Information Sheet

Death Registration and Inquests
In England and Wales, all deaths need to be registered with a
Registrar of Births, Deaths and Marriage. Where a doctor is
able to issue a medical certificate of the cause of death, a
person known as the informant, usually a close relative of the
deceased, needs to take the certificate to the Registrar within
5 days of the death. In certain circumstances however, the
doctor is not able to issue a death certificate, and the death
needs to be reported to the coroner, who subsequently sends
information to the Registrar to be used instead of the MCCD
to register the death.
The coroner is mandated by the Coroners Act 1988 and the
Coroners Rules 1984 to investigate all unexplained or
unnatural deaths reported to him/her.
The Coroner’s
investigation is guided by Rule 36 of the Coroners Rules 1984
to gather and establish information in three areas:
• to establish the identity of the deceased;
• to determine when, where and how the deceased came by death;
• to clarify certain registration particulars.

Following referral of an unexpected death the coroner may
take a number of different courses:
• If the coroner is satisfied that the death is due to natural
causes and a death certificate can be completed, the
local Registrar is notified and they can then register the
death using the cause given on the MCCD.
• In most cases, the coroner will order an autopsy. The
pathologist, following the autopsy, will provide the coroner
with a provisional report and, if possible, a provisional
cause of death. If the death appears to be from natural
causes the coroner will issue a form 100B (known as a “pink
B”) and release the body to the family.
• If the pathologist cannot give a cause of death or the
autopsy reveals an unnatural cause the coroner will open
and adjourn an inquest pending the gathering of further
information.
• On occasions the Coroner may hold an inquest without an
autopsy, although this would be unusual in an unexpected
death of a child.

The Inquest
The evidence at the first hearing is normally confined to
identification. The coroner’s officer (either a civilian officer or a
police officer acting on behalf of the coroner) will then gather
information from the family, as well as from the general
practitioner and other health professionals who know the
child, any police officers or other professionals involved in
responding to the death, and any other relevant witnesses.
When all enquiries are complete the inquest will be resumed
for a full hearing at which the parents would normally be
present, and other witnesses (including professionals involved
in the investigation) may be called to give evidence, or may
provide written evidence. Inquests are public hearings and
the press may be present. The evidence at the inquest is
directed solely at establishing the particulars outlined above.
Having heard and considered all the evidence, the coroner
must then reach a verdict on the cause of death. This may
be a standard form (e.g. accident, natural causes) or may
be in the form of a narrative verdict, a brief factual statement
describing how the death arose. In most cases the inquest
concludes the investigation and the death is then registered
by the Coroner.
Where an inquest is held after a multi-agency case
discussion, the report from that discussion should be made
available to the coroner to assist in the process of the inquest.
Whilst it is not the role of the coroner to apportion blame in
the case of an unnatural death, if a coroner identifies
evidence suggesting that particular persons (whether
parents/carers, professionals, or others) may be responsible,
he may refer the case for further criminal investigation.
Where the coroner believes that action should be taken to
prevent similar deaths he may report the circumstances to a
person or body in a position to effect changes (Rule 43), this
could include the local Child Death Overview Panel.
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