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Introduction of medical examiners and reforms to death
certification

The death certification system in England and Wales is overdue for reform - it has remained largely
unchanged for over 50 years. Introducing a robust system in England and Wales whereby all deaths
would be subject to either a medical examiner’s scrutiny or a coroner’s investigation has been an
ambition of successive governments and ministers.

The importance of death certification reform and the introduction of medical examiners has been
underlined in numerous reports and inquiries including the:

o Shipman Inquiry third report (https://www.gov.uk/government/publications/the-shipman-inquiry-third-report-
death-certification-and-the-investigation-of-deaths-by-coroners)

¢ Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry
(https://lwww.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-foundation-trust-public-inquiry)

¢ Morecambe Bay Investigation report (https://www.gov.uk/government/publications/morecambe-bay-
investigation-report)

e government response to the report of the Gosport Independent Panel
(https://www.gov.uk/government/publications/gosport-independent-panel-report-government-response)

It has long been established that, following a death, the case will either follow the path of medical
certification by a medical practitioner or investigation by a coroner. This will remain the case in the new
system, but with important differences.

Medical examiner scrutiny is not mandated in the non-statutory system. However, NHS England and
NHS Wales Shared Services Partnership started implementing the medical examiner system on a non-
statutory basis in 2019.

It has increasingly become standard practice for medical examiners to provide independent scrutiny of
deaths not taken for investigation by a coroner. Medical examiners are now scrutinising almost all deaths
in acute trusts and a growing proportion of deaths in all other healthcare settings (including the
community).

The new death certification reforms require an independent review to be carried out for all deaths in
England and Wales, without exception. This will either be provided by independent scrutiny by a medical
examiner or by investigation by a coroner.

This page summarises the death certification reforms planned from 9 September 2024, and how the
statutory medical examiner system will operate when these reforms come into force. Regulations
introducing changes to the death certification process were laid before Parliament on 15 April 2024.

This page includes references and links to current and relevant guidance. All guidance will be updated to
reflect, and coincide with, the statutory medical examiner system coming into force.

This page primarily focuses on deaths registered after completion of a medical certificate of cause of

death (MCCD) but will also reference other relevant parts of death management, including where the
case is notified and/or referred to a coroner.

Legislation
The underpinning primary legislation is:

o section 21 of the Coroners and Justice Act 2009 (https://www.legislation.gov.uk/ukpga/2009/25/contents),
which was commenced in June 2018

o sections 19 and 20 of the Coroners and Justice Act 2009, which was commenced on 1 October 2023

+ section 169 of the Health and Care Act 2022
(https://www.legislation.gov.uk/ukpga/2022/31/contents/enacted), which was commenced on 1 October 2023
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The primary legislation that underpins the new statutory medical examiner system is the Coroners and
Justice Act 2009. Since its passage, the act has been amended (most recently by the Health and Care
Act 2022) to reflect changes to the health system.

The Coroners and Justice Act 2009 allows NHS bodies in England and Wales to appoint medical
examiners. It also enables the governments to make regulations in several areas, and these regulations
provide the detail of how medical examiners and the reformed death certification process will operate.

Primary legislation has been commenced and several sets of regulations have been made or amended
in relation to the system. These are set out in the annex.

The 3 sets of regulations made by the Department of Health and Social Care (DHSC) are:

+ The Medical Certificate of Cause of Death Requlations 2024
(https://www.legislation.gov.uk/uksi/2024/492/contents/made)

e The Medical Examiners (England) Regulations 2024
(https://www.legislation.gov.uk/uksi/2024/493/contents/made)

+ The National Medical Examiner (Additional Functions) Regulations 2024
(https://www.legislation.gov.uk/uksi/2024/494/contents/made)

The Welsh Government has also made The Medical Examiners (Wales) Regulations 2024
(https://www.legislation.gov.uk/wsi/2024/505/made).

This guidance makes clear what the legal requirements will be in each area, ahead of the publication of
more detailed guidance. It should be read together with the regulations to support those involved in the
death management system to understand and prepare for the reforms.

Roles, responsibilities and information flows in the new
system

Medical practitioner

As part of the reforms being introduced from September 2024, a medical practitioner will be eligible to be
an attending practitioner and complete an MCCD, if they have attended the deceased in their lifetime.
The attending practitioner will propose a cause of death, if they can do so, to the best of their knowledge
and belief. The introduction of medical examiners will see routine independent scrutiny of the cause of
death proposed by an attending practitioner.

This represents a simplification of the current rules that enable medical practitioners to be an attending
practitioner, to complete an MCCD, if they had attended the patient during their last illness but required
referral of the case to a coroner for review if they had not done so within the 28 days prior to death or
had not seen in person the patient after death.

Current guidance on completing a medical certificate of cause of death
(https://www.gov.uk/government/publications/guidance-notes-for-completing-a-medical-certificate-of-cause-of-death)
will be updated to reflect and coincide with the implementation of the statutory medical examiner system.

It is already a statutory requirement for an attending practitioner to complete the MCCD. The General
Medical Council (GMC) sets out this obligation in Treatment and care towards the end of life: good
practice in decision making (https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/treatment-and-
care-towards-the-end-of-life) (paragraphs 83 to 85), stating that this is part of the attending practitioner’s
responsibility to their patients:

“Your professional responsibility does not come to an end when a patient dies. For the patient’s family
and others close to them, their memories of the death, and of the person who has died, may be
affected by the way in which you behave at this very difficult time.
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“You must be professional and compassionate when confirming and pronouncing death and must
follow the law, and statutory codes of practice, governing completion of death and cremation
certificates. If it is your responsibility to sign a death or cremation certificate, you should do so without
unnecessary delay.”

The reference to completion of a death certificate should be read as referring to completion of the
MCCD.

The main change is that attending practitioners must share the MCCD and proposed cause of death with
a medical examiner, who will scrutinise these before submission to the registrar. This is a change to the
current system where the MCCD is sent to the registrar by the attending practitioner.

Medical examiner role
Under the medical examiners regulations, medical examiners:

¢ provide independent scrutiny of causes of death

¢ give bereaved people an opportunity to ask questions and raise concerns with someone not involved
in providing care to the deceased person prior to their death

+ review medical records and work with doctors to complete the MCCD to help ensure this is accurate
and to highlight any concerns about the care of the deceased person prior to their death

A medical examiner is a senior medical practitioner who is contracted for a number of sessions a week to
provide independent scrutiny of causes of death, outside of their usual clinical duties. They are trained in
the legal and clinical elements of death certification processes and will not have been involved in caring
for the patient.

Medical examiners have been carrying out independent scrutiny of causes of death since implementation
of the non-statutory medical examiner system. They will continue to carry out these activities in the same
way in the new death certification process, but independent scrutiny by a medical examiner will become
a statutory requirement prior to the registration of all non-coronial deaths in England and Wales.

Once the relevant attending practitioner and the medical examiner have completed their declarations of
certification and scrutiny, and the cause of death is confirmed, the MCCD will be sent to the registrar by

the medical examiner rather than the attending practitioner. The representative of the deceased will be
notified at the same time that they can now contact the registrar to arrange the registration of the death.

Medical certificate of cause of death

From September 2024, a new MCCD will replace the existing certificate to reflect the introduction of
medical examiners, who will scrutinise the proposed cause of death.

The main benefits of doing so are to improve:

¢ efficiency in the death certification system

¢ mortality data for use at a local level and nationally

There will continue to be a statutory form to be used when a death occurs after 28 days of life, and a
separate form to be used when a live born child dies within the first 28 days of life. Both forms will be
available in bilingual format in Wales. The new MCCD will include details of the attending practitioner
who certified the cause of death to the best of their knowledge and belief (as at present).

In addition, the new MCCD will include the following new information:

o details of the medical examiner who scrutinised the cause of death

¢ ethnicity, as self-declared by the patient on the medical record. This builds on learning from the
COVID-19 pandemic. If the patient medical record does not include this information, then the attending
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practitioner can complete it as ‘unknown’ on the MCCD and should not in any circumstance ask for this
information from the representative of the deceased

« maternal deaths: there are 2 new questions regarding the pregnancy status of the deceased:
¢ was the deceased person pregnant within the year prior to their death?

¢ if the deceased person was pregnant within the year prior to their death, did the pregnancy
contribute to their death?

e a new line, 1d, for the cause of death - bringing the MCCD in line with international standards

¢ medical devices and implants will be recorded on the MCCD by the attending practitioner, and this will
be transferred to the certificate for burial or cremation (contained in the green form) completed by the
registrar in order to inform relevant authorities of the presence of any devices or implants

Distribution of new paper version of MCCD

On 25 June 2024, DHSC published guidance on receiving the new MCCD
(https://www.gov.uk/guidance/receiving-the-new-medical-certificate-of-cause-of-death-mccd) and a distribution list.
The guidance also includes what to do if you do not receive copies of the new MCCD but think you
should, or if you receive them in error. Guidance on how to order additional MCCDs and a passcode will
be sent separately to organisations who appear on the published list or who successfully request to be
added.

In addition to this, DHSC is developing an online version, which will enable the form to be more easily
shared between the attending practitioner, medical examiner and registrar. The online version will be
available later in 2024 or 2025.

Medical examiner certification

In line with the framework set out in the Coroners and Justice Act 2009 and the medical certificate of
cause of death regulations, we are introducing medical examiner certification for the exceptional
circumstances where either:

¢ there is no attending practitioner

« an attending practitioner is not available within a reasonable time

In either of these circumstances, the death is referred to the senior coroner by a referring medical
practitioner (not a medical examiner).

In these circumstances only, where the senior coroner decides not to investigate, they should refer the
case to a medical examiner to certify the death by completing a medical examiner MCCD.

The medical examiner MCCD will only be used in exceptional circumstances where actions to identify an
attending practitioner have been exhausted by the referring practitioner. Regulations make clear that only
the senior coroner (and not the referring medical practitioner) can refer the death for certification by the
medical examiner in such circumstances.

When medical examiners complete a medical examiner MCCD, there may not be an interaction with an
attending practitioner, but all other elements of medical examiner scrutiny will remain in place. Medical
examiners, supported by medical examiner officers, will continue to offer representatives of the deceased
the opportunity to ask questions and raise concerns. They will carry out a proportionate review of medical
records. In those circumstances where the medical examiner concludes that they are unable to establish
the cause of death, the case will be referred back to the senior coroner.

Coronial process

While the medical certificate of cause of death regulations mainly provide for completion of the MCCD, in
practice they reflect the flow of information between the attending practitioner, medical examiner, coroner
and registrar in the new system.
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