. Paramedics must notify the coroner of the death and location of the 
decedent. The paramedics should discuss with the Investigating coroner where 
the patient care documentation (e.g. ACR) will be left for the coroner. Such 
documentation may also be provided to the Investigating coroner via electronic 
transmission or fax.

Appropriate documentation of the identity of the decedent should be affixed to the body, 
where possible, by the paramedics.
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