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both to the antiquity of much of the existing law and to some of its more 
obvious deficiencies. There had been no recent authoritative review of any 
of the matters dealt with in the British Medical Association publication. 

4. Our enquiries have amply confirmed that the time was ripe for a com-
prehensive enquiry. The law relating to the certification of the cause of death 
has been developing since 1837 (when the Births and Deaths Registration Act 
1836 came into force), but It has not been reviewed by an officially appointed 
independent body since 1893 (when the report of a Parliamentary Select 
Committee was published). The law relating to coroners is even older. In 
statute form it is chiefly contained in 19th century legislation, but much of 
this is, itself, only a consolidation.of earlier and, in some cases, very obscure 
provisional The report of a House of Commons Select Committee on Cor-
oners published in 1910 (Cd. 5004) resulted in legislation in 1926, but the 
title of this Act, the Coroners (Amendment) Act 1926, betrays the fact that, 
important though some of its provisions are, it left the 19th century legislation 
still predominantly intact, A departmental committee on coroners reported 
in 1936 (Cmd. 5070) and some of its recommendations passed into law in the 
Coroners Rules 1953, but the enquiry was concentrated on particular aspects 
of a coroner's work and did not subject the office itself to a fundamental 
review. Moreover this Committee was prevented by its terms of reference 
from considering related matters such as the law relating to the certification 
of the medical cause of death and the law relating to the disposal of dead 
bodies. 

5. The general law covering the procedures to he followed before the dis-
posal of dead bodies may be carried out is also old and has been in need of a 
comprehensive review. To a large extent, it exists only as a by-product of the 
law relating to registration of deaths and the reporting of deaths to coroners. 
The picture is also complicated by the fact that, superimposed on the general 
provisions relating to disposal, there is a completely separate procedure 
relating only to cremation. The law governing cremation has scarcely changed 
since 1903, when the report of a departmental committee (Cd. 1452) re-
sulted in the making of Regulations under the Cremation Act 1902 to control 
what was then regarded as a rather bizarre method of disposal. The current 
cremation law is contained in Regulations made in 1930, which we have found 
to be widely regarded as being ill-drafted and in several ways unsuitable for 
present conditions. The Regulations were reviewed by an interdepartmental 
committee of officials in a report made to the Home Secretary in 1950 (Cmd. 
8009), but this report did not look at the fundamental basis for a separate law 
relating to cremation and, although one or two minor additions and altera-
tions have been made to the law since that date, the Committee's recommenda-
tions seem, as a whole, to have passed into oblivion. Representatives of the 
cremation organisations have, in recent years, made no secret of their desire 
to see a radical reform of cremation law. 

' The eoronem'Jurisdietion over treasure trove is a casein point. The Coroners' Act 1837, section 36 enacts that "a coroner shall continue as heretofore to have ,jurisdiction to en-quire of treasure that is found, who were the finders and who is suspected thereof." These words are an exact translation from the Latin of an earlier medieval statute. 

The scope of our enquiry 

6. Against this background, the terms of reference given to us were—

predictably—much more extensive than those given to any previous enquiry. 

When we were appointed it was made clear to us, by the then Home Secretary, 

that we were to concern ourselves not only with the procedure for determining 

the medical cause of death and for investigating unusual or suspicious deaths, 

but also with such matters as the procedure for dealing with still-births and 

for disposing of dead bodies, as well as with related matters such as the effects 

of embalming, the provision of pathology services and mortuary accommoda-

tion. There are several reasons why it has taken longer than we expected to 

complete our investigations into all these matters, but not the least of these 

has been the necessity to uncover and examine their many and often complex 

inter-actions and relationships. 

7. The subject matter of this report is death and its consequences. We have 

been concerned with aspects of death from the moment when it occurs up to 

the moment when the arrangements made for the disposal of the body of a 

deceased person are completed and even afterwards. We have enquired into 

where death happens, how it happens, why it happens and what happens to a 

body after death. But within the context of our enquiry, death is not an 

abstract term or even a statistical concept; our enquiries have been concerned 

with individual deaths and their consequences for other individuals and groups. 

Over half a million persons die in England and Wales every year: the conse-

quences of their death affect several times that number of persons. Few people 

find themselves intimately concerned with the consequence of death on more 

than two or three occasions in their own lifetime. When they are so con-

cerned, they are very naturally in a highly emotional state and seldom in a 

• very objective slate of mind. These intensely personal factors so influence 
what is, in the individual case, a poignant experience that reliable first-hand 

evidence of the working of the present procedures is difficult to obtain and 
assess. Throughout our enquiries therefore, we have had constantly in mind 

the way in which changes in the law and practice relating to the matters 

within our terms of reference might either increase or diminish the distress and 

anxiety which death almost inevitably brings to the bereaved. 

The evidence 
8. Our witnesses put few proposals to us for fundamental changes in the 

law. The evidence we received, taken as a whole, revealed no widespread or 
profound dissatisfaction with the existing arrangements which fell within our 
terms of reference. To our regret, however, this did not enable us to form for 
ourselves a clear view of how these arrangements worked in practice. In 

particular, we found ourselves without any clear idea of how the operation of 

existing law and practice affected people as individuals. We found it neces-

sary therefore to supplement the evidence of our witnesses with information 
gleaned from a number of original enquiries or surveys which we either 

carried out ourselves or which we arranged to be carried out on our behalf. 

9. In order to help us assess some of the general criticisms that have been 

made from time to time, about coroner's enquiries in particular, we asked the 

Home office on our behalf to commission two surveys of public opinion. The 
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first, conducted by National Opinion Polls Limited, was a random survey of 
what the public knew and thought about the coroner and his responsibilities. 
Although the persons taking part in this survey were selected at random, they 
inevitably included a certain number who had, themselves, at one time been 
involved in coroners' proceedings. The second survey, conducted by Sales 
Research Services Limited, was concerned with the attitudes and feelings of the 
relatives of persons whose death had been reported to the coroner. The 
findings of these two public opinion polls form a very important part of our 
evidence and we are grateful to all those who co-operated to make their 
publication possible. We are also grateful to the O and M Branch of the Home 
Office who, at our request, conducted a study of the work of the coroner's 
officer in a representative sample of urban and rural jurisdictions and whose 
Report provided invaluable information about the working of the coroners' 
system on the ground. We draw extensively on the findings of the work study 
in Part V of this Report.' The other " special " enquiry which we should 
mention here is a survey of post-mortem examinations carried out for cor-
oners in the last quarter of 1968 which identified the doctors carrying out the 
examinations and the places where they were performed. This provided us 
with a most helpful insight into the working of the existing law in this field and 
is referred to in more detail in Chapter 22 below. 

10. Both our thinking and our conclusions are based on the evidence which 
has been put to us, but we have decided not to burden our Report with too 
many detailed references to the views and arguments of our witnesses. We 
identify the views of individual witnesses or organisations only where the 
context suggests that identification will be helpful, Our definitive recommen-
dations are summarised on pages 346 to 360 below, but reference must be 
made to the appropriate places in the main text for a full explanation of our 
proposals. 

What should the law seek to achieve? 
11. The law which we were asked to review serves may different objectives. 

These have rarely been spelled out in detail either in previous reviews or in 
statements by Ministers and the objectives which we have noted may not 
always agree with the conscious aims of those who introduced the legislation.° 
The coroner, for example, had existed as an official in the English legal system 
for hundreds of years before any attempt was made to introduce a system of 
universal certification of death or to place the arrangements for disposal of 
the dead on a regular footing. In our view, the main aim of public policy 
in all the fields which we have reviewed should be to ensure that the cause of 
every death is determined and recorded as accurately as possible. The many 
different objectives served by the present law (e.g. the recording of causes of 
death for statistical or research purposes, the investigation of an unusual 
or accidental death, the identification of new hazards to life, or the provision 
of a safeguard against secret homicide) are all more likely to be achieved within 
a framework of law and administration which is designed with this purpose in 

' Since much of the information obtained by the Work Study team was given in confidence 
we have not published their Report to us. 

s In view of the haphazard way in which the legislation reached the statute book it would 
be surprising if either that legislation or its administration disclosed a fundamental purpose 
or underlying theme which would link the various matters within our terms of reference. 

xii 

view. Moreover, it is through a procedure aimed at determining the cause of 

every death accurately that those kinds of deaths which may be preventable 
can be identified and the appropriate action taken. 

How is this objective to be achieved? 

12. At present, the responsibility for certifying causes of death in England 
and Wales is divided between medical practitioners and coroners. In approxi-

mately 4 out of 5 cases, a medical certificate of the cause of death is given by a 
medical practitioner who has attended the deceased person in his last illness 

on the basis of his clinical knowledge of his patient's illness, alded in an in-
creasing number of cases by post-mortem investigations. In the remaining 

cases, the cause of death is certified by a coroner after either an autopsy or 

an inquest or both. (It is rare for an inquest to be held on any death which 
has not also been the subject of an autopsy.) An awareness of the growing 
inter-dependence of doctor and coroner as agents in the process of certifying 

the cause of death is vital to an understanding of the present situation. 

13. There is still a tendency to regard the coroner's role as being primarily 
directed to the investigation of suspicious deaths and, in particular, possible 
homicides. This belief had some basis in fact a hundred years ago but is now 

-- completely out-moded. Well over three quarters of coroners work at the 
present time serves the same purpose of routine certification of the medical 

- cause of death as work undertaken by medical practitioners. The changes in 

the coroner's functions have taken place gradually, probably without any 
conscious intent, over a long period of time; this may explain why they have 
largely gone unrecognised by earlier reviews. We cannot too strongly empha-
sise our own conclusion that the coroner's primary function, at present, is to 

help to establish the cause of death in a wide range of situations, few of which 
have any criminal or even suspicious, overtones. In essentially the same way 
as the medical practitioner who signs a medical certificate, the coroner is 
concerned with establishing the cause of death. 

14. For a number of reasons, there are occasions when it is either impos-

sible or undesirable that the cause of death should be certified by a medical 
practitioner acting alone and unaided, for example when the doctor called 
to attend a dead person has no previous knowledge of that person's clinical 
history or when the doctor, although he has been treating the patient regularly 
before the death, has not expected the death to occur when it did. In cir-
cumstances such as these, and in others which we shall discuss in more detail 
later in this Report, it is desirable, in the interests of accurate certification of 
the causes of death, that the death should be certified after an autopsy. Cor-

oners, who have power to arrange and pay for such an autopsy, and whose 
decision that an autopsy shall be performed is virtually beyond challenge, are 
now responsible for arranging approximately two-thirds of all autopsies per-
formed in England and Wales every year. In theory, it might be possible for 
the coroners' functions in certifying the medical cause of death to be carried 

out by some other official and we have considered this possibility; but we 
have concluded, for reasons which will become clear later in this Report; that 

'Sea Part R, Chapter 9, below. 
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the balance of advantage lies in retaining and strengthening the link between 
the coroner and a doctor. 

15. Those deaths whose causes are, at present, not certified by doctors and 
which are, instead, certified by coroners, fall roughly into two categories: 
those in which all that is required is an enquiry that will produce an accurate 
medical cause of death and those in which an investigation of the circumstances 
as well as the medical cause is needed. In theory, it might be possible for 
responsibility for enquiring into the two categories of death to be divided so 
that, for example, deaths in the first category might become the responsibility 
of an official with a medical background (either a doctor or an administrator) 
and responsibility for the second kind of enquiry might devolve upon someone 
with a legal background or perhaps even the police. But, in practice, such an 
arrangement could not work. The circumstances in which it is decided that 
a death shall not be certified by a medical practitioner do not always allow 
a simple, clear-cut distinction to be made between " natural " deaths in 
which all that is required is an autopsy to establish the medical cause of death 
and deaths in which, for whatever reason, some enquiry into the circumstances 
is also necessary. The distinction only becomes apparent after some enquiries 
have been made and sometimes only after the results of an autopsy are known. 
There must therefore be a procedure for identifying the unusual death and for 
ensuring that a preliminary investigation is made. The fi rst task is carried 
out now, in fact if not in law, by doctors, with registrars of death acting 
as " long-stops," and the second by coroners. We propose that in future, both 
the doctor and the coroner should have a more clearly defined position in 
the procedure for certifying the Causes of death and that the former should 
have a legal obligation to report certain deaths for further enquiry. The 
registrar should retain his " long-stop " function. 

16. We have concluded that the major responsibility for identifying deaths 
which require further investigation should rest, in law as well as in fact, with 
the medical profession, although other persons should be required to report 
deaths in certain circumstances; and, secondly, that the existing coroner's 
service, subject to modification which we propose in Part III, is worthy of 
retention. But it will be clear from our discussion in Part II, of the way in 
which the coroner's several functions are carried out in other countries that 
the reasoning which led us to prefer a legal official, who could call on the 
necessary medical services, could equally have led us to prefer an administra-
tor who could call on either medical or legal services. We suggest, in our 
Conclusion where we take a look at possible longer term developments, that 
there might be an advantage in establishing closer links between the coroner 
and a modified death registration service. We believe that the changes in the 
organisation and practice of coroners which we recommend in Part III and IV 
below would not be incompatible with such a development. 

xiv 

PART I 

MEDICAL CERTIFICATION OF THE CAUSE OF DEATH 

CHAPTER 1 

THE FACTUAL BACKGROUND 

1.01 The total number of deaths occurring in England and Wales every 

year is a fairly constant figure. It is very much the same now as it was at the 

beginning of this century, although the death rate has fallen considerably. 

Thus, in 1897, for example, there were 541,487 deaths in a population of 

31,055,355 persons. Seventy years later, in 1967, there were 542,516 deaths 

in a population of 48,390,000. But it is not simply the death rate which has 

changed in seventy years. There have been great changes also in what we shall 

describe as the " pattern of death ", i.e. in the places in which death occurs, 

in the causes of death and in the relative number of deaths in which the cause 

has been ascertained and certified by a doctor or by a coroner, or with 

or without the aid of an autopsy. There has also been a radical change in the 

method of disposing of dead bodies: cremation,' which was only just beginning 

in this country at the turn of the century, is now the most common method of 

disposal. For the most part, as we shalt sec in the next chapter, the present 

law relating to the investigation and certification of the cause of death and 

to the disposal of dead bodies evolved at a time when the pattern of death, 

as well as the pattern of life, was very different from what it is today. It has 

been our task to consider whether, and if so how far, this law is still relevant 

to modern conditions. In this chapter we examine briefly the changes which 

have taken place. 
TAnLU A 

The place of death, 1897-1967 
Source: The Regi,trar General for England and Wales 

Lunatic 
Asylum Hospitals Workhouses Elsewhere Totals 

1897 7,175 (1.3%) 23,836 ((4.4n 40,895 (7.6%) 
52,673 (10y,) 

469.5s1(86 7 ) 
425,945 (81.3 /c) 

541,487 
$24,221 1907 10,541 (2%) 35,062(6'72 

1937 
1967 

15,060 (2.9 7)
16,708 (3.1 °%,) 

225.345 (43.8 r//)) 
279.543 (51.5 , - 

14,928 (29 7) 
19,165 (35 '2) 259,337 (504%) 

227,100 (41'9Ø 
514,870 
542,516 

Psychiatric Other Other 
Institutions 

Elsewhere Totals 
Hospitals Hospitals 

1.02 First there are changes in the places at which the predominant 

numbers of deaths occur. Table A above illustrates changes which have 

occurred between 1897 and 1967. 

' We mean the modem practice of cremation. The burning of human remains was n 
practice followed in some parts or the country in pre-Christian times. 
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Although it has not been possible, for the early years, to identify deaths in 
the home separately from deaths that occurred elsewhere than in asylums, 
hospitals and workhouses, there can be no doubt that seventy years ago the 
great majority of deaths occurred at home because there were few satisfactory 
facilities in other places for the care of the dying. Seventy years later the 
position has changed remarkably; today well over half of all deaths occur in 
hospitals or other institutions and this proportion of total deaths continues 
to rise. 

1.03 Changes in the principal causes of death over the seventy year period 
are even more striking. Table B below shows, for selected years, the number 
of deaths from those causes which in 1897, accounted for more than 10,000 
deaths. 

TAatE B 
Selected cause; of death, 1897-1967 

Source: The Registrar General for England and Wale. 

Measles 

1897 1927 1947 1%7 

12,711 2,622 622 99 
Whooping Cough ... ... ... 11,431 3,681 905 27 
Dysentery .. .. ... 26,099 95 77 45 Caner (Malignant Neoplasms) ... 24,443 54,078 77,649 110,072 
Tuberculosis . . ... ... ... 47,080 38,173 23,075 
Premature Birth 17,779 13,346 8,433 5 01 Old Age (Senility) ... ... ... 28,618 22,753 14,467 3,794 
Apoplexy (Vascular Lesions) ... .., 17,837 25,238 58,224 77,147 
Convulsions (Epilepsy) . ... 18,384 2,285 1,576 645 
Diseases of Circulatory System .., 50,243 97,778 164,015 201,915 
Bronchitis ... ... ... ... 46,839 33,021 31,469 27,811 
Pneumonia ... ... ... ... 34,833 37,242 32,659 32,126 
Enteritis ... . 13267 6,197 5,638 1,673 In Defined Causes ... .. 23,037 1,085 457 108 

TorAL (all Causes) ... ... ... 541,487 484,609 515,591 542,516 

The figures in Table B cannot be regarded as completely accurate since, over 
the seventy year period, there have been changes in terminology, classification, 
and diagnosis. But the figures are accurate enough to give a clear indication 
of the major trends. In particular, they show that the infectious diseases which 
caused so many deaths around the turn of the century have now virtually 
disappeared while, in contrast, those diseases principally of later life, whose 
causes are slow-acting, such as heart disease, strokes and cancer, have shown 
a marked increase. The figures in Table B also give some indication of the 
improvement in diagnostic skills which has taken place over the same period. 
The number of deaths attributed to vague or unspecified causes has fallen 
steadily. in 1897 over 28,000 deaths were attributed to old age, compared with 
less than 4,000 assigned to senility in 1967, and there are today barely one 
hundred deaths of unspecified cause compared with over 23,000 ill-defined 
deaths at the end of the last century. 

1.04 The present situation is illustrated in more detail in Table C oppo-
site, which analyses deaths which occurred in 1969 by cause and by place of 
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occurrence. Table C shows that, taking deaths from all causes, most people 
die in hospitals or other institutions. 

1.05 The most significant changes of all have taken place in the process of 
cert(fying the cause of death. At the beginning of this century, most deaths 
were certified by general practitioners without reference to a coroner and 
without the benefit of an autopsy to confirm a clinical opinion. Since that 
time, the hospital doctor has taken over from the general practitioner the 
leading role in the process of certifying the cause of death—a natural result of 
the fact illustrated in Table C that more deaths now take place in hospital 
than at home. But the coroner has also come to play an increasingly import-
ant part in the same process; and the proportion of all deaths whose cause is 
certified after an autopsy has risen to a figure of just over one in four (see 
Table D opposite which analyses deaths by method of certification). 

1.06 Table D shows that the cause of death in nearly one fifth of all 
deaths which occurred in 1969 was registered on the authority of a coroner 
rather than on the basis of a certificate provided by a medical practitioner. 
It has not proved possible to provide a similar table illustrating the way in 
which deaths were certified at the beginning of this century, but the statistical 
information which has been made available to us by the Home Office and the 
General Register Office suggests that, at that time, about 10 per cent of all 
deaths occurring in England and Wales were the subject of enquiries by a 
coroner. An analysis of coroners' work since 1901 can be found in Appendix 
2. 

1.07 Table D also illustrates a situation to which we draw attention in 
more than one place in this Report, namely that the coroner is now a part of 
the ordinary process of certifying the medical cause of death and not simply an 
agent for enquiring into violent or suspicious deaths. Of all deaths certified 
by coroners in 1969, nearly 80 per cent were certified solely on the basis of the 
information provided by an autopsy, a procedure which a coroner is for-
bidden by law to follow if he has any reason to suppose that the death may 
be due to a violent or unnatural causer The table indicates that a very large 
number of the deaths whose cause was certified by coroners in 1969 were due 
to the common natural diseases—predominantly vascular diseases of the 
heart and central nervous system and cancer. 

1.08 The number of deaths whose cause is certified after an autopsy has 
risen steadily in this century in line with the growth in pathological services, 
which had hardly begun to develop on a national scale at the beginning of 
this century. Table D indicates that, in 1969, about 153,000 deaths (over a 
quarter of the total occurring in that year) were certified in this way, either 
because an autopsy had been ordered by a coroner or because a " voluntary" 
autopsy bad been performed in hospital. There were nearly 47,000 autopsies 
carried out otherwise than on the authority of a coroner. 

r It is true that the Table Indicates that certification after an autopsy and without an 
inquest was the procedure adopted In a small number of cases of violent death, e.g. under 
the heading " All other accidents." We asked the Registrar General to make some en-
quiries and we were informed that although the cause or death selected for statistical 
purposes implied violence in the technical sense, coroners had taken the view that "vio-
ence' was not a significant factor in these deaths. We understand that very much the 

same explanation applies to the inclusion of a few apparently " violent " deaths In the total 
certified by medical practitioners. 
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1.09 Under the existing law,' a coroner is required to investigate every 
violent or unnatural death or sudden death the cause of which is unknown. 
if he has reason to believe that the death was violent or unnatural he must 
hold an inquest, but if, after seeing the report of an autopsy he is satisfied that 
a death is not violent or unnatural, he may decide not to hold an inquest. 
Table D indicates how extensively coroners make use of this power to dis-
pense with an inquest. It also suggests that, leaving aside the more obviously 
violent deaths, the deaths which are reported to and investigated by the coroner 
are not noticeably restricted to any specific causes of death. It would appear 
that a doctor usually reports a death to the coroner either because he feels 
unable to identify the cause with certainty or because the circumstances in 
which the death occurs are such as to bring it within a coroner's jurisdiction 
and that he only rarely makes a report because lie considers that the cause of 
death itself is what makes an investigation by the coroner desirable. In 
Chapter 6, we consider in more detail both the type of death and the circum-
stances surrounding a death which in our view make it necessary for a doctor 
to decline to give a medical certificate of the cause of death. 

1.10 Another major change in practice which has taken place rapidly in 
the last 25 years concerns the method of disposing of dead bodies. In 1945. 
under 8 per cent of all persons dying in England and Wales were cremated. 
but by 1970 the figure had risen to 56.7 per cent: cremation is now the more 
common method of disposing of dead bodies. In Part VI of our Report we 
examine the growth of cremation and consider, in detail, the changes needed 
in the medical certification required before disposal can be permitted.

' Section) of the Coroners Act 1887, as amended by section 21 of the Coroners (Amend-
ment) Act 1926. 

CHAPTER 2 

HISTORY OF MEDICAL CERTIFICATION 
OF THE CAUSE OF DEATH 

Introduction 
2.01 To this day there is no specific statutory requirement that the cause 

of every death should be medically certified. Nevertheless, the number of 
uncertified deaths is now negligible. This situation is the result not of any 
express provision relating to medical certification as such, but of the inter-
action of a number of statutory requirements bearing on the registration of 
deaths and the disposal of bodies. For this reason the certification of the 
medical cause of death cannot be considered in isolation from death registra-
tion and disposal and the following historical review accordingly touches on 
all three subjects. 

Births and Deaths Registration Act 1836 
2.02 The first positive step towards the certification of the medical cause of 

every death was taken on I July 1837, when the Births and Deaths Registration 
Act 1836 came into operation. With regard to deaths, this Act had two main 
purposes: first, to facilitate legal proof of death and, secondly, to produce 
more accurate mortality statistics. The Act provided for the registration of 
every death which occurred in England and Wales and prescribed a form of 
register which included a space for "cause of death." There were, however, 
a number of factors which reduced the effectiveness of the Act. 

2.03 The first weakness of the Act was that while it created a now central 
organisation by providing for the appointment of a Registrar General and for 
the establishment of a General Register Office, it entrusted the appointment of 
suitable registration officers to the Boards of Guardians recently established 
under the Poor Law Act of 1834 and gave the Clerks to those Boards the first 
option on the posts of superintendent registrar. Most of the Clerks accepted 
appointment and many of the junior posts of registrar were taken by minor 
officials of the Boards. Although the local officers held appointments during 
the pleasure of the Registrar General and were subject to his directions, their 
emoluments consisted of fees received from the public rather than payment 
from a central source. Since their main employment and sources of income 
came from outside the registration service, it was, perhaps, inevitable that their 
registration duties were sometimes regarded as little more than a side-line. 

2.04 The second weakness of the Act of 1836 was that the particulars of 
cause of death to be recorded in the register were not required to be obtained 
from a medical practitioner but were merely part of the information to be given 
by the informant' or, in inquest cases, by the coroner. Even where the in-
formants passed to the registrar particulars they had obtained from medical 

' The person giving information to the registrar about the death. 
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practitioners, discrepancies arose from the varying descriptions of cause of 
death adopted by different practitioners. 

2.05 The third weakness was that while the Act made registration com-
pulsory in all cases, no penalties were prescribed for failure to carry out this 
duty and as a result a small proportion of deaths was not in practice registered 
—an omission made easier by the fact that burial could take place before 
registration. 

Progress between 1837 and 1874 

2.06 From the outset many of the shortcomings of the Act of 1836 were 
recognised and administrative steps were taken to reduce them. The medical 
profession, through the Presidents of the Royal Colleges and the Master of 
the Society of Apothecaries, was asked by the Registrar General to give to the 
relatives of any dead person whom they had treated during his last illness a 
written statement of the cause of death to be shown to the registrar. In his 
instructions to registrars, the Registrar General required them to attempt to 
obtain the cause direct from any medical attendant qualified to act as infor-
mant, but in any case to incorporate in the register entry any written state-
ment of cause by a medical practitioner. In 1843, the Registrar General 
published a " Statistical Nosology"t designed to secure some uniformity of 
descriptions of causes of death. This document was distributed to the medical 
profession and to coroners. Two years later, the Registrar General sent out 
books of death certificate forms to about 10,000 medical practitioners in 
England and Wales and it is from this date that we may trace the beginning of 
the present system of death certification. Nevertheless, for many years a 
significant proportion of all deaths continued to be registered without a 
medical certificate. The report of the Registrar General in 1860 indicated that, 
in 1858, rather more than I I per cent of the total registered deaths in the 
country were uncertified in this way. 

Births and Deaths Registration Act 1874 
2.07 The Births and Deaths Registration Act 1874 confirmed the require-

ment to register all deaths and introduced penalties for failure to do so. This 
enhanced the reliability of the system. At the same time the Act placed a duty 
on any registered medical practitioner in attendance during a person's last 
illness to deliver to the registrar a written statement setting out the cause of 
death to the best of his knowledge and belief unless he knew that an Inquest 
was to be held. The registrar was instructed that, where the death appeared to 
be due to violence or attended by suspicious circumstances, he should refer 
it to the coroner whether or not a medical certificate of cause of death was 
available, and should not register it until he had either been told that the 
coroner did not consider an inquest necessary or been notified of the verdict. 
The 1874 Act also did something to improve the quality of the certification of 
the ause of deaths of infant and still-born children. First, it made it an offence 
to bury the body of any deceased child as if it had been still-born; secondly, it 
provided that the body of a still-born child should not be buried without 

'A classified list of causes of death. 

production of a medical practitioner's certificate or a declaration by a parent 
or other qualified person or a coroners order. 

2.08 Although the 1874 Act went some way towards ensuring that the 
causes of deaths were subject to professional medical scrutiny and in appro-
priate cases to examination by a coroner, it fell far short of securing the certi-
fication of the cause of death in all cases prior to registration. One reason was 
that it restricted the giving of certificates for registration purposes to " regis-
tered " medical practitioners;' after 1874 any death which had been certified 
by an unregistered practitioner was classified as an " uncertified' death. Not 
surprisingly, in some areas there was an increase in the number of uncertified 
deaths. Moreover, while all deaths had to be registered whether their cause 
had been certified or not, there was still no obligation to effect registration 
before disposal of the body. 

Progress between 1874 and 1893 

2.09 In 1885, instructions from the Registrar General reiterated that in the 
absence of a medical certificate from a registered medical practitioner or a 
certificate from the coroner the cause of death should be entered on the best 
information available, if necessary on the basis of information contained in 
a certificate from an unregistered practitioner. In the same year, the Registrar 
General extended the rules for reference of deaths to the coroner. Registrars 
were required to refer to the coroner cases where the death was due to violence 
or involved suspicious circumstances, where the cause of death was stated to be 
" unknown " even if certified, or where the death was said to be " sudden " 
and was not certified by a registered medical practitioner. The coroner was 
expected to decide whether an inquest was necessary; he had, at that time, no 
power to dispose of a case otherwise than by holding an inquest. If he 
decided there was to he no inquest, registration then proceeded on the best 
information available. These new rules did not, however, eliminate the prob-
lem of the death which was not certified by a registered medical practitioner. 
In many cases, registrars still had no choice but to accept certificates issued by 
unregistered doctors, unqualified midwives or chemists. 

Select Committee opt Death Cert(/icatton 1893 

2.10 In 1893 a Select Committee of Parliament was appointed " to enquire 
into the sufficiency of the existing law as to the disposal of the dead, for secur-
ing an accurate record of the causes of death in all cases, and especially for 
detecting them where death may have been due to poison, violence or criminal 
neglect." The emphasis on the prevention of undetected crime reflected public 
concern at the time and this became manifest in the Committee's recommenda-
tions. These were designed to ensure that every suspicious case of still-birth 
and death was examined before disposal of the body. As we have noted, a 
considerable number of deaths were either uncertified or inadequately certified 
by a qualified medical practitioner—in 1891. the last year for which published 
statistics were available to the Committee, the proportion of uncertified deaths 

' Previously certificates had been accepted if they had been given by any qualified practi-
tioner, although many qualified practitioners did not come up to the standard required by 
the General Medical Council for registration. (The term" registered " medical practitioner 
owed its origin to the Medical Act of 18$8, which setup the Genera! Medical Council.) 
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was given as 2.7 per cent (or 16,152 out of a total of 587,925 deaths registered) 
—and the Committee produced recommendations intended to remedy this 
situation. They proposed that no death should be registered without pro-
duction of a certificate of its cause by a registered medical practitioner or by 
a coroner after inquest; that before giving a certificate the medical practi-
tioner should normally be required personally to inspect the body in order to 
establish the fact of death as well as its cause; and that in each district a 
qualified person should be appointed as " medical certifier " to deal with 
cases where the deceased had not been attended by a medical practitioner 
during his final illness. The Committee also recommended that still-births, 
which had not hitherto been registered at all or been subject to any control as 
regards disposal, should be treated in the same way as deaths. They were 
concerned by the possibility that deaths in early infancy might escape enquiry 
by being accepted as still-births. The remaining recommendations dealt with 
the disposal of dead bodies, over which there was at that time little control. 
The Committee proposed that burials should only be permitted on an order 
from the registrar after the death had been registered and this, coupled with 
the recommendations to ensure examination by a doctor before registration, 
would have meant that no corpse could be disposed of without some form of 
expert scrutiny. 

Progress between 1893 and 1926 
2,11 For many years very little action was taken on these important 

recommendations. The registration of uncertified deaths continued to be 
attacked by such bodies as the Public Control Committee of the LCC through-
out the 1890s and the General Medical Council and the Institute of Under-
takers. It was also deplored by the Departmental Committees on Cremation 
in 1903 and on Physical Deterioration in 1904. In 1905, the Registrar General 
issued new instructions, which repeated the basic rules of 1885 for reference 
to the coroner of particular categories of death, but reserved to himself a 
discretion in special cases to issue instructions to any registrar to report to 
the coroner all cases in which the cause of death was uncertified before 
registering such deaths. There is no evidence available to show how far the 
Registrar General exercised his discretion in subsequent years. In 1910 the 
Departmental Committee on Coroners found it necessary to urge again that 
all uncertified deaths should be reported to the coroner. 

2.12 In 1914, administrative action was taken to ensure that in cases where 
a medical certificate was not provided by a doctor in attendance the death 
would be reported to the coroner. Legislative change had to wait until 1926. 
For a number of years previously, private Bills had been introduced with a 
view to implementing the recommendations of the 1893 Committee, but 
these regularly attracted criticisms that they would involve considerable public 
expenditure or were badly drafted or contained objectionable incidental 
matter. The 1926 Act also began life without Government support—it was 
taken over by the Government in the House of Lords. 

Births and Deaths Registration Act 1926—Coroners (Amendment) Act 1926 
2.13 The Births and Deaths Registration Act 1926 made it unlawful to 

dispose of the body ofa dead person before a registrar's certificate ora coroner's 
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order had been issued. It required still-births to be registered and imposed 
restrictions on the disposal of the bodies of still-born children. Controls were 
also imposed on the removal of bodies into and out of England and Wales and 
certifying medical practitioners were required to give their certificates in the 
form prescribed by the Registrar General; they were not relieved of this duty 
because it was believed an inquest might take place. 

2.14 Complementary provision was made in the Coroners (Amendment) 
Act of the same year, which provided that a coroner could require a post-
mortem examination to be carried out on a dead body if he had reason to 
believe that the examination might prove that an inquest would be necessary. 
If the autopsy showed that the death was not violent or unnatural, the cor-
oner could dispense with an inquest and report to the registrar the cause of 
death found by the person carrying out the post-mortem examination. 

Progress since 1926 
2.15 Backed by these new provisions, the Registrar General felt able (for 

the first time) to issue firm instructions to registrars to report all uncertified 
deaths to the coroner before registration. The list •of other deaths to be 
reported despite the availability of a medical certificate was also extended. 
Registration of a death became virtually impossible without either a satis-
factory medical certificate of cause of death issued by a registered medical 
practitioner or a notification from a coroner disclosing the cause of death as 
revealed by a post-mortem examination or a coroner's certificate after 
inquest. Since disposal of a dead body was impossible after 1926 except on the 
authority of a coroner or registrar—both of whom were concerned to see that 
the cause of death was properly established—and since relatives or other per-
sons in charge of bodies have a natural desire to dispose of them, the end 
product of these changes was a situation in which the medical cause of death 
came to be established in virtually every case. There is still a small residue of 
"uncertified" deaths which are registered. They were about I per cent of 
all deaths in 1928, but, by 1967, they had fallen to 849 out of a total of 542,516 
deaths (or less than 0.2 per cent). (These were cases in which the coroner, 
although deciding not to hold an inquest, did not see fi t to have a post-
mortem examination.) But the broad effect of the legislation passed in 1926 
(which remains the law today) has been to produce a situation in which the 
cause of almost all deaths is medically certified by some competent person. 
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CHAPTER 3 

REGISTRATION OF DEATHS—THE EXISTING LAW 

3.01 In the previous chapter we have described the close interaction and 
interdependence between the procedure for certifying the cause of death 
(whether the certification is performed by a medical practitioner or a coroner) 
and the death registration system. This close relationship between the two 
systems of law sometimes seems to cause confusion about the difference 
between them. The use of the expression " death certificate " is a good illus-
tration of this. The expression does not have any statutory significance and, 
as commonly used, has two meanings. It may be used to describe, first, the 
medical certificate issued by a medical practitioner (or the certificate issued by 
a coroner after an inquest) and, secondly, the copy of the entry in the death 
register which is usually issued to the informant at the time of registration and 
which commonly serves as a legal proof of death for insurance, probate and 
other purposes. An understanding of the process of registration (and the 
difference between the two kinds of certificate) is essential to any discussion of 
proposals for improvements in the certification process. In the following 
paragraphs, therefore, we give a brief description of the registration procedure, 
insofar as it bears on the subjects within our terms of reference. 

3.02 Under the Births and Deaths Registration Act 1953, the death of 
every person dying in England and Wales and the cause of the death must be 
registered by the Registrar of Births and Deaths for the sub-district in which 
the death occurs. The local registrar must enter these particulars in a register 
kept for that purpose, from which certified copies may be supplied on request. 
Before a death can be registered, the cause of death must be certified by a 
doctor, or in certain circumstances, investigated by a coroner. A coroner may 
certify death in two ways. If he has held an inquest into any death, the cor-
oner must send to the registrar within five days after the inquest finding is 
known a certificate giving information about the death and specifying the 
particulars required for registration. When he receives the coroner's " certi-
ficate after inquest," the registrar is required to register the death and the 
particulars as found at the inquest. If, on the other hand, a coroner decides 
after he has seen the results of the post-mortem examination, that it is not 
necessary to proceed to an inquest, lie sends a notification of the cause of 
death as revealed by the post-mortem examination to the registrar on a form 
known as a Pink Form B.' In these cases, the registrar registers the cause of 
death as revealed by the autopsy. 

Local registration service 
3.03 Under the Registration Service Act 1953, registrars are appointed 

by the councils of counties, county boroughs and London boroughs. The 
finance for the service is provided by individuals (e.g. in fees for certificates), 

'The "Pink Form" procedure is described in more detail later in this Report, we 
chapter 14 below. 
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Exchequer grant and, residually, from the rates. The present proportions are 

approximately: public-33 %, Exchequer-39 % and rates-28 %. The offices in 

which registration takes place are provided and maintained by the local 

authority, the number and location of offices being fixed by that authority in 

the Local Registration Scheme, which is subject to the approval of the Secre-

tary of State for Social Services. Hours of registrars' attendance are fixed by 

the Clerk to the Council, or Town Clerk, in accordance with the provisions 

of the Local Registration Scheme and subject to the requirements of the 

Registrar General, but registrars are expected, irrespective of their advertised 

hours of attendance, to register a death at any time if there is special urgency. 

3.04 The duties of registrars are prescribed by Statute and by regulations 

made by the Registrar General with the approval of the Secretary or State for 

Social Services. Registrars are subject to the direction and control of the 

Registrar General in the performance of their duties and they hold office at 

his pleasure. 

Particulars of' deaths to be registered 

3.05 The particulars prescribed by regulations' to be registered are—date 

and place of death, name and surname, sex (and maiden surname of a woman 

who has been married), occupation and cause of death, date and place of 

birth. The death must be registered by the registrar for the registration sub-

district in which it occurred. Where a dead body is found and there is no infor-

mation as to the place of death, registration is effected by the registrar for the 

sub-district in which the body was discovered. 

Qualified informants 

3.06 The persons qualified to give information for the registration of a 

death are specified in the Births and Deaths Registration Act 1953.2 They 

are: 

(a) any relative of the deceased present at the death or in attendance 

during the last illness: 

(b) any other relative present in the sub-district where the death occurred; 

(c) any person present at the death; 

(d) the occupier or any inmate of the house where the death occurred, 

provided he knows of the death; 

(e) a person causing the disposal of the body. 

Additionally, where death does not occur in a house, any relative knowing the 

particulars to be registered and any person finding or taking charge of the 

body are qualified. 

3.07 It is primarily the duty of the nearest relative qualified under (a) above 

to give information. If there is no such relative, the duty devolves onto each 

other qualified informant in turn until the death is registered. 

'The Births, Deaths and Marriages Regulations 1968. 
Section 16. 
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3.08 The informant must attend personally before the registrar to give 
information for the registration of the death and to sign the register. Except 
where an inquest has been held (when the death is registered on the basis of 
a certificate issued by a coroner), there is no exception to the general rule that 
death cannot be registered without the personal attendance of a qualified 
informant before the registrar for the sub-district in which the death occurred. 

3.09 Information for the registration is required to be given to the registrar 
in person by the informant within five days after death. If, however, within 
five days of death, the informant sends to the registrar a written notice of the 
death accompanied by a notice signed by the doctor that a medical certificate 
of cause of death has been signed, the five day period for personal attendance 
is extended to fourteen days. 

The doctor's obligation 
3.10 The doctor who attended the deceased person during his last illness is 

required to sign and deliver to the registrar a certificate in prescribed form 
stating the cause of death to the best of his knowledge and belief. At the same 
time, he is required to deliver to a qualified informant a notice to the effect 
that he has signed such a certificate. The means by which the medical certi-
ficate is to be delivered to the registrar are not prescribed. In practice, it is 
sometimes delivered by post but more often it is handed by the doctor to 
a qualified informant with instructions to take it to the registrar. There is 
no statutory obligation on a doctor to report any death to the coroner. 

Reference to the coroner 
3.11 It is the duty of the registrar to report a death to the coroner in cases 

where:—
(a) he is unable to obtain delivery of a duly completed medical certificate 

of the cause of death, e.g. because the deceased was not attended 
during his last illness by a registered medical practitioner; 

(b) it appears from the medical certificate or otherwise that the deceased 
was seen by the certifying registered medical practitioner neither after 
death nor within fourteen days before death; 

(c) the cause of death appears to be unknown or is expressed in terms 
which imply some doubt on the part of the certifier; 

(d) he has reason to believe the death to have been unnatural, or directly 
or indirectly caused by any sort of accident, violence or neglect, or 
to have resulted from abortion or any form of poisoning, or to have 
been attended by suspicious circumstances; 

(e) death appears to have occurred during an operation or before re-
covery from the effects of the anaesthetic; 

(f) it appears from the medical certificate that death was due to industrial 
disease or industrial poisoning. 

The registrar must also report to the coroner any alleged still-birth if he has 
reason to believe that the child was born alive. Further, if he has reason to 
believe that it is the duty of some other person or authority to report the 
death to the coroner, he has to satisfy himself that the death has been duly 
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reported or notified to the coroner. The registrar must refrain from registering 

any death which he has himself reported to the coroner, or which, to his 

knowledge, it is the duty of some other person or authority to notify, or which 

has been notified to the coroner, until he receives a coroner's certificate or a 

notification from the coroner that he does not intend to hold an inquest.' 

3.12 Where a doctor reports a death to the coroner he is not relieved of his 

duty to issue a certificate of the cause of death but there is provision for him 

to state on the certificate that he has reported the death, so that the registrar 

will know that he must defer registration until he has heard from the coroner. 

Where no inquest is held but a post-mortem examination is made by direction 

of the coroner, the cause of death registered is that disclosed by the autopsy 

and conveyed to the registrar on the form known as Pink Form B.2

'This account of the registrar's obligations is a paraphrase of Regulation 51 of the Births, 
Deaths and Marriages Regulations 1968, as supplemented by the Registrar General's current 
instructions to registrars. 

a See Chapter 14 below. 
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CHAPTER 4 

WHAT IS WRONG WITH THE EXISTING 
ARRANGEMENTS FOR CERTIFYING DEATHS? 

4.01 In the evidence we received we identified three main criticisms of the 
existing law and practice relating to the certification of the medical cause of 
death: 

(I) the law does not require that the fact of death is always properly 
established; 

(ii) the causes of death given on medical certificates of the cause of death 
and on the documents issued by the coroner to the registrar are not 
specified with sufficient accuracy: 

(iii) violent or unnatural deaths (most notably, homicide) may be passed 
off as natural deaths, 

We shall discuss each of these criticisms in turn. 

A. The fart of death 
4.02 The existing law does not require a doctor who has attended it deceased 

person during his lust illness to see the body before issuing at medical certificate 
of the cause of death. For want or this safeguard, it hits been suggested, a 
certificate may be given in respect of u person who is not dead. 

4.03 We are aware of only two cases in which, without seeing it body, a 
doctor has given a medical certificate or the cause or death in the name ul 
someone who was still alive. In one case, the doctor concerned gave it certi• 
ficate in the wrong name.' In the other, it doctor relied on the statement of it 
lay person who was mistaken in supposing that death had occurred and who 
discovered her mistake soon afterwards." The likelihood of a doctor mis-
taking the identity of a deceased person and giving a certificate should become 
extremely remote if steps are taken to implement the proposals which we put 
forward in Chapters 6 and 7. Which are designed to ensure that, before he 
issues a certificate, the doctor has greater personal knowledge or the deceased 
person than certifying doctors are now required to have. 

4.04 We found general agreement among our witnesses that, in the vast 
majority of cases, death is not too difficult for a layman to recognise, so that. 
even if a doctor has not seen the body before issuing a certificate, the danger 
that a live person will be placed in a mortuary refrigerator or scaled in a coffin 
is extremely remote. The fact is, however, that in approximately 9 out of ID 

t Taylor's Principles and Practice of Medical Jurisprudence, I Ith Edition, 1956, Vol. I, 
page 205. In this cane, a doctor was Informed of the death of an old lady who had been 
living in a house which was occupied by two old ladies. The doctor had been cxpcccing 
the death of the other occupant, and, upon hearing that " the old lady hat died," issued a 
certificate in the wrong name. Taylor does not say when this incident occurred. 

° lancet II, 1916, page II). 
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of all cases' doctors do see the body before giving a certificate or, where the 
certifying doctor has not seen the body, some other doctor or responsible 
person has done so, 

4.05 Some public concern has arisen from reports of persons being " certi-
fied " as dead who later proved to be alive, but, contrary to what seems to have 
been a general belief at the time, in none or these cases did it doctor give a 
medical certificate of the cause of death, let alone give such a certificate without 
seeingthe body. In two of the three incidents about which we have seen reports 
a doctor called to deal with an apparently dead body, concluded, wrongly as it 
turned out, that the person was not dead. In the other case a judgment that 
death had occurred was made not by a doctor but by relatives, who called in 
a funeral director before informing the doctor. In this case it was the funeral 
director's staff who discovered that life was still present. The importance of 
these reported incidents is that they have drawn attention to the difficulties" 
that sometimes confront it doctor in determining that death has occurred when 
the person concerned has nor been under continuous medical attention for a 
reasonable period. 

B. The Accuracy of Peath C'err(Tcarion 
4.06 The suggestion that there is it considerable degree of error in the 

majority of certificates given by doctors was prominently featured by the 
British Medical Axiocialion in their Report " Deaths in the Community ". 
The main evidence on which the BMA bused" this criticism was a paper 
published in 1962 by l)r. M. A. Ikasman,` who was, at that time, a medical 
statistician in the General Register 011ice. Dr. Heasman's paper discussed it 
series of tests carried out in 75 hospitals, in which a comparison was made 
between a clinical diagnosis of the cause of some 9.500 deaths and the results 
of subsequent autopsies in the same cases. The object of the investigation 
was to estimate the likely effects on mortality statistics of an increase in the 

I number of autopsies. In view of the importance of the conclusions which the 
BMA Committee saw fit to draw front this study, we made careful enquiry 
into its design. We set out the details in the following Is:rragriphs 

4,07 For the purpose of the study, it was intended that lot every death in 
each of the 75 hospitals taking part there should he completed by one of the 
clinicians who had been concerned in the treatment of the deceased person it 
"dummy" medical certificate of the cause of death. On the dummy dealt 
certificate, the clinician was asked to record the cause of death to the best of 

'See Tablet' on pap 41. 
'It may he signlfkant that Iwo of the three recently reported saw•, ,,f patient. recosering 

after having once teen given up (or dead have concerned persons who, heroic their bodies 
were examined by doctor,. had tales large quantities of Inhlels unuaimn lerhmrntca. 
Barbiturate tube's are widely pre.crlbed a. sedative. and to repave An...nnua. and bar' 
biturate polionlny is one of Ire colon on cases of coma. In c.arntr sn,e., we .rc advised 
such u coma could he In staken (or death because it nppean Io eliminate brrathing anti 
heart heat, chills the body and produces deep unconwi,ntow,, with weak or totally nom 
existent reflexes. It is outside our competence to advlw on clinical prtnrdutes or tests which 
a doctor should carry out before he fineries hirn.cl( that lunar has aeon"' hit we hole 
that doctors will not be tow to draw the appropriate conclu.lons from these widely teporkd 
although meal infrequent occurrence.. 

But Ace paragraph 4.12 below. 
Hcasmmt, M. A.. Parr. goy. Stir. dtrd., Vol. 55 (1962). page 7)). 
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his knowledge and belief, but he was also given the opportunity to record any 
second opinion which he might have as to an alternative cause of death and 
to express a view on the certainty of his diagnosis. The completion of the 
dummy death certificate was followed in as many cases as possible by an 
autopsy. The pathologist who carried out the autopsy was invited to complete 
another certificate and it was intended that this second certificate should have 
been completed only after a full discussion between the pathologist and the 
clinician. It did not prove possible to determine in how many cases this 
discussion bad, in fact taken place. Thus, in the words of the author of the 
Report, "although the pathologist's certificate was almost certainly more 
right more often than the clinician's, it would be wrong to assume that the 
pathologist's certificate was free from error"? 

4.08 All the certificates which were completed in the course of this exercise 
were sent to the General Registrar Office, where they were coded in the normal 
way using the International Classification of Causes of Death and the inter-
national rules of assignment. This meant that every death was assigned to a 
single underlying cause. 

4.09 The two sets of certificates resulting from the investigation were then 
compared. If the cause of death on both certificates, as coded under the 
International Classification, was the same, the case was recorded as one of 
agreement regardless of any other variations in the conditions noted on the 
two certificates. Where the assignment was not the same, the " disagree-
ments" were divided into two groups: those in which they appeared to be 
due to differences of fact and those which could be regarded as difference of 
opinion or wording. A disagreement of fact was recorded if the pathologist's 
underlying cause either revealed something not mentioned on the clinician's 
certificate or differential diagnosis or, alternatively, If the clinician's under-
lying cause was not found on the pathologist's certificate or notes of his 
findings. Some differences of opinion were Judged by the researcher to be 
the result of an error in the completion of the certificate by either the clinician 
or the pathologist; others were judged to be due solely to the differences in 
wording in which, although both doctors had given different assignments, 
they had in fact been trying to say the same thing; and the remainder were 
cases in which, although the clinician and the pathologist had chosen different 
underlying causes, their statements satisfied the researcher that they were each 
aware of the condition chosen by the other. 

4.10 Although 14,600 deaths were eligible for inclusion in the investiga-
tion, autopsies were performed in only 9,500 cases and the comparison wits 
therefore limited to the smaller number. A comparison of the two sets of 
completed certificates showed that there had been complete agreement 
between the clinician and the pathologist in 45.3 per cent of the total number 
of deaths included in the survey. The autopsy revealed new facts in 25 per 
cent of the deaths in the survey, but the clinician had indicated that he was 
not particularly confident of his diagnosis in 2 out of every 5 of those cases. 
Thus, many of the cases in which there was disagreement as to fact were those 
in which the clinician was much less than certain in his opinion and, it may 

' Heasman, M. A., Op. Cit., page 733. 
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reasonably be held, would not, outside the conditions of the research project, 
necessarily have been prepared to complete a genuine medical certificate of the 
cause of death without further investigation, e.g. by asking the relatives of the 
deceased to agree to an autopsy being performed in the hospital or by re-
porting the death to the coroner instead of giving a certificate. 

4.11 In his oral evidence, the author of the report gave as his opinion that 
the errors in diagnosis revealed by his investigation were not very serious from 
a statistical point of view because, in many cases, they evened themselves out. 
More importantly, he has strongly discouraged us from drawing from the 
figures mentioned in his report any direct conclusions as to the accuracy of 
death certification in general. From what he said to us we are satisfied that 
his report provides no support for the contention of the British Medical 
Association' that 

" It is unlikely that certification by general practitioners under domi-
ciliary conditions would be any more accurate" 

than the clinical diagnosis made by hospital clinicians for the purpose of this 
investigation. The general practitioner often deals with the more obvious 
causes of death and may have the advantage of a full clinical history of the 
patient, including perhaps the view taken by consultants during hospital 
treatment. 

4.12 After giving very careful consideration to the written account of 
Dr. Heasman's investigations and after hearing his oral evidence, we have 
concluded that his findings reveal no grounds for widespread alarm about the 
general standards of certification by doctors. Nevertheless, two points of 
great importance to our own enquiry were very clearly revealed by his in-
vestigation. First, his study revealed that there was scope for improvement 
in the diagnosis of death from certain diseases. The propensity to error 
appeared to be greatest when the suspected cause of death was a cerebro-
vascular diseases—where over 40 per cent of cases showed u variation between 
the clinical diagnosis and the diagnosis after autopsy. Cancers, too, were 
fairly frequently assigned to the wrong primary site. Lung cancer was under-
diagnosed for this reason rather than because of a misdiagnosis to one of the 
other respiratory discuses. It was also noteworthy that the tendency to error 
increased with the age of the patient, 

4.13 Secondly, Dr. Heasman's study drew attention to the very great 
value of an autopsy as an instrument in the certification of the cause of death, 
especially when the autopsy is made by a pathologist with full knowledge of 
the deceased person's clinical history. At present, over one-quarter of all 
deaths in the community are certified after an autopsy but the Registrar 
General's statistics show that there is considerable variation in the proportion 
of deaths certified after autopsy according to the apparent cause of death and 
the age and place of death of the deceased person. The proportion ranges 
from a 90 per cent autopsy rate for deaths from delivery and complications of 
pregnancy, child-bearing and puerperium to a 12 per cent rate for vascular 

'"Deaths in the Community," BMA Tarirtock House, London, 1964, pars, 43. 
'In this situation the satisfactory differentiation between cerebral haemorrhage and 

cerebral thrombosis is dlmcull bosh on clinical and pathological grounds. 
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lesions affecting the central nervous system. Deaths of very young children 

are usually certified after autopsy: 53 per cent of the deaths of children under 

live occurring in hospital are certified in this way and this figure rises to 78 per 

cent in respect of deaths occurring outside hospital. For the deaths of children 

outside hospital which are due to respiratory diseases, the proportion is about 

90 per cent. Generally, the percentage of autopsies is lowest for deaths after 

age 65, where it is 25 per cent for deaths in hospital and 15 per cent for deaths 

occurring elsewhere. 

4.14 These figures suggest that certifying medical practitioners are already 

aware of the special desirability of autopsies to establish the cause of death 

in certain circumstances and that they report deaths to the coroner in order 

that an autopsy may be performed; but Dr. Heasman's findings provide 

cogent evidence for the view that great care is necessary in deciding whether 

or not it is safe to certify the cause of death on the basis of clinical diagnosis 

alone. The recommendations which we put forward in the later chapters of 

this Part of our Report are intended to increase the number of autopsies 

performed in doubtful cases and in this way to improve the accuracy of the 
certification process. 

C. Undetected Homicide 

4.15 The existing law has been criticised on the ground that, under its 

provisions, deaths which are really homicide may be recorded as natural 

deaths. The main arguments are that it is possible under the existing law for 

a doctor to give a medical certificate of the cause of death without seeing the 

body and that there Is a lack of any clear obligation on a doctor to bring any 

doubts which he may have about the cause of death to the attention of a 

responsible authority. More generally, there has been criticism of a lack of 

care by doctors in the completion of certificates and serious inaccuracy in the 

diagnosis of the cause of death. These arguments were forcefully expressed 

in a book published in 1960 by Dr. Havard,• and repeated in the BMA 

Report "Deaths in the Community" published in 1964.' Both publications 

contain some alarming assertions. Thus Dr. Havard in the introduction to 

his book wrote as follows: 

. .. In practice, a substantial proportion of cases of homicide are 
accompanied by an attempt to get the death certified and registered and 

to get the body disposed of through the normal channels as a natural 

death. 's 

And, in the BMA Report, the statement was made that 

"the issue of a death certificate from' natural causes' is a fairly common 

finding in cases which are afterwards found to have been cases of homi-

cide, e.g. on exhumation." 

Dr. Havard's book was cited as authority for this statement. Statements such 

as these, coming from eminent and respectable sources. have not unnaturally 

' Havard, J. D. J., '• The Detection of Secret Homicide." Cambridge Studs'.,, fn rYlmN-
oke7, Vol. XI. 1960. 

°'• Deaths in the Community," BMA, Tavistock House, London. 1964. 
'Havard, op. eat. Introduction D. xll. 
• BMA Report, op. cit., paragraph 9. 
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aroused concern amongst the press and public and we therefore thought it 
right to examine the justification for them as carefully as possible. The success-
ful detection of homicide is a matter of great public importance. 

4.16 Certain preliminary points can be made at once. 
(i) The evidence discussed in Dr. Havard's book is not extensive. Much 

of It is very old. Some of the cited cases are taken from evidence 
given to the Select Committees on the Protection of Infant Life, which 
reported in 1671, and on Death Certification, which reported in 
1894. Other evidence quoted by Dr. Havard comes from that given to 
the Departmental Committee on Cremation (which reported in 
1903) and on Coroners which reported in 1910. The Seddon case 
occurred in 1914. Half a dozen or so other cases were of more 
recent date but in some of these a doctor saw the body after death 
and refused to give a certificate--a circumstance which seems to us 
to indicate the efficacy of the existing arrangements rather than the 
reverse. 

(ii) The important study by Dr. Heasman of 9,507 hospital deaths (to 
which we have referred in paragraphs 4.6-4.14 above and which did 
not disclose any cases of previously unsuspected violent death) was 
an exercise curried out in somewhat artificial conditions for a parti-
cular purpose. Dr. Heasman's own conclusions do not support the 
contention that there is a general lack of care by doctors in issuing 
medical certificates of the cause of death and none of our witnesses 
produced cogent evidence to support such an allegation. 

(iii) While there is no obligation upon the certifying doctor to see the 
body before giving his certificate, the body is, in fact, seen after 
death in 9 out of every ten deaths occurring in England and Wales 
every year.' 

(iv) Although there is no legal obligation upon doctors to report deaths 
to the coroner, the majority of cases reported to coroners are notified 
to them by doctors. 

(v) The number of cases in which homicide has been discovered after 
exhumation (and, indeed, the number of exhumations) has always 
been extremely small .2

4.17 Although our witnesses did not give us any significant evidence on the 
matters raised by the British Medical Association we considered that they 
were much too important to be left in an inconclusive state; it could, for 
example, be argued that the absence or any evidence merely indicated that 
attempts to conceal a homicide as a natural death are invariably successful. 
Instead, wo thought that, if there were an " iceberg " of secret homicide, the 
tip of it should be visible somewhere and we looked for this in three areas of 
enquiry: 

(a) How often is unsuspected homicide revealed by an autopsy? Since 
the perpetrator of a disguised homicide will scarcely ever he in any 

'See Table E on papa 41. 
° The sl nllicance of exhumations in the context of a discussion on secret homicide Is 

discussed In more detail In parts. 24-31 below. 
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position to know whether the body of his victim will be subjected to 
autopsy, it seems probable that the proportion of unsuspected homi-
cide will be similar both for deaths where there is an adequate post-
mortem examination and deaths where there is not. 

(b) How many deaths from homicide within a given period were origi-
nally registered as being due to natural causes? 

(c) How often is suspicion of homicide a factor in the decision to order 
an exhumation? 

(a) How often is unsuspected homicide revealed by an autopsy? 

4.18 So far as we could discover (and we took evidence from police officers 
and pathologists on this point) very few previously unsuspected homicides 
are discovered after an autopsy. Our attention was drawn expressly to a re-
view' of all the 28,108 autopsies carried out on behalf of coroners by the 
staff of the Department of Forensic Medicine at the London Hospital Medical 
College in the five year period 1963-1967. These autopsies led to 5,038 
findings of unnatural death. 263 findings of unnatural death (i.e. about 5 per 
cent of all the unnatural deaths reviewed) were singled out for special mention 
in the published study because, it was explained, in these cases the initial 
report (from a doctor or a coroner's officer) either suggested that the death 
had been due to natural causes or did not indicate any contrary opinion. 
Among these 263 findings of what could be described as previously unsuspected 
unnatural deaths, there was I case of homicide (an old man of seventy-seven 
who had been smothered with a pillow) and 17 other cases (all deaths of infants) 
in which violence appeared to play a part. 

4.19 It is necessary to emphasise that all these deaths had been reported to 
the coroner and therefore " caught by the system ". These were not deaths 
in which the first view of the doctor or other person dealing with the case was 
that all was in order: on the contrary they were reported to the coroner 
because a doctor was either unwilling or unable to give a certificate and the 
result of the autopsy in each case confirmed the correctness of the decision 
to make a report. In other words, the operation of the existing law and prac-
tiee relating to the certification of death had been capable of identifying those 
deaths which needed special investigation. It should be reassuring that out of 
28,108 deaths investigated in a five year period, only I case of homicide was 
found and that this was discovered as a result of the operation of the existing 
arrangements for reporting deaths to the coroner, It should also be reassuring 
that 17 deaths of young children in which violence appeared to have played 
a part were similarly "picked up by the system " and subjected to autopsy 
because of the operation of the existing law. We observed with regret that the 
treatment in the press of the report of this review reflected a completely 
different interpretation. We hope that our own statement of the context in 
which the review was carried out will help to put the quoted figures into their 
true perspective. 

4.20 Taken by themselves the results of the survey carried out in the 
London Hospital have an important negative significance: they give no 

' H. R. M. Johnson, Medicine, Science and she Law (Official Journal of the British 
Academy of Forensic Sciences), Vol. 9, No. 2, page 102. 
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support whatever to any contention that the problem of undetected homicide 
is potentially substantial. More positively, by demonstrating the possibility 
that a first judgment as to the cause of death may be proved wrong by a 
judgment following an autopsy, they add weight to the view (which we develop 
in some detail in Chapter 6) that doctors should report for further investiga-
tion all deaths about whose cause they may have the slightest doubt. The 
prime importance of the survey Iles in the attention which it draws to the 
value of a thorough autopsy as an instrument of enquiry into all unusual 
deaths or deaths from an unknown cause. 

(b) How many registrations of deaths from homicide within a given period were 
originally registered as being due to natural causes? 

4.21 We noted the claim in the Report' published by the British Medical 
Association that it was " fairly common " in homicide cases to find that a 
certificate of death from natural causes was issued before suspicions were 
aroused. Our second enquiry, therefore, involved an examination of the way 
in which all deaths investigated by the police as possible homicides in a given 
period were initially certified and registered. We wanted to see whether in 
some of the cases which later came before the coroner or were the subject of 
criminal proceedings there was evidence indicating attempts to go through 
the normal processes of medical certification, registration and disposal as if 
the deaths had been natural. We readily accepted that if the assertions of 
Dr. Havard and the British Medical Association could be established by it 
survey over a reasonable period there would be grounds for believing that 
there are other cases where certification is followed by registration and disposal 
without arousing any suspicion. 

4.22 At our request the General Register Office looked at all cases of 
homicide or suspected homicide investigated by the police in 1965 and again 
in 1967 to establish in what proportion of these the death wits originally 
certified as natural and registered as such before any investigation wits begun. 
In all the cases examined (more than 400) not one wits found in which the 
death had been prematurely or wrongly registered as a natural one. In every 
case it appeared that an investigation into the circumstances of the death 
was begun before any of the steps normal in cases of natural death was taken. 
What inference can be drawn from these results? It could of course be claimed 
that, in this period, every attempt to pass off an unnatural death as a natural 
one was completely successful. No test can disprove a contention that is 
itself based on the absence of evidence. However, the results of our own 
enquiries have convinced us that suspicious deaths are invariably investigated 
well before the procedures for certification, registration and disposal are far 
advanced. Taken in conjunction with the evidence from autopsies that we 
have examined above (paragraphs 4.194.21), our enquiries lead us to 
conclude that the claim in the British Medical Association Report is not borne 
out by the facts. 

(c) How often Is suspicion of homicide a factor in the decision to order an 
exhumation ? 

4.23 We asked the Home Office to provide details of exhumations (whether 
ordered by a coroner or by the Home Secretary) over a convenient ten-year 

3 Op. clt. paragraph 9. 
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period in case this information might provide some kind of measure of the 
number of cases in which death is first certified In the normal way but some 
suspicion is subsequently aroused. It seemed reasonable to suppose that the 
number of such cases might be relevant to the question or undetected or 
unsuspected homicide in two ways: first, as an indication of suspicions only 
coming to light after burial and, secondly, as an indication how often these 
suspicions were justified. These details were given to us for the period 1959-
1968. We accepted that this information would be of more limited significance 
than our first two enquiries. For example, it could have no relevance for 
what might have occurred where bodies had been cremated. It could give no 
positive guide to homicides in which no suspicions were ever aroused, nor to 
what might have been the position in other periods of comparable length. 
Nevertheless, we thought that it might provide an additional pointer to the 
possible existence of undetected homicide, as well as an indication of how 
far exhumation and subsequent post-mortem examinations serve a useful 
purpose. 

4.24 A total of 20 exhumations were authorised in the period under review. 
They can be tabulated as follows: 

Exhumations ordered by coroners Exhumations 
authorised by 

the Home Secretary Total for the purposes of for other 
ascertaining the reasons for the purposes 
cause of death of justice 

1959 2 t t 4 
1960 2 — 2 
1961 I — I 
1962 1 3 — 4 
1963 —
1964 2 1 3 
1965 2 I — 3 
1966 — — — —

1968 2 — — 2 

Total tl 7 2 20 

Exhumations ordered by coroners for reasons not connected with the ascer-
tainment of the cause of death are not relevant to this chapter and no further 
reference will be made to them. A summary of the available information 
about the other 13 cases is reproduced as an Annex to this chapter. 

4.25 The grounds for the exhumation in the remaining 13 cases can be 
analysed as follows: 

1. Doubt about cause of death, not amounting 
to imputation of homicide ... ... ... 5 (3, 7, II. 12. 13)' 

'The figures In brackets relate to the Table of Exhumations reproduced as an Annex to 
this chapter, 

26 

2. Allegations amounting to homicide: 
(a) by other persons ... ... ... 
(b) confession by person claiming to be 

ponsible 
3. For defence purposes in proceedings 

murder ... ... ... ... ... 

... 5 (2, 4, 6. 8, 9) 
res-
... 2 (5, 10) 
for 
... 1 (1) 

4.26 Only the 7 cases listed at 2 are relevant to the question of undetected 
or unsuspected homicide. The outcome of the post-mortem examination in 
these cases was as follows: 

1. The death was attributable to natural causes or 
was not inconsistent with such a diagnosis ... 4 (2, 4, 6, 9) 

2. The condition of the body made it impossible 
to ascertain the cause of death ... ... 1 (5) 

3. The autopsy confirmed foul play ... ... I (8) 
4. There was a possibility of foul play ... ... 1 (10) 

No proceedings were taken in any of the 5 cases listed at 1 and 2. In 
the other 2 cases criminal proceedings resulted in I conviction and I ac-
quittal. 

4.27 On the general question of the medical value of post-mortem examina-
tions after exhumation, it is relevant that positive information about the 
cause of death was obtained as a result of exhumation in 10 of the 13 cases 
under review. The cause of death was definitely established to be natural or 
accidental in 8 cases and to be due to foul play in 2 cases. In the remaining 
3 cases, the post-mortem examinations did not establish the exact cause of 
death because of insufficient evidence in two cases (10 and 11) and because 
the state of the body was such that no definite conclusion could be reached 
in the other (5). In the latter case, the body had been interred for 6 months. 
The exhumations where the body had been interred for 2 months or less 
(2, 3, 4, 6, 7, 8, 11, 12, 13) were the most revealing. 

4.28 As part of this survey, the Home Office attempted to obtain informa-
tion about the effects of embalming on the value of an exhumation, but the 
results were inconclusive. It was established that the bodies were not embalmed 
in 8 cases and that the body was embalmed in I case; in the remaining 4 cases 
this information was not available. In the one case where there certainly 
had been an embalming, it was suggested (by the coroner) that this was 
probably the reason for the good preservation of the tissues. It seems clear 
that the value of an exhumation diminishes as time passes, although it is 
worth noting that, in the majority of cases, sufficient information was obtained 
to establish whether or not suspicions of homicide were justified. 

4.29 What significance is to be attached to the results of this survey? It 
would be wrong to conclude from the survey that it is impossible for a murder 
to be registered as a natural death. In 1958—that is outside the period of 
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our review—as a result of evidence gained from autopsies conducted after 
exhumations, a woman who may have murdered four husbands was found 
guilty of murdering two of them.' But the true significance of these figures 
can be appreciated only in their total context. In the ten year period we 
surveyed there were approximately 5,500,000 deaths, and 2,350,000 burials. 
Only twice in this period did the finding of an autopsy following exhumation 
indicate the possibility of homicide. In both cases there were criminal 
proceedings and in one case there was a conviction. But the circumstances 
of the latter case were such as to suggest that it should be excluded from our 
analysis. The death in question was from the beginning treated as a homicide—
the original diagnosis showed the cause of death as asphyxia following 
injuries—and there was an autopsy before burial. It was only after a man 
had been committed for trial that it was decided to exhume the body in the 
hope of finding further medical evidence. In the other case, in which the man 
charged was also before the courts on other unrelated charges, a certificate 
of death from natural causes given by the deceased person's doctor was not 
shown to be wrong by the autopsy following exhumation. On no occasion 
in this ten year period was the finding of the autopsy after exhumation a 
sufficient justification in itself for the institution of proceedings for homicide. 

4.30 Taken in conjunction with the results of the other enquiries we have 
discussed above, the findings from the survey of exhumations seem to us to 
confirm the indications that the statutory machinery has not permitted the 
concealment of unnatural death to any significant extent. Our considered 
view is that nothing revealed by our survey of exhumations goes any way 
to justify the contention of Dr. Havard and the British Medical Associations 
that " the issue of a death certificate from' natural causes' is a fairly 
common finding in cases which are afterwards found to have been cases of 
homicide ". 

The opportunity for secret homicide 

4.31 It was suggested to us that persons who are chronically ill (particularly 
if they are also old) are more likely than most other sections of the community 
to become the victims of undetected homicide. It was argued that since 
many chronically ill elderly people may be expected to die anyhow, there is 
an opportunity for them to be unlawfully killed by relatives or other persons 
allegedly caring for them, who may have the opportunity to disguise a homi-
cide as a natural death. Because of the nature of the crime that is being alleged, 
the argument in support of the theory of secret homicide among the chronically 
ill must be based upon supposition allied to the existence of an opportunity 
rather than upon hard facts; but we must record that we were informed by 
protagonists of the theory of secret homicide that " the proportion of deaths 
from violence among persons suffering from chronic disease has been shown 
to be greater than amongst the general population "a. 

1R. v. Wilson, Leeds Assizes, 30th March, 1958. 
'"Deaths in the Community," page 8. 
° The quotation is from paragraph 12 of the B.M.A. Report," Deaths in the Community," 

1964, and reference was made to it by some of those who gave oral evidence to us. 
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4.32 We were puzzled about the precise significance that our witnesses 
wished us to attach to this statement, it would seem all too likely that old 
people and, particularly, old people who are also chronically sick, will provide 
a disproportionate number of vicitime in the various categories of death 
from accidental violence. This is, in fact, the situation. Statistics published by 
the Registrar General clearly indicate the importance of age as a factor in 
certain types of violent death, particularly accidents in the home and on the 
roads. Of the total number of fatal accidents in the home in 1968, nearly 
70 per cent concerned persons aged 65 and over. For falls at home, the figure 
was over 90 per cent. For road accidents, deaths in this age group were not 
so predominant but they still accounted for nearly 50 per cent of pedestrian 
deaths and for over 25 per cent of all road user deaths. The Registrar General's 
figures do not distinguish between the aged and the aged who are also chroni-
cally ill, but common sense would suggest that the ailing or infirm (particularly 
the aged ailing or infirm) are more likely than the normal healthy population 
to be knocked down by motor cars or to fall down stairs, or be the victims 
of other straightforward accidents. 

4.33 The source for the statement by the British Medical Association 
which we have already quoted was an article by Dr. Turkel, the coroner for 
the City and County of San Francisco published in the Journal of the American 
Medical Association in 1955.1 Dr. Turkel's article contained the statement 
that " as a matter of fact, the proportionate incidence of certain types of 
violent death is higher in this group (persons suffering from hypertension, 
cardiac disease or carcinoma] than in the general healthy population ". 
Dr. Turkel did not elaborate this statement in his article or suggest what 
significance should be attached to it. However, believing that a matter of 
some importance might be involved, we asked our Secretary to write to 
Dr. Turkel in San Francisco in order to establish the context in which the 
statement was made. We were informed that the statement in Dr. Turkel's 
article referred only to deaths from suicide and that it was never his intention 
that It should be taken out of context and applied to violent homicidal deaths. 
We are satisfied that the statement quoted by the British Medical Association 
has no relevance to a discussion on undetected homicide. 

4.34 All that we know about the deaths of the chronic sick which are, in 
fact, proved to be homicides' suggests that in these homicide cases, as In most 
other, the killer apparently makes little or no effort to disguise the fact that 
murder has been committed or his own part in the crime. It mostly happens 
in this type of case that the person responsible commits suicide after commit-
ting the murder or makes an immediate confession of his guilt. With the help 
of records made available to us by the Home Office we have examined the 
case histories of certain deaths which prima facie might have been concealed 
(i.e. in which there was a possible non-detectable method of killing readily 
available) but in all of these the killer appears to have chosen deliberately 
not to conceal his crime. 

'H. W. Turkel, Journal of the American Medico! A.tmrlallon (1955), Vol. 158, page 1485. 
'Sec in particular Blom-Cooper, L. and Mords, T. C., A Colrndar of Murder, Criminal 

Homicide in England since 1957, London: Michael Joseph, 1964. 
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4.35 We accept that the killing of a relative may sometimes be deliberately 
premeditated jas it certainly appears to have been in the case of Mrs.'iRo-c 
and GRO-C ) but we think it unlikely that anyone has cbeen or 
could-'he'ihlliiencef'towards committing a premeditated murder by any 
knowledge he might have of defects in the law relating to the certification of 
death. A person planning such a murder in the expectation that he will be 
able to disguise the death as one from natural causes is likely to start from a 
position of great uncertainty as to what will happen to his victim's body 
after death. He is most unlikely to know for certain whether the doctor 
will look at or examine the body before deciding whether or not to issue a 
certificate. Similarly he is unlikely to know or to have any control over 
whether the doctor will report the death to the coroner. Finally, and most 
importantly, he is unlikely to know whether there will be an autopsy. If he 
has any knowledge of statistical probabilities he will know that there is at 
least a 90 per cent chance that the body will be looked at after death; that 
coroners now make enquiries into one-fifth of all deaths occurring in England 
and Wales; and that autopsies are carried out in respect of over one quarter 
of all deaths occurring in England and Wales every year. Common sense 
suggests to us that the calculating murderer who assesses the probable 
consequences of any course of action is likely to conclude that the risks 
involved in attempting to pass off murder for a natural death are not worth 
taking. 

4.36 We are satisfied that there is no greater prospect that murderers 
will escape detection by disguising the nature of their victims' death and 
allowing the ordinary certification procedure to take its course than by 
disposing of their victims' body in some unconventional way, or by leaving 
the body and relying on other factors to save them from arrest. The certifica-
tion procedure has never provided the only way of detecting that a homicide 
has occurred; the circumstances of a death, about which other persons 
besides doctors are likely to be aware, are often much more important in 
" triggering off" a police investigation. 

Conclusion 
4.37 Our general conclusions are that the risk of secret homicide occurring 

and remaining undiscovered as a direct consequence of the state of the current 
law on the certification of death has been much exaggerated, and that it 
has not been a significant danger at any time in the past 50 years. We have 
reached these views after examining all the statistical evidence which might 
have been expected to give an indication as to the existence of a number of 
secret homicides and after taking evidence from doctors, lawyers, police 
officers and criminologists. We do not say that there is no possibility whatever 
of a homicide being concealed under the present procedure for certifying 

• deaths. What we do say is that, balancing all the relevant factors and observ-
• able probabilities, there is no requirement to strengthen the present machinery 

of death certification simply in order more efficiently to prevent or detect 
secret homicide. So far as detection of homicide is a relevant objective, the 

'Leeds Assizes, 30 March, 1958. 
Leeds Assizes, 13 December, 1967. 
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present certification system has worked as satisfactorily as any modem 

community could reasonably expect. Advances in medical science (and 

forensic medicine) are likely to maintain that position. Our task, therefore, 

has been to make sure that, in the future system of death certification, an 

autopsy will be performed in all cases in which there is any doubt about the 

medical cause of death or suspicion about the circumstances in which the 

death occurred. In the next two chapters we put forward our proposals for 

changes in law and practice to achieve this result. 
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CHAPTER 5 

CERTIFYING THE FACT AND CAUSE OF DEATH 
—THE ROLE OF THE DOCTOR 

5.01 Strictly speaking, there is, in law, no such thing as a certificate 
of the fact and cause of death. A registered medical practitioner who has 
attended a deceased person during his last illness is required to give a medical 
certificate of the cause of death"" to the best of his knowledge and belief " 
and to deliver that certificate forthwith to the registrar.' The certificate is 
in a prescribed form on which the doctor is required to state the last date 
on which he saw the deceased person alive and whether or not he has seen 
the body after death. Although, therefore, a doctor is not required to certify 
the fact of death, it is implicit In his legal obligation to give a certificate, 
as well as in the form of the certificate itself, that he is satisfied that death 
has occurred. He is not obliged to view the body, but goad practice requires 
that, if he has any doubt about the fact of death, he should satisfy himself 
in this way. The form of the certificate includes provision for the doctor 
to state whether or not he has reported the death to the coroner, but it con-
tains no guidance as to the circumstances in which it might be appropriate 
for the doctor to take this action. 

5.02 Doctors differ in their interpretation of the precise nature of the 
obligation which the law places upon them. Sonic evidently believe that they 
are absolved from the requirement to give a certificate if it is clear that the 
deceased person has died a violent death and the death has been reported 
to the coroner. Others take what we believe to be the more correct view that 
the obligation to give a certificate after tin attendance during a last illness 
is an absolute one. So far as we use aware, the obligation is in no way affected 
by the degree of knowledge (or lack of knowledge) of the cause of death. It 

• would scarcely be surprising, however, if there were not sometimes a conflict 
• in a doctor's mind between his duty to give a certificate (which will arise if 

„j he has attended the deceased in his last illness, however slender is his know-
ledge of the cause of death) and any feeling he may have that his best course 
might be to report the death for further enquiry. He need do no more in 
such an event than frame his certificate in an equivocal fashion and leave the 
rest to the registrar. 

5.03 There are a number of circumstances in which the registrar, when 
he receives the certificate, is himself required to report the death to a coroner 
and to defer his registration of the death until the outcome of the coroner's 
investigations is known. The registrar's instructions are so drawn that, if 
he is to register a death without reference to a coroner, then not only must 
the certifying practitioner have attended the deceased person during his last 
illness, lie must also either have seen the body after death or attended the 
deceased person within the 14 days preceding death.' In practice, this means 

' Births and Deaths Registration Act 1953, section 22 (1). 
a Births, Deaths and Marriages Regulations 1968, regulation 51. 
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that, before a doctor can give a certificate which will be accepted by a registrar, 
he must be " qualified " either by attendance within 14 days of the death or 
by a sight of the body after death. This situation, in which a registrar may 
accept without further enquiry a certificate from a doctor who has seen the 
body after death but who may not have seen his patient for several months, 
is quite indefensible. 

5.04 Three features in the present law were extensively criticised by our 
witnesses and it will be convenient if we examine each of these in turn. They 
are:—

(a) the medical qualification of the doctor obliged to give a certificate; 

(b) the meaning or the expression " attendance during the last illness"; 
and 

(c) the fact that a doctor is not required by law to look at the body 
before giving a certificate of the medical cause of death. 

(a) Medical Qualification of the Certifying Doctor 

5.05 The term "" registered medical practitioner" is interpreted for the 
purpose of giving medical certificates of the cause of death as including 
provisional registration.' No official advice has been issued to suggest 
which doctor should act when there nre several qualified to give the certificate, 
e.g. in hospitals where more than one doctor has treated the patient. It has 
been suggested to us (by doctors) that the accuracy of the certification of 
death in hospitals could be improved if the certification were not completed, 
as we understand it often is at present, by the least experienced member of 
the hospital staff, who is frequently only in his year of provisional registration. 
We are advised that it would he practicable for all certificates in hospitals 
to be completed by fully registered medical practitioners. In these circum-
stances, we feel justified in recommending that full registration should be 
part of a new minimum qualification for giving a medical certificate of the 
fact and cause of death. 

(b) Attendance during the last illness 

5.06 The expression "attendance during the last illness". which first 
appeared in the Births and Deaths Registration Act 1836 and which has 
been reproduced in subsequent similar enactments, has never been properly 
defined, In 1893, the Select Committee on Death Certification drew attention 
to the different ways in which the expression was being interpreted by doctors 
at that time. They concluded that sonic further definition was necessary and 
recommended that the expression should be defined as meaning "personal 
attendance by the person certifying upon at [east two occasions, one of 
which should be within eight days of death ". Various efforts have been 
made since the 1893 Committee reported to produce a statutory definition 
along these lines, but they have all foundered in Parliament. It is a fact that 
coroners pay some regard to the times when a doctor has seen a patient 
when they are considering whether a doctor is likely to have a reasonable 
basis for his opinion as to the cause of death, but they do not work with 

1  The status accorded to a doctor for one year after graduation in medicine and which 
allows the holder to work in an approved hospital post. Satisfactory completion of this 
year qualifies for full registration. 
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any hard and fast rules. On the other hand, registrars, on whom lies a more 
explicit responsibility to consider the worth of medical certificates delivered 
to them, have no means of knowing whether the number of visits has been 
more than one and they do not, therefore, reject certificates for registration 
purposes on the ground that the " attendance " has been insufficient. 

5.07 Quite apart from the question of how many " visits " are implied 
by " attendance ", the expression "last illness " is, in itself, imprecise. 
Difficulties can arise particularly from the fact that some " last illnesses ", 
especially in older persons, can last a long time. In consequence, a medical 
practitioner may be obliged to give a certificate even though his regular
attendance on the deceased person has ceased many months before death. 
Provided that the doctor has seen the body after death his certificate will be 
accepted by the registrar unless some other circumstance requires him to 
refer the death to the coroner. Moreover, we think it doubtful whether the 
existing law even goes so far as to make it an absolute requirement that the 
doctor, in order to certify, must have attended the deceased for the condition 
from which, in his view, the patient died; it seems possible that it Is open 
to him to certify that the patient died from a condition which has in fact 
arisen since his last attendance. 

5.08 Attendance at any time during the last illness together with a sight 
of the body after death should not continue to be a sufficient qualification for 
a doctor to give a certificate which a registrar may accept without further 
enquiry. Neither a sight of the body after death nor even a detailed external 
examination of it can be relied upon as a basis for an accurate diagnosis of 
the cause of death in the absence of first-hand knowledge of the patient's 
condition before death. Leaving aside the possibility of an autopsy, the most 
important single factor in securing an accurate diagnosis of the medical 
cause of death is recent clinical observations. Moreover, if, as we believe, 
accurate diagnosis of the cause of death should be the primary objective of 
the certification procedure, it follows that a recent clinical attendance on the 
deceased before death should be part of a new qualification for giving a 
certificate. The conditions of his attendance on the deceased must ensure 
that the certifying doctor will have recent knowledge of the deceased person's 
illness but it should not seek to dictate to him the precise frequency of his 
visits. 

5.09 We asked the General Register Office for some information which 
would help us to determine what this limit should be. Table E below shows 
for a random sample of deaths registered in the March quarter of 1967 the 
interval between death and the date the certifying practitioner last saw the 
deceased alive: it shows also whether or not he saw the deceased person after 
death. Deaths in 74 registrar's districts were included in the survey. The 
districts were selected from the Registrar General's topographical list com-
mencing with District No. 7 and taking every seventh district thereafter. 
The provisional number of deaths registered in the whole of England and 
Wales during the same quarter was 145,263. In addition to these registra-
tions, the sample included 2,990 coroner's pink form B registrations and 
1,010 certificates after inquest, giving a total of 20,752 deaths. This sample 
represents about one-seventh (14 per cent) of all deaths registered in the 
quarter. 
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TAnra E 
Certification by Doctor (January—March 1967) 

Sours: The Registrar General for England and Wales 
Interval (n days) between death and time when last seen alive 

by the certifying doctor 

— --- Not 
0 1 2 3 4 5-7 8-13 14+ Stated Total 

keen after 
tenth: 
Hospital 4,988 2,744 365 135 56 80 35 11 4 8,418 
Elsewhere 1.924 1,947 633 370 226 394 326 249 59 6,128 

Total 6,912 4,691 998 505 282 474 361 260 63 14,346 

Not seen -- ---
titer death: 
Hospital 462 557 103 43 20 22 9 1 — 1,217 
Elsewhere 307 328 83 33 23 32 20 6 3 835 

Total 769 885 186 76 43 54 29 7 3 2,052 

No state-
ment: 

Hospital 21 8 — 1 — — — — — 30 
Elsewhere 56 38 15 3 5 4 1 1 1 124 

Total 77 46 IS 4 5 4 1 1 1 154 

Total: 
Hospital 5,471 3,309 468 179 76 102 44 12 4 9,663 
Elsewhere 2.287 2,313 731 406 254 430 347 256 63 7,087 

Total 7,758 5,622 1,199 595 330 532 391 268 67 16,752 

Note: It is not possible to distinguish between a home address and elsewhere from the 
medical certificates. 

5.10 The figures are based on the information contained in the medical 
certificate of the cause of death. Those in the first column indicate visits 
made on the day of death but before death occurred. It is noteworthy that 
of the total of 7,758 deaths in this column, the patient was apparently seen 
after as well as before death in 6,912 cases. The figures show that the great 
majority of deaths certified by doctors are certified after at least one recent 
clinical attendance. In 87 per cent of all cases the last attendance took place 
within 48 hours prior to the death, in 90 per cent within 3 days, and in 95 per 
cent within 7 days. 

5.11 Before seeing these figures we had supposed that patients would have 
been attended more frequently in hospital than at home, and therefore that the 
likelihood of the patient being attended by the certifying practitioner within 7 
days prior to the death would be much greater in the case of hospital deaths. 
In fact, there appears to be no great difference between the practice of general 
practitioners and hospital doctors, Table E shows that of all those who died 
in hospital, 97 per cent had been seen by the certifying doctor within the 
previous seven days and that the corresponding figures for those who died 
at home was 90 per cent. (It should be remembered of course, that the 
patient, at any rate in a hospital, is likely to have been attended within the 
same period and perhaps at a time closer to his death by another doctor 
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who did not give the certificate). A great many deaths at home are of elderly 
persons who have been ill for some time and it is common for general practi-
tioners to make routine visits to elderly patients within their own homes at 
fortnightly or even monthly intervals, but the figures in Table E indicate that 
the last stage of their illness is usually sufficiently well recognised in advance 
for the general practitioner to make his last visit well within the seven day 
period before the death. 

5.12 These figures serve to encourage us in our belief that It would be 
practicable, without causing appreciable hardship to doctors or to the relatives 
of the deceased, to impose quite a short time limit within which the certifying 
doctor must have attended the patient if he is to be qualified to give a certifi-
cate. We believe that a seven-day rule is feasible and we therefore recommend 
that a doctor should be permitted to certify the cause of death only if he 
has attended the deceased person at least once during the 7 days preceding 
death. If the " seven-day rule " is imposed directly on the doctor in this way, 
there will certainly be no need to attempt the more difficult task of providing 
a statutory definition of "attendance during the last illness ", which term 
can, in fact, be abandoned. 

5.13 Some of our witnesses argued that a strict requirement that, in all 
cases, the certifying doctor should have visited the deceased person at least 
once within a prescribed period before death might cause hardship in a 
minority of cases, in which for whatever reason the doctor who fulfilled these 
conditions was not available. They pointed out that there has been a steady 
and continuing rise in the number of partnerships and group practices in 
recent years and suggested that where a doctor who has been treating a 
patient is, for some reason temporarily unavailable, his partner should be
empowered to give a certificate in his place, provided that he has had access 
to the deceased person's case notes and has seen the body after death. In 
order that there should be no difficulty in distinguishing the partnerships 
to which a concession along these lines might be applied, it was suggested 
that it might be confined to partnerships registered under the National 
Health Service Acts. 

5.14 In support of this proposed concession, the point was made also 
that it is already the practice in hospitals for a doctor to base his certificate 
of the cause of death to some extent on information (including written 
information) provided by other persons. This is a perfectly fair point to make 
but the analogy between the hospital doctor and a partner in general practice 
ought not to be pushed too far. Under the present law, a hospital doctor 
who gives a medical certificate of the cause of death must have attended the 
deceased person in his last illness. In other words, he must have been in some 
way responsible for the clinical treatment of the deceased person. Indeed, an 
important distinction can be drawn between hospitals (where it is not un-
usual for a patient to be attended by several doctors-any of whom might be 
qualified to give a certificate) and general practice partnerships (where it is 
more likely that only one doctor will actually have attended the deceased 
person in the period immediately before death). A partner in general practice 
may therefore have no more evidence on which to base his diagnosis of the 
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cause of death than an examination of his colleague's records and a look at 
the body after death. Moreover, general practitioners' records are not always 
readily available and since, in some practices, a partner may be a stranger to 
many of his colleague's patients, it would be difficult to draw an equitable 
distinction between partners and, say, temporary relief doctors, who might 
be similarly qualified to certify insofar as they too might have had access to 
case notes. 

5.15 We sympathise with the intention or those who have proposed an 
exception for the partner of the absent doctor and realise that the strict 
implementation of our proposal might occasionally give rise to hardship, but 
we do not think it would be right to depart from the principle that a certificate 
should only be given by a doctor who has personally attended the patient 
(whether in hospital or in general practice). To do so might nullify the effect 
of the extra restrictions which we are proposing.' Nevertheless, we hope 
that when a death is reported for further investigation simply because the 
doctor who has attended the deceased person is temporarily unobtainable, 
the "technical" character of the report will be taken into account before 
it is decided whether the fact and cause of death may be certified on the 
basis of information supplied by a doctor with access to the deceased person's 
medical history, or whether an autopsy is necessary. 

(c) Viewing the body 
5.16 So far in this chapter we have been concerned with the qualification 

of a doctor to give a certificate (i.e. the requirements which must be fulfilled 
before a doctor can be allowed to certify the fact and cause of death on his own 
authority); we turn now to consider the obligations of a doctor who fulfils 
these requirements. Several of our witnesses suggested that the most serious 
deficiency in the present arrangements for certifying death was the lack of 
any obligation upon a certifying medical practitioner to see, let alone to 
examine, a body after death. Most of them regarded this as. self-evidently, 
an unsatisfactory situation and, in their written evidence at least, they saw 
little need to justify their opinion that such an obligation should be imposed. 
Nevertheless, two separate strands of argument could be deduced. First, 
we were told that examination is necessary in order to facilitate the diagnosis 
of the cause of death and, secondly, it was claimed that the merit of an 
examination is that it may assist in the detection or deterrence of crime. Our 
witnesses were virtually unanimous in proposing that there should be an 
obligation on the certifying doctor to examine rather than simply to see the 
body after death; but not all of them told us what they meant by"examina-
tion ". There is a very real distinction between a sight of a body and an 
examination of It and the two have different objectives and values. The mere 
viewing of a body cannot be expected to achieve the same objective as a 
detailed examination of it. There is also a crucial difference in the practicality 
of a requirement to do the one or the other. 

5.17 Certainly, if an examination of the body after death is to have 
anything like the usefulness which our witnesses have claimed for it, it must 

' One way or mitigating any possible hardship without departing from this principle 
misht he for a doctor going on leave or a holiday to Inform his partner of any cases in 
which death is likely during his absence. A visit from the partner would then put him 
in a position to give a certificate. 
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be thorough.' This is true if the examination is intended primarily as an aid 
to the diagnosis of the medical cause of death, but it is even more important 
if the purpose is to detect a possible crime. As a deterrent to secret homicide 
a cursory examination is useless. If an examination falling short of a full 
autopsy by an expert pathologist is to stand any chance of success in 
bringing to light a deliberate attempt to conceal a crime, then it will need to 
take the form of a complete external examination of the whole body including, 
at the very least, a palpation of the skull. 

5.18 The difficulties of implementing a universal requirement to conduct 
such an examination are considerable and obvious. When a doctor visits a 
family after the death of their relative, he is likely to be as much concerned with 
giving comfort to the bereaved as with an examination of the corpse. The 
need to make a thorough examination of the body before certifying death 
might well destroy the helpful relationship which so often exists between a 
doctor and bereaved relatives at this time, It would be no simple task for a 
doctor to conduct such an examination in a deceased person's own home 
particularly in the presence of rigor mortis. Quite apart from the possible 
effect on the relatives, who could scarcely be unaware that such an examination 
was being conducted and who in their likely emotional state might be expected 
to resent it, the carrying out of a complete external examination is an ex-
tremely demanding physical task. It is virtually impossible for anyone except 
an experienced mortuary attendant to undress it body single handed; but such 
an action is an essential prerequisite to a thorough external examination. It 
would be quite out of the question for a doctor to enlist the aid of relatives 
for this distasteful task. It follows that, as a matter of routine, it really 
thorough examination of the body would be impractical in a deceased person's 
own home. 

5.19 Doubtless, the physical difficulties would not be so great in the case 
of hospital deaths where facilities for an examination provided by the per-
sonnel and resources of a mortuary might be expected to be readily available. 
But we see little point in an obligation to examine a corpse which applies 
only to hospital deaths. Prima facie, there should be the least need for an 
external examination (as distinct from an autopsy) for diagnostic purposes 
in a hospital; and the possibility of homicide in a hospital is remote indeed. 

5.20 Despite the representations in favour of such a requirement, therefore, 
we have not felt able to recommend that a certifying doctor should make a full 
examination of the body after death. We are convinced that a full examination 
in every case would be both more difficult and less useful than has been allowed 
by those who have advocated it so fervently. 

5.21 Nevertheless, we do not wish to perpetuate the existing situation in 
which a doctor need not even see the body before giving a certificate. Apart 

Although there Is no record of the number of cases In which the body was or was not
seen after death by the doctors completing the first "dummy' certificate In Dr. Henemer's 
study of the accuracy of certification to which we referred in Chapter 4 above, It seems 
reasonable to suppose that the body was in fact, seen In a number of cases In which the 

dummy " certificate was shown to be inaccurate by the subsequent autopsy. In other 
words a " eight" of the body may have a very limited value as a means of diagnosing the 
medical cause of death. 

eW

from the risk that a doctor will fail to recognise some suspicious feature, 
there are in theory at least three other dangers in a law which allows a doctor 
to certify death without looking at the body. There is a possibility, first, that 
the person may not in fact be dead, secondly, that the dead person may not 
be the person that it is claimed he or she is, and thirdly that there may not 
even be a body. 

5.22 An obligation upon a doctor to look at the body before certifying 
should go some way towards satisfying those persons, who, for whatever 
reason, have a fear that their bodies may be prematurely buried or cremated. 
It may also have a more practical value as a safeguard against the possibility 
of fraudulent claims for insurance or other purposes, e.g. claims made when 
the person concerned is not in fact dead. Such claims have been made in 
the past' although we are not aware that there is any suspicion that they 
are being made at all frequently now. If, in future, a doctor was obliged to 
see the body before certifying, it would be difficult for any such deception 
to be made without his deliberate connivance. Moreover, although we have 
argued (see paragraph 5.08 above) that examination of the body after death is 
not in itself of any very great diagnostic value, an inspection of the body 
which falls short of a full external examination may still provide some check 
on previous diagnosis and may also lead to the recognition of some totally 
new feature. It should certainly enable the doctor to detect a death which 
results from more obvious forms of violence or from a cause, like carbon 
monoxide poisoning, which is apparent from the external features of the 
corpse. These considerations lead us to conclude that there is a sufficiently 
strong case for introducing a statutory requirement of " inspection " of the 
body before certification. Accordingly, we recommend that, before he gives 
a certificate of the fact and cause of death, a doctor should be required to 
inspect the body of a deceased person. In circumstances in which the doctor 
has been expecting the death to occur and his fi rst look at the body throws no 
doubt on his previous clinical diagnosis, his inspection of the body can be it 
comparatively brief one. At the other extreme, when death has occurred 
with unexpected suddenness and an inspection of the body does nothing to 
help him discover the cause of death, it will be the doctor's duty to report 
the death for further investigation. 

5.23 It may be helpful if we now summarise the recommendations which 
have appeared so far in this chapter. We have recommended that before he 
gives a certificate of the fact and cause of death a medical practitioner must 

(i) be a fully registered medical practitioner. 

(ii) have attended the deceased person at least once during the seven 
days preceding death, and 

(iii) have Inspected the body after death. 

5.24 A doctor who fulfils the first two of these requirements should be 
obliged to fulfil the third whether or not he gives a certificate of the fact and 

'A few are cited by Haysrd, op. ca, page 102: these are Scottish Casa and the most 
recent example quoted relates to a conviction In 1933. 
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cause of death. One of the reasons why we have recommended that, before 
giving a certificate, a doctor should inspect the body of a deceased person is 
in order that he should personally satisfy himself that death has, in fact, 
occurred. It would seem illogical if a doctor were required to inspect the 
body before giving a certificate of the fact and cause of death but was not 
under a similar obligation to inspect the body before reporting the death for 
further enquiry. The same risk (i.e. that the allegedly dead person might 
still be alive) may be involved in either circumstance. In effect, therefore, 
we are recommending that there should be a new obligation on a fully 
registered medical practitioner, who is qualified by attendance to give a 

- certificate to certify the fact of death even in circumstances in which he cannot 
certify the cause. 

5.25 Having inspected the body, a doctor who fulfils the other two 
"•~. il" requirements set out in paragraph 23 above should be obliged either to give 

a certificate or to report the death to an appropriate authority for further 
investigation. It should be necessary for him to do one or the other in order 

t. to discharge the new obligation which we recommend should be placed upon 
him. The circumstances in which he should or should not give a certificate 
will be discussed in more detail in the next chapter. 
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CHAPTER 6

THE LIMITS OF THE DOCTOR'S ROI € IN THE 
CERTIFICATION OF THE CAUSE OF DEATH 

6.01 In this chapter we consider first the circumstances in which a doctor 
who is " qualified " to give a certificate of the fact and cause of death and 
who has fulfilled his obligation to inspect the body after death should or 
should not give this certificate. 

6.02 Under the present law, any doctor who isqualified to give a certificate, 
by reason of his attendance upon a deceased person during his last illness, is 
also obliged to give one, irrespective not only of the date of his last attendance 
but also of his knowledge of the cause of death. In the previous chapter, 
we have expressed our dissatisfaction with this situation and we have recom-
mended that, for the doctor to be qualified to certify the cause of death 
there should be a new minimum requirement of recent clinical attendance. 
But so far we have said nothing about the extent of a doctor's knowledge of 
the cause of death. 

6.03 As we have seen, in Chapter 4, perhaps the must serious criticism 
of the existing law is that it does not ensure that deaths are certified as 
accurately as they could be, or even as accurately as society has a right to 
expect. Most of our medical witnesses told us that they would like to see a 
situation in which many more deaths were certified after an autopsy. Sonic of 
them particularly stressed the importance of the autopsy as a protection 
against" secret homicide ". But there was general recognition that the primary 
importance of an autopsy lies in its value as an aid to the accurate determina-
tion of the medical cause of death. The findings of an autopsy, especially 
if they are looked at in conjunction with an informative clinical history of the 
deceased person provide the best basis for securing an accurate certification 
of the cause of death. 

6.04 But certification based on autopsy is neither necessary nor practi-
cable in all cases. It is not necessary because it often happens that a doctor 
who has been treating a patient during his last illness knows exactly what is the 
condition which has caused death; he may, indeed, have seen a report from a 
surgeon who has performed an operation on his patient some time before 
death which describes in detail the condition observed during the operation. 
An autopsy is not practicable in the case of every death because the resources, 
in terms both of suitable premises and suitable pathologists, am not available 
now and could not be made available in the foreseeable future. The problem is 
how to ensure that an autopsy is performed in respect of those deaths in which 
it is the most desirable pre-requisite to certification. 

6.05 The logical first step in the creation of a legal framework which will 
achieve this end is to establish how far the doctor with closest knowledge of the 
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deceased and his death can be entrusted with sole responsibility for certifying 
the cause as well as the fact of death. We recognise that, in the absence of 
an autopsy, it is sometimes impossible for such a doctor to know the cause of a 
death in the absolute sense. But we think that it is entirely reasonable to 
ask him to adopt a somewhat lower standard of confidence in his judgment 
than absolute certainty, particularly since we have recommended (in Chapter 5) 
higher minimum qualifications as a pre-requisite to the doctor's power to 
certify the cause of death. The standard of confidence which we consider to 
be appropriate can be expressed thus: a doctor should be satisfied that he 
knows the medical cause of death and would be prepared to justify his 
conclusion before a group of his own colleagues of similar competence and 
experience. If a doctor's doubts about the cause of death are such that he 
feels that they can only be resolved by knowledge of the results of an autopsy, 
he should decline to give a certificate of the fact and cause of death and be 
obliged to report the death to the appropriate authority' which will have power 
to arrange for an autopsy to be carried out. Accordingly, we recommend that 
a doctor who is qualified to give a certificate of the fact and cause of death 
(see Chapter 5 above) and who has inspected the body after death should be 
obliged to report the death to the appropriate authority unless he is confident 
on reasonable grounds that he can certify the medical cause of death with 
accuracy and precision. 

6.06 A criterion of this kind (with its corollary that, if it cannot be met, the 
doctor should not send a certificate to the registrar) is an essential first element 
in our future scheme for certification procedure. It may be asked, however, 
" why not give the doctor who is almost confident enough to certify the cause 
of death without autopsy, the right to double check his opinion by arranging 
for an autopsy on his own authority without needing fi rst to report the death 
to a coroner or other appropriate authority? ". The proposition has a certain 
attraction and, indeed, plausibility. As Table D on pages 5-7 shows, coroners 
were responsible in 1969 for the certification of a large number of " natural " 
deaths, i.e. deaths from the most common fatal diseases. There can be no 
doubt that the great majority of these deaths were reported to coroners by 
doctors either because the doctors concerned knew that they did not meet the 
conditions of attendance which have to be met before a registrar can accept 
their certificate or because they did not know the cause of death and took a 
deliberate decision not to give a certificate. It may be presumed that, in 
virtually none of these cases was there any suspicion of foul play or expectation 
that the findings of an autopsy would give grounds for further enquiry into 
the circumstances of the death and it is arguable therefore that a legal right 
to require an autopsy to be performed, and perhaps also a duty to certify the 
cause of death as revealed by the autopsy, might be given to the doctor who 
had been most concerned with the treatment of the deceased person. 

6.07 Despite the attractions of this argument, we are reluctant to recom-
mend that potential certifying doctors should have the legal right to require 

Throughout Part I or this Report we shall use the expression " appropriate authority" 
as a term of art. We examine the nature and role of this authority in mom detail in 
Chapter 9 below. 
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an autopsy by a pathologist to establish the cause of death in any case in 
which they think that an autopsy is necessary for this purpose, regardless of 
the views or wishes of the deceased person's relatives. There are several 
reasons for our reluctance. First, if there was an option to require an autopsy, 
there would be a natural temptation for doctors to exercise it rather than to 
trust to their unaided judgement; the basic criterion to which we attach 
importance would become blurred; and the pathology services would be 
given a burden that could and should be avoided. Secondly, there would be
a risk in a number of cases (which might be few but, individually, could not 
be forecast in advance) that the pathologist's report would produce findings 
suggesting that further enquiry should be made into the circumstances 
leading to the death; in this situation, a doctor might find himself in a highly 
embarrassing position either with regard to the propriety of disclosing the 
findings to other persons affected by the death or with regard to the implica-
lions of the findings. Thirdly, the exercise of such an option would significantly 
Increase the total sum of responsibility placed on the doctor in his certifying 
role. It may be that certifying doctors as a whole would welcome such a 
development but we believe that such a radical change in the responsibilities 
now exercised by certifying doctors would be likely to run up against the 
difficulty (which we have also seen to be a real one for certain coroners) 
that the volume of cases to be dealt with by individual doctors would be too 
small to provide the typical certifying doctor with the experience and expertise 
necessary for the efficient discharge of a right to call for a pathologist's 
report. Last, but not least, there are the feelings of the relatives and other 
persons closely associated with the deceased. An autopsy constitutes an 
Interference with a dead body—the need for which is more widely accepted 
by the public as well as by doctors, than ever before—but it Is still regarded 
by some people with a mixture of fear and repugnance. It may be more 
acceptable to those who feel this way If it Is ordered by someone who may not 
he a doctor but who is certainly detached from the circumstances of the death. 

6.08 Nothing which we have said in the previous paragraph should be 
taken as criticism of the practice that already exists in many hospitals where 
autopsies are already carried out with the consent of relatives. Some of these 
autopsies are performed to establish the cause of death; others are performed, 
even though the cause of death is not itself in doubt, because the doctors 
Involved in the case feel that an investigation of the detailed nature of the 
pathological process and of the effects of treatment may reveal information 
which will enlarge the sum of medical knowledge for the general benefit. 
We hope that autopsies will continue to be performed, with the consent of 
relatives, for the second purpose, i.e. the advancement of medical knowledge. 
But, in future, hospital doctors should be obliged to report a death to the 
appropriate authority whenever the cause of death is in doubt. The res-
ponsibility for arranging an autopsy in these circumstances will fall on the 
authority and not on the hospital doctor—although it will usually be a 
pathologist on the staff of the hospital who will perform the autopsy on 
behalf of the appropriate authority. 

6.09 There are also circumstances in which a doctor should be obliged 
to report the death to an appropriate authority even when he is confident that 
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he knows the cause as well as the fact of death. In practice doctors are 
already reporting deaths to the coroner when they are in this situation and 
an examination of the existing law, under which the causes of nearly one fifth 
of all deaths occurring in England and Wales every year are now certified by 
coroners rather than doctors will serve as a convenient starting point in our 
consideration of what obligations to report deaths for further investigation 
should be placed upon doctors. 

The Existing Law 
6.10 Under section 3 of the Coroners' Act 1887, a coroner has a duty to 

make enquiries whenever he is informed that there is lying within his Juris-
diction the body of a person who there is reason to believe may have died a 
violent or unnatural death or a sudden death the cause of which is unknown 
or has died in prison or in any place or circumstances which, under another 
Act, require an inquest to be held. The Act does not place an obligation on 
any person to inform the coroner of deaths into which he has a duty to enquire 
and, strictly speaking, a doctor's obligation to do so is no higher than that 
of any other person.' Nevertheless, the doctor's moral obligation to make 
a report has become " a well founded custom with the passage of time. "a 
The provisions of the Act of 1887 provide one reason why doctors decline 
to certify the cause of certain deaths and instead report them to coroners, 
Another reason is the existence of a statutory obligation upon a registrar 
to report deaths to the coroner. 

6.11 As we have pointed out (see paragraph 3.11 above), the registrar 
is already obliged to report to a coroner not only deaths where there is no 
medical certificate, or one whose value is doubtful because the certifier was 
not very closely involved with the deceased person's illness or has confessed 
doubt about the cause, but also those where the medical certificate indicates 
or other information suggests that the cause of death falls within a number 
of broadly drawn categories which cover Inter alla any sort of accident, 
injury, poisoning or industrial disease. Doctors are aware of the registrar's 
obligation and, when they know that the cause of death which they have been 
called upon to certify falls within one of the above categories, it is usual for 
them to report the death to the coroner themselves. The fact that, in practice, 
doctors often report to coroners directly without waiting for the registrar 
to intervene helps to conceal a gap in the existing law; but it provides no 
excuse for failing to close it. In principle, it is more satisfactory that reports 
should be made by a person with first-hand rather than second-hand knowledge 
of the cause or circumstances of death. Moreover, a report by a doctor can 
save valuable time: in those cases in which a doctor neglects to report a death 
there may be a delay of up to 5 days before a report is made by the registrars 

'There Is a common law obligation on every person about the deceased to give immediate 
notice to the coroner, or to the police of circumstances requiring the holding or an inquest; 
but there is no record of anyone having ever been prosecuted for failure to comply with 
this obligation. 

a Jervis on Coroners (9th Ed.) page 60;
Although a doctor who gives a medical certificate of the cause of death Is required to 

send the certificate forthwith to the registrar, he is allowed to sand the certificate by post 
(and delay can be caused in this wayl); but it is the practice of many doctors to hand the 
certificate to the relative who will be the Informant for registration purposes. An informant 
is allowed 5 days in which to register a death or to send the registrar evidence that a medical 
certificate has been completed, 
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mad a 5-day delay could seriously prejudice the results of a post mortem 
rumination. It is possible, too, that doctors might find themselves is a more 
Comfortable relationship with relatives, who may occasionally be resentful 
that a death has been reported for further investigation, if there were a 
specific provision in the law requiring such a report to be made. 

6.12 There is another reason why doctors report deaths to the coroner 
in the absence of any legal obligation upon them to do so. In some areas, 
doctors in hospitals report deaths to the coroner in response to local " rules" 
drawn up by individual coroners which purport to require them to report 
the deaths of patients who die within 24 hours (or sometimes 48 hours) of 
admission to hospital. At least one coroner has gone further than this by 
requiring that deaths from certain diseases, which he himself has specified, 
should be reported to him. We recognise that these " Rules " and lists have 
taco drawn up with the worthiest of intentions but we do not favour their 
.antinued use, They are unsatisfactory in principle, since they have no 
legal force—in the sense that the fact that a coroner has issued a list does not 
place upon a doctor any greater obligation than his existing common law 
duty. Moreover, they can be vexatious in practice and, since they operate 
unevenly throughout the country, they may impair the value of comparative 
studies. 

6.13 These different legal provisions and examples of administrative 
pructice hardly deserve the title "system ". There is no clear obligation 
upon doctors, whose knowledge of the nature of disease and injury makes 
them the persons most fitted to identify " unusual " deaths, to report such 
deaths for further investigation. Even the deaths into which a coroner has a 
duty to enquire are nowhere set out in clear and unmistakable terms. It will 
he noted that the definition of these deaths contained in section 3 of the Act 
of 1887 does not correspond exactly with the definition of deaths which a 
registrar has a duty to report, which are set out, in Regulation Sl of the 
Births, Deaths and Marriages Regulations 1968. The Regulations appear to 
extend, as well as to interpret, the rather exiguous terms of the Act, which 
.rc shall now look at in a little more detail. 

6.14 The Act refers in particular to "a violent or unnatural death or a 
sudden death the cause of which is unknown ". All these terms are capable 
if different interpretations, but perhaps the concept of the " natural " death 
rs the most difficult. In a philosophical sense, all deaths can be regarded as 
natural, since death is the natural end of all men. Even in medical terms, 
it is possible to regard all deaths as natural in the sense that they result from 
the failure of one or other of man's vital organs. There is no generally 
accepted legal or medical definition of either a " natural " or " unnatural " 
death and the fact that some deaths are regarded as being one rather than the 
„Cher results as much from the judgment of the person making the dis-
tinction as from the application of any objective tests. In considering the 
question of what is or is not an unnatural death it may be useful to ask 
" what was the real or underlying cause of death, as distinct from the terminal 
tause?" or, putting the same question another way " was the terminal cause 
s.f death itself the direct consequence of some outside intervention or external 
circumstance? ". The answers will vary not only from doctor to doctor 
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but also according to the current state of medical or socio-medical knowle 
The development of industrial and technological processes is tontine 
creating new and hitherto unrecognised hazards to life and health, w 
further extend the boundaries of " unnatural " death. For example, althc 
death from cancer of the bladder is usually regarded as natural, it ma: 
thought of as unnatural if the deceased person has been working in condit 
which brought him into unusually close contact with certain aniline , 
which are now known to be causative agents of this disease. Even on 
therapeutic side, methods of treatment alter with advances in medical hr 
ledge and provision which would have seemed adequate and resourc 
in one decade may be regarded as irrelevant, if not irresponsible, in anal 

6.15 It is not possible to draw up an exhaustive list of all natural deaths, 
even deaths from well-known diseases or conditions generally considered to 
natural since, in individual cases, almost any one of these might be consider 
as an unnatural death. Whether or not a death is natural depends not only 
the nature of the condition causing death, but also on the circumstances 
which death occurs. 

6.16 It Is probable. indeed, that if, under the present law, a doctor thinks 
of reporting a death on the ground that it is unnatural, he does so because it is 
also, in his opinion, a violent death or a sudden death the cause of which is 
unknown. The concept of "violence" too is one which has no universally 
accepted interpretation. The fact that a death has been caused by violence is 
often readily ascertainable from the condition of a body or from the circum 
stances in which it is found, but this is not invariably so, since violence can 
sometimes be successfully concealed. It is generally accepted that a death 
involving an injury of some sort is a violent death but the convene argument—
that a violent death must involve injury—is not so universally agreed. There 
are also differences of opinion, even between doctors, about whether deaths 
in connection with which an act of violence has certainly taken place (e.g. a 
fall or a surgical operation) should be regarded as violent deaths. There is a 
considerable overlap between the concepts of violent and unnatural death and 
it may be no accident that they are so closely linked together in the statute. 
Taken together in the phrase " violent or unnatural" death the words have a 
commonsense meaning. 

6.17 " Sudden death the cause of which is unknown " is the category 
death which accounts for the bulk of reports to coroners by doctors. 'I
statutory definition contains two elements—suddenness and doubt—bi 
of which depend for their recognition upon the judgment of the doc 
concerned. Our witnesses told us that, In practice, doctors appear to interp 
this definition quite flexibly and suggested that doctors do not feel that ii 
invariably necessary for both elements to be present before they report 
death. There seems to be no doubt that doctors are now referring to coron 
any death in which they have doubts about the cause, even though it may t 
have occurred suddenly or unexpectedly. We welcome this dcvclopmi 
which is in line with our earlier recommendation that doctors who ; 
" qualified " to give a certificate of the fact and cause of death should do 
only if they are satisfied that they know the cause, We suggest that in futu 
the " suddeness " or " unexpectedness " with which a death occurs shoi 

M important simply as a factor in the doctors knowledge, or lack of know-
Inlge of the cause of death. 

PROPOSALS FOR THE FUTURE 

I taint or Unnatural Causes 
6.18 Public interest is greatest in those deaths which prima facie appear 

to have a "violent or unnatural " cause and our witnesses were unanimous 
to considering that the majority of deaths in this category should be investi-
pted and certified by someone other than the deceased person's own doctor 
or, in his absence, another doctor called to deal with the death. They gave 
rsamples of the sort of death they had in mind—pre-eminently the deaths in 
aspect of which coroners are now accustomed to hold inquests—but they 
and we have found great difficulty in finding a generic term which would 
,over the extremely wide variety of different circumstances which may make 
it necessary for a death to be reported for further investigation. We have 
reluctantly been forced back to the expression "violent or unnatural'—
reluctantly because, as we have alreadyxplainedin paragraphs6.13-6.15 above, 
there are real difficulties in interpreting these words. Our impression, how-

se ds which can be t ouble-
same

ts 
and 

that
ttthe 

the 
use of the two expressions nsr in conjunction is by no 

r 
nomeans 

.o frequently misunderstood or variously interpreted as either term when used 
by Itself. We think that it may fairly be claimed that, despite strongly held 
differences of opinion about particular deaths, there is already a broad 
concensus of view within the medical profession or the sort of death which 
ought to be reported for further investigation on the ground that it is " violent 
or unnatural ". For this reason we recommend that a doctor who Is qualified 
to give a certificate of the fact and cause of death whether or not he is also 
confident that he knows the medical cause of death should report to the 
" appropriate authority " any death which he has reason to believe may have 
a violent or unnatural cause. As a guide, any death falls within this wider 
category if it involves injury of some sort —however the injury is sustained. 
Appearance of injury is not, of course, an essential element; homicides, some 
suicides or accidental deaths may all be violent or unnatural deaths without 
external signs of injury. 

The Public Interest 
6.19 Does this general recommendation require further elaboration into 

a series of obligations expressed in specific terms addressed to different 
circumstances? It will be remembered that the existing law' does exemplify 
certain categories of violent and unnatural deaths. A registrar of deaths is 
obliged to report a death to the coroner in cases when he has reason to 
believe or when it appears to him that 

(a) the death has been caused by abortion, or 
(b) the death has occurred during an operation or before recovery 

from the effect of an anaesthetic, or 
(c) the death was due to industrial disease or industrial poisoning. 

s See paragraph 3.11 above. 
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We think that the present legislative arrangements whereby it is open to the 

Secretary of State for Health and Social Security to define specific categories 

of deaths and to require them to be " reportable " to coroners are an excellent 

means of adjusting and strengthening the main statutory framework for 

bringing to notice deaths in which there is thought to be a significant public 

interest of one kind or another. We propose that this feature should be 

maintained, but that it should be applicable to doctors as well as registrars. 

6.20 We therefore recommend that the Secretary of State for the Social 

Services should have power to make regulations, which may be national or 

local in their application, prescribing certain categories of death as" reportable 

deaths " and that a doctor should be obliged to report any death which he has 

reasonable cause to believe falls within one of these categories. In the main, 

we envisage that the Secretary of State will prescribe categories of death in 

respect of which there is for the time being a particular public Interest, for 

example, the deaths of persons who are known to have taken a certain drug 

or to have been exposed to a suspected industrial disease or hazard. We 
recommend that the Secretary of State should have power to make a local 

order because we wish to facilitate the special investigation of local circum-

stances which may contribute to death. The principal object of such a local 

order, however, would be to facilitate the examination or causes of death 

developing over long periods of time which might have a connection with 

local industries or local conditions of some other kind. In making both 

national and local orders, it may be expected that the Secretary of State will 

take advice from other Ministers or other public authorities who may have 

an interest in the investigation or particular categories of death. 

6.21 We consider that, before finally deciding to issue a certilicule, n 

doctor should specifically apply his mind to the question whether he knows 

any other reason why the death should be further investigated in the public 

interest. He should consider, for example, whether it is a death which has, 

within his knowledge, given rise to rumours and gossip in the locality. The 

giving of a warning to the public against unsuspected hazards which could 

endanger other lives has been an important feature of the coroner's role as a 

public servant and we believe that it is in the public interest that a doctor 

should draw attention to any such danger which he may know or suspect to 

exist by reporting to the appropriate authority the death of any person who 

may have died as a result of some act or circumstance about which the public 

ought to be warned. 

6.22 We recommend, therefore, that doctors who are qualified to give a 

certificate should have a residual obligation to report deaths which may 

require investigation in the public interest. Our intention is to ensure that 

deaths are reported which, although they do not fall precisely within the other 

categories which we have specifically mentioned, nevertheless have features 

calling for some other investigation. 

6.23 Later in this Report' we look at this important problem of the 

reporting of deaths to an appropriate authority from the view point of persons 

'In Chapter 12 below. 
54 

(other than doctors) who occupy a special place in the community. At that 
point we recommend that the deaths of persons who are deprived of their 
liberty by society (e.g. persons in police custody or prison service establish-
ments or persons compulsorily detained under the Mental Health Act 1959) 
should invariably be reported to an appropriate authority; and that an 
obligation to report such deaths should be placed on defined individuals. To 
reinforce that safeguard, it is appropriate that we should recommend here 
that a doctor who is qualified to give a certificate of the fact and cause of 
death should himself report the death if he has any reason to suppose that it 
has not been reported by tiny other person having a statutory duty to do so. 

Special categories of deaths of public interest 
6.24 We do not think it is any longer necessary to maintain as separate 

categories of " reportable " deaths those deaths which have appeared to have 
resulted from abortion, neglect or suspicious circumstances: these will be 
adequately covered by our general recommendations (in paragraph 6.18) for 
the reporting of deaths believed to have violent or unnatural causes, or of 
deaths of which the cause is not sufficiently known. We consider now the 
deaths which may have connection with occupation or employment, which 
may have been caused or contributed to by the administration of drugs or 
poison or which may he associated with surgery or anaesthesia. 

Employment 
6.25 Employment is pre-eminent among environmental factors which Lire 

considered to he a cause of unnatural death; and the registrar has u duty to 
report to the coroner any death which appears to have been due to industrial 
accident or disease. An industrial accident is usually not difficult to recognise 
but "industrial disease" is not a clearly defined concept. As it is in fact 
interpreted for the purpose of reporting deaths to the coroner, it appears 
to be synonymous neither with disease contracted in the course of employ-
ment nor with disease caused by the employment. For a coroner to have 
jurisdiction, there must be something about the disease which distinguishes 
it as an occupational risk rather than a risk common to all persons. A number 
of industrial diseases have been prescribed under the National Insurance 
(Industrial Injuries) Act 1964; but not all of them can cause death and even 
the fact Ihut death has been caused by a prescribed disease does not auto-
matically make it one into which a coroner has a jurisdiction to enquire. 
Nevertheless, when a doctor is satisfied that death is due to at prescribed 
industrial disease it is almost certainly reported to a coroner either by the 
doctor or by the registrar. Similarly, when a doctor is satisfied that the death 
was due to Home occupational risk (but not to a prescribed industrial disease) 
he normally refers it to a coroner. If it doctor has not referred a death, the 
registrar does so if any of the information which he obtains from the in-
formant at the lime of registration, suggests in conjunction with the statement 
of cause given on the medical certificate, that the death is linked with the 
deceased person's occupation. 

6.26 In reviewing this somewhat untidy situation and considering what 
we should suggest for the future, we tried to see why it had been thought 
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necessary in the past for a death which may have been due to some occupa-

tional factor to have its cause certified by a coroner rather then a medical 

practitioner. Two reasons suggest themselves. First, a coroner is likely to 

• be in a much better position than a doctor to publicise a previously unsuspected 

relationship in a way which may serve as a warning to persons who might

otherwise continue to be at risk. Second, it may have been thought that the 

establishment of such a relationship was often too complex a matter to be 

left to the unaided judgment of an individual practitioner. For our own 

part, we have serious doubts about whether the matter is also too complex to 

be left to the unaided judgment of a coroner—or indeed of any individual. 

The establishment of such a relationship might more sensibly be regarded as 

the province of an expert committee in occupational medicine. However, 

it would be outside our terms of reference for us to consider matters of that 

kind. Our task is to make sure that deaths in which occupation may have 

been a factor are or can be separately identified in the certification process. 

6.27 The problem of identifying deaths in which occupation or employment 

may have been a significant Factor must be looked at from the point of view 

both of the doctor who is " qualified " to give a certificate and is satisfied 

that he knows the medical cause of death and of the doctor who is also 

qualified to give a certificate but who is not satisfied--within the terms which 

we have suggested in paragraph 6.05 above—that he knows the cause of death. 

In accordance with the recommendation that the doctor in the second case 

will report the death to the appropriate authority. In any death which is 

reported under this provision, the possibility cannot be excluded that "em-

ployment" will be found by the appropriate authority to be a factor in the 

death--even if the doctor had no such thought in mind when he decided to 

refer it for further investigation. Indeed, the fact that the further investiga-

tion may be extensive, and that it may look for other causes of death beside 

the purely medical ones, increases the possibility that evidence will be revealed 

that employment was a factor in the death. The authority may also have 

investigated one or more similar deaths in the past and the totality or the 

information available to him may suggest a line of enquiry that would not 

have been apparent to a certifying doctor. 

6.28 The recognition that employment was a factor in a death is a matter 

of considerable importance to relatives (who may have a claim against the 

employers) as well as to the public at large.' Considerations of equity suggest 

that, if employment is to be looked for as a factor in a death the cause of which 

has not been certified by a doctor, it should also be considered by a doctor 

called upon to certify a death even if he is certain that he knows the medical 

cause. In other words we propose that, even if he is satisfied that he knows 

the cause of death, a doctor should be specifically asked to consider whether 

employment might have been a factor. In this way, doctors maybe encouraged 

to bring to light previously unsuspected occupational risks. 

Drugs 
6.29 The interests of the public (who may need to be warned against 

the effect of certain drugs) and the interests of medical knowledge and 

'See Chapter 17 below. 
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research would both be advanced by a requirement that a doctor should report 
for further investigation any death which he has reasonable grounds for 
believing may have been caused or contributed to by any " drug ". It is 
just as important to the community that death in which a well-known 
medicinal drug has played a part should be investigated as it is that there 
should be investigation into deaths which have been contributed to by the 
better known "drugs of misuse " (e.g. heroin). That is why our reference 
to drugs is deliberately left unqualified: it extends to the whole range of 
medical treatment and includes drugs which are normally regarded as bene-
ficial. Our recommendation is to the effect that when a doctor has reasonable 
grounds for believing that a death may have been caused or contributed to by 
any medicine or drug he should report it to the " appropriate authority ". 
We believe that it is in the public interest that such deaths should be reported 
to an authority which can if it wishes give publicity to what may have been 
a previously unsuspected danger. But we emphasise that it is not our intention 
that a report to the " appropriate authority " should be regarded as any 
kind of substitute for the report which doctors already make on a voluntary 
basis to the Committee on the Safety of Medicines (formerly the Dunlop 
Committee). In any case in which a report has not been made by a doctor 
the"appropriate authority" should itself consider whether to make a report. 

Poison 
6.30 A suspicion that a death may be due to or contributed to by poison, 

however administered, is already a ground for reference to a coroner by a 
registrar. In practice, therefore, it is also a ground for reference to a coroner 
by a doctor. It is clearly in the public interest that there should be a thorough 
enquiry into any death in which there is suspicion of poison whether acci-
dentally or deliberately administered. We recommend that a doctor should 
be required specifically to consider the possibility of poisoning before deciding 
not to report a death for further investigation. 

Surgery and anaesthesia 

6.31 The registrar of deaths is required' to report to the coroner any death 
which " appears [to him] to have occurred (luring un operation or before 
recovery from an anaesthetic ". Additionally, as we have seen ,2 coroners in 
some areas operate " local ruler " under which hospitals are required to 
report all deaths within 24 or 48 hours of admission and sometimes also 
all deaths occurring within 24 hours of the first administration of an anaes-
thetic in preparation for at surgical operation. We found it very difficult to 
assess the practical effect of these arrangements. It seems possible that 
some deaths which occur during an operation or before recovery from an 
anaesthetic are not reported to the coroner, but we could not discover that 
the public interest had suffered because of this. It is quite clear that many 
deaths associated with an operation are due to the already observed and 
confirmed presence of gross advanced disease and the chances of a successful 
operation were from the outset recognised as slender both by doctors and 
by the patient or his relatives. It would be disadvantageous to extend the 
present requirements for reporting such deaths when the numbers in which 

' Births, Deaths and Marriages Regulations 1968, Rule 51. 
'See paragraph 6.12 above. 
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there is need for external enquiry are almost certainly very limited. We 

are in no doubt that the medical profession and the hospital and other 
authorities concerned are vigilant in making their own enquiries into deaths' 

which may have been caused or exaggerated by mechanical failure, by 
divergence from normal operative procedures or by the unexpected effect 

of a particular technique or type of anaesthetic. The information thus gained 

may help to prevent other deaths from the same or similar causes. But 
surgery and anaesthesia are no longer as significant in this context as they' 
used to be. Some other procedures and applications in treatment carry 

hazards to the patient of greater danger because of their novelty or technical 

complexity. The issues therefore before us have been whether to continue 

to single out surgery and anaesthesia for special reporting to the" appropriate 
authority"; whether, instead, to suggest that the present requirements 

should be ended; or whether to make proposals which would have the effect 

of involving the "appropriate authority" in enquiries into many more 

kinds of hospital deaths than those associated with surgery or anaesthesia. 

6.32 As we have just indicated, one aspect of the public interest in deaths 

occurring during an operation or immediately after an operation is to gain 
knowledge from an expert enquiry into such tragedies in order to help avert 

others of the same kind. We also sense, however, that there is a more general 

public sensitivity towards deaths in this narrow category--just as there is 
towards deaths of persons in custody. We are quite satisfied that, save for 

this factor of public sensitivity, there arc no sufficient grounds of scientific 

or other public interest which would justify the retention of the present 
requirement that all deaths occurring during an operation or before recovery 
from an anaesthetic should be reported. Nor can we find sufficient grounds 
for extending such a requirement to other categories of hospital deaths, 

for example, those occurring during or immediately following a particularly 
complicated therapeutic or diagnostic procedure. Techniques of diagnosis 
and treatment are changing too rapidly for hard and fast rules to be made. 
We are therefore persuaded that we should leave to the Secretary of State 

for Social Services the determination of those categories of hospital deaths 
which at some stage in the future, it may be appropriate to make reportable 

to " the appropriate authority ". On balance, however, we have concluded 

that, even though it may sometimes serve no substantial practical purpose, 

the present requirement for reporting deaths associated with surgery or 
anaesthesia should be retained for a further period until experience of its 
working may be reviewed in the new context produced by our other recom-
mendations, We suggest that, when a doctor reports such a death to the 
appropriate authority, it would be useful if he were to indicate to the authority 
his opinion as to whether the real cause of death was natural disease or whether 

there is some real anaesthetic or surgical problem deserving expert investi-
gation. 

The obligations of a doctor who is "qualified" to glue a certificate of the fact 
and cause of death 

6.33 It will be convenient if we now draw together, for the purpose of 
making firm recommendations, the various conclusions which we have 
reached in the previous paragraphs. We recommend that a fully registered 
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medical practitioner who has attended a deceased person within seven days 
of his death and who has inspected the body after death should be obliged 
tither to give a certificate or to report the death for further investigation; 
but that he should issue a certificate only if 

(a) he is confident on reasonable grounds that he can certify the medical 
cause of death with accuracy and precision; 

(b) there are no grounds for supposing that the death was due to or 
contributed to by any employment followed at any time by the 
deceased, any drug, medicine or poison or any violent or unnatural 
cause; 

(c) he has no reason to believe that the death occurred during an opera-
tion or under or prior to complete recovery from an anaesthetic 
or arising out of any incident during an anaesthetic; 

(d) the cause or circumstances do not make the death one which the law 
requires should be reported to the appropriate authority; 

(e) he knows of no reason why in the public interest any further enquiry 
should be made into the death. 

6.34 In future it will not always be sufficient for a doctor to give a certi-
ficate which is simply as accurate as he can make it; he will be required to 
consider whether that standard of accuracy is good enough. We have 
recommended that, in future, a report to an appropriate authority should be 
mandatory unless the doctor is confident on reasonable grounds that he can 
accurately certify the medical cause or death and the death is not one which 
he has a specific obligation to report. Our recommendations should lead to a 
significant increase In the number of deaths reported for further investigation 
and the performance of many more post-mortem examinations. Since we are 
completely satisfied that certification when clinical diagnosis has been 
supplemented by a post-mortem examination is, in general, a more accurate 
procedure than certification without such an examination, the fact that the 
implementation of our recommendations would probably result in more 
post-mortem examinations being performed is likely to provide one basis 
for the general improvement in the accuracy of medical certification which it 
is our aim to promote. We discuss (in Part V) the resources, in terms of the 
numbers of suitable pathologists and adequate facilities, which will be 
necessary if these additional autopsies are to be carried out. The other basis 
for an improvement in the standards of medical certification of the causes of 
death should be a greater accuracy in those certificates which continue to be 
given by medical practitioners, since the operation of the duty to report should 
ensure that doctors will certify only those deaths of whose cause they are in 
no doubt. When these new obligations are placed on doctors, not only will 
medical science be able to make use of the benefits or more accurate certifi-
cation, but society will be further protecting itself against the possibility 
that a suspicious death may not be investigated. 

The doctor with an " interest " in a death 

6.35 Before we leave the subject of the limits on a doctor's ability to 
give a certificate of the fact and cause of death we should consider the position 

of the doctor who is called upon to give a certificate in respect of a member 
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of his family and of the doctor who is aware that he has a pecuniary interest 

in a death. At present there is nothing in the law to prevent a doctor giving a 

medical certificate of the cause of death in respect of his own wife or in respect 
• of someone who may have left him a considerable legacy. Doctors have 

been known to give certificates in both sets of circumstances and there have 

been examples (although not in recent years) of doctors who have murdered 

their relatives and who have then sought to conceal the fact by giving medical 

• certificates of death from natural causes.' 

• 6.36 Taking first the question of whether or not a doctor should be 

allowed to give a certificate in respect of a close relative, our view is that this 

should depend entirely on whether or not he or she has been in recent clinical 

attendance upon a deceased person during the last illness. We understand 

that the practice of doctors in treating or not treating their own close relatives 

varies: some do and some don't. This seems to us to be a matter of medical 

ethics on which we are not competent to express an opinion. We accept 

that a doctor in such a position may be uniquely well placed to commit a murder 

which may escape detection but we are inclined to think both that the risk 

that murder will in fact be committed is extremely small and that a doctor 

resolutely determined to kill a close relative would carry out that resolve 

whether or not the law allowed him to give a certificate which might be 

accepted by a registrar. We therefore do not recommend any change In the 

law to prevent doctors certifying the fact and cause of their relatives' deaths. 

6.37 There Is, perhaps, a bettor argument in favour of making It impossible 

for a doctor to give a certificate if he knows that lie has a pecuniary interest 

in a death. We have already made it clear that it is no part of our concern 

• to make it easier for doctors to give certificates of the fact and cause of 

death. Indeed, we have recommended that they should be obliged not to do 

so in certain circumstances. Under our proposals, doctors will have a new 

responsibility for the accuracy of the certificates which they give and in 

these circumstances it is arguable that we should not allow them to operate 

in circumstances in which any question of their own self-interest might be 
thought to be in possible conflict with the public interest. It is possible 

that the public might feel reassured if it were known that a doctor could not 

give a certificate in respect of any death from which he knew he would profit' 

6.38 Nevertheless, we are quite satisfied that there is no need fur us to 

make a recommendation to this effect. In the first place a requirement that 

a doctor should not give a certificate if he knows that he is to benefit under 

' Dr. Havard cites cases occurring in 1865 and 1887 In which a doctor was convicted 
of murdering his wife and another in 1947 when pollee enquiries ceased after the suicide 
of a doctor whose four wives had all predeceased him. Havard, op. fir., pages 103-104. 

'Some such thoughts may have been In the minds or those who were responsible for 
devising a procedure to regulate Cremation Regulations for since 1905 when the first 
Cremation Regulations were Introduced there tins been a question on the first cremation 
medical certificate requiring the doctor who had attended the deceased in his last Illness 
to state whether or not lie had such an Interest In the death. But neither the certhlcnte nor 
the Regulotionc indicate whether an affirmative answer to this question should be regarded 
as having any significance. The question did not appear on any of the certificates devised 
by the Cremation Society which formed the basis for the prescribed certificates and there 
is no reference to the question of pecuniary Interest on the report or the Departmental 

• Committee which produced the draft regulations (Cd. 1452). 

60 

+ui 

a legacy would be quite impossible to enforce. Doctors who are beneficiaries 

will not always know this fact and those who do know may be able plausibly 

to claim ignorance, if they are challenged afterwards. We do not believe 

the remote possibility that a doctor would murder a patient for money is 

likely to be affected one way or the other by a requirement that a doctor 

knowing that he has a pecuniary interest in a death should disqualify himself 

from giving a certificate. 

The Doctor who is not Qualified to glue a Ceriicare 

6.39 The general aim of all our recommendations is to ensure that the 

cause of every death is accurately established either by a certifying medical 

practitioner or by an independent authority. We believe that this situation 

can best be achieved by placing different obligations upon doctors in different 

circumstances. For this purpose, we have drawn it distinction between a 

doctor who is and a doctor who is not " technically qualified" to give a 

certificate of the fact anti cause of death—that is between the doctor who 

does or who does not meet the requirements set out in the previous chapter. 

6.40 We have dealt first with the obligation which we recommend should 

be imposed upon a doctor who is qualified to give such a certificate. We turn 

now to consider the doctor who is not qualified to give a certificate of the 

fact and cause of death. The doctor on whom we believe an obligation can 

and should be placed is the doctor who, although not qualified to give a 

certificate has some professional connection with the death. or a doctor has 

no professional connection with the death, his duty to report a death to the 

appropriate authority should be no greater than that of the ordinary citizen.) 

A doctor with a" professional connection " with the death may be the regular 

medical attendant of the deceased person (or perhaps the partner of this 

doctor) who Is not qualified to give a certificate because he has not seen 

his patient in the seven-day period before the death occurred: or he may be 

a doctor who has had no previous concern with the deceased person during 

his life but who finds himself called to look at a dead body. We recommend 

that any doctor who is not qualified to give a certificate of the fact and cause 

of death but who, in the course of his professional duties, is informed of the 

death of a person whom he has previously attended, or who attends in person 

on someone whom he funds to be dead, should be obliged to report the fact 

of death to an appropriate authority together with any information which 

may assist the enquiries to be conducted by that authority, including for 

example, any opinion which he (the doctor) may have about the probable 

cause of death. He should not, however, report a death to the appropriate 

authority without first seeing the body and establishing the fact of death. 

6.41 We recognise that our recommendation may result in a number of 

deaths being reported to the appropriate authority by one doctor when 

another doctor might In fact be able (in the sense of being technically qualified 

as well as knowing the cause of death) to give a certificate. We considered, 

therefore, whether or not to recommend that, before reporting a death to the 

appropriate authority, a doctor should be obliged to make enquiry as to 

whether any other doctor could give a certificate; but we have concluded 

that it would not he practicable to impose such a requirement. The duty 
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to make such an enquiry should rest with the authority to whom the death 
is reported. 

Procedure for Reporting Deaths 
6.42 We recommend that a doctor should be obliged to report a death 

to the appropriate authority as soon as possible after he has decided that a 
• report is necessary. In most cases it may be convenient for him to use the 

telephone in the first instance; but an oral report should be followed up as 
• soon as possible by the issue of a certificate. We recommend that the certifi-

cate which the doctor sends to the appropriate authority should be a now 
certificate of the fact and cause of death (see Chapter 7 below). In future, 
this should be sent either to the registrar of deaths or to the appropriate 

_ authority. If he is reporting the death to the appropriate authority, the doctor 
should complete as much of the certificate as possible before sending it 
to the authority. He should always indicate on the certificate the reason 
why he has reported the death. The certificate will serve as a record of the 
fact that the doctor has inspected the body and is satisfied of the fact of death. 
But It will also have other advantages. It will provide proof that the doctor 
has carried out his statutory obligation to report the death and, if the appro-
priate authority decides that neither an Inquest nor a post-mortem examination 

• is necessary, the report will also provide him with a record of the doctor's 
opinion of the medical cause of death. 

Other Persons 
6.43 Our intention is that the doctor should in future be, as a matter of 

law as well as practice, the principal source of reported deaths. But we 
recognise that frequently someone other than a doctor will get to a body first 
and there will be other occasions on which, for some reason, a doctor fails 
to report a death. There are also some particular circumstances in which 
we consider that it is desirable that the death should not be certified by a 
doctor. Accordingly, we recommend in Part IV of this Report that certain 
other persons should be obliged to report deaths to an appropriate authority. 

The Registrar of Deaths 
6.44 As we have seen in Chapter 3, a registrar of deaths already has a 

duty to report certain deaths to the coroner. In his consideration of the facts 
and circumstances of any death which he is asked to register he is required 
specifically to ensure that the medical certification of the death is in order. 
In view of the obligations which we propose should be placed upon doctors 
giving certificates of the fact and cause of death there should in theory no 
longer be any need for a registrar to provide this kind of check. Nevertheless, 

• there may, in practice, be occasions when the registrar is informed of a death 
in respect of which there is no certificate available or the medical cause of 
death is Incorrectly certified and we consider that a registrar should continue 
to act as a " long-stop " in these cases. We recommend that, in relation to 
the certification of the medical cause of death, the registrar of death should 
basically retain his present functions and that in drawing up his instructions 
to registrars the Registrar General should have regard to the specific cate-
gories of death which we have mentioned. 
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CHAPTER 7 

THE FORM OF THE MEDICAL CERTIFICATE OF THE 
FACT AND CAUSE OF DEATH 

7.01 The present form of the medical certificate of the cause of death 
complies with an international model (with which any new certificate must 
also conform). It is prescribed by Regulations made under section 22 of the 
Births and Deaths Registration Act 1953. A copy of the certificate is appended 
to this chapter (at Figure 1), The certificate contains: 

(a) the name and date of birth of the deceased and the date and place of 
death; 

(b) a statement of when the certifying doctor last saw the deceased person 
alive and whether or not he, or another doctor, saw the body after 
death; 

(c) an Indication whether the cause of death as certified takes account of 
information from a postmortem examination, whether information 
from such an examination will be available later or whether no post-
mortem examination is intended; 

(d) a statement of the cause of death showing 
(i) the cause leading directly to death and any antecedent causes 

(with the interval between the onset of each of these causes and 
death) and 

(ii) other significant conditions contributing to the death, but not 
related to the disease or condition causing it. 

The back of the certificate provides spaces for the certifying doctor to indicate 
whether he has reported the death to the coroner and whether he expects to 
have available at a later date further information that might help in a more 
precise classification of the cause of death. These questions do not, however, 
form part of the prescribed form of the certificate and are for administrative 
use only. 

7.02 In the two previous chapters we have dealt with circumstances in 
which a medical practitioner should either give a medical certificate of the fact 
and cause of death or report the death to an appropriate authority, and we 
have made proposals for improving the law relating to both these matters. 
But discontent with the existing law relating to the certification of death is not 
confined to criticism of the circumstances in which a medical certificate may 
or may not be completed. There is criticism also of the form of the certificate 
Itself, which, it is argued, tends to produce information which is neither as 
accurate nor as comprehensive as the purposes of medical research require. 

The need for accuracy 
7.03 The provision of information for the advancement of medical science 

has been for many years a prime purpose of the procedure for certifying the 
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H 
causes of death. Both therapeutic and preventive medicine have been advanced'9 
by the medical research made possible by knowledge gained from the informa-
tion produced in certification process. This information, once it has been 
collected, is used in two ways. In the first place, it is used to compile mortality 
statistics which may serve a wide range of purposes. They make it possible, 
for example, to observe on a national or regional level the increase or decrease 
in mortality from a particular disease; to identify its association with a 
particular area or occupation or other set of circumstances; thus to detect 
environmental hazards and behaviour patterns; and to assess new methods of 
controlling disease by observing the good and bad effect of treatments and 
preventive measures in general use at different periods. These statistics also 
have an administrative value in that they provide the basic information re-
quired to enable rational decisions to be reached, e.g. in the provision and 
distribution of specific medical facilities and services. But the statistics must 
be accurate. Although to some extent errors may be self-compensating and 
general trends may still be detected despite some distortion of the figures, 
inaccuracies in the stated causes of death must clearly reduce the usefulness 
of general mortality statistics. 

7.04 This is even more true of the second purpose served by information 
about causes of death, i.e. to enable the histories of selected groups to be 
studied in detail in order to identify any significant patterns. Where n com-
paratively small number of cases is examined, any inaccuracy in stated causes 
of death is, of course, much more likely to distort the conclusions reached. 
This is true whether the group of records being studied has been selected on 
the basis of a common cause of death (in which case some of the facts will 
relate to the wrong people) or the selection has been made on some other basis, 
such as occupation area (in which case the right people will he studied but 
some of the facts about them will be wrong). 

7.05 Our witnesses have left us in no doubt as to their belief in the prime 
importance of accuracy in death certification for national medical research. 
It is also of great importance internationally. The obligation to produce 
national statistics in a common form clearly implies an obligation to produce 
accurate statistics. These are needed not only to ensure that international 
mortality statistics are compiled with the minimum of distortion, but also to 
provide a sound basis for research in such fields as aetiology extending 
beyond national boundaries. For example, studies of groups migrating be-
tween different countries aimed at distinguishing hereditary and environmental 
features of causes of death found among the migrants will lose much of their 
value if there is not accurate certification in each country. 

7.06 The recommendations in the two previous chapters should go far to 
ensure that a doctor will only certify the medical cause of death in circum-
stances where he is able to do so accurately; and that in all other cases refer-
ence to an appropriate authority will enable the cause of death to be deter-
mined with greater precision. Nevertheless, we feel that there is merit in the 
suggestion of several witnesses, including the BMA, that the certificate 
should be re-designed in such a way as to remind the certifying doctor of the 
need to consider whether he should report a death for further enquiry. We 
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accept that it is a legitimate criticism of the existing law relating to the certi-

fication of the cause of death that there is too great an emphasis on the require-

ment that a doctor who has attended a deceased person in his last illness 

should give a certificate and too little on the need for him to consider whether, 

instead of giving a certificate " to the best of his knowledge and belief ", he 

should report the death to the coroner in order to get the cause of death 

determined accurately. In the previous chapter we recommended that the 

present medical certificate of cause of death should be replaced by a dual 

purpose document which could be used either as a certificate of the fact and 

cause of death or as a form of report to an appropriate authority of a death 

calling for further enquiry. We now recommend that this new document 

should itself specify the circumstances in which each alternative would be 

proper so that the doctor is driven to ask himself, before completing the form, 

whether he is qualified to give a certificate or is required to report the death 

to an appropriate authority. We append to this chapter at Figure 2 a draft 

of the new certificate. This is no more than a rough idea of the form this new 

document might take. The draft assumes the acceptance of the general con-

clusions reached in previous chapters and the further recommendations on 

points of detail which follow. 

The need for additional Information 

7.07 We accept that it is an important function of any procedure for 

certifying the cause of death to provide adequate statistical information for 

research purposes and we have already stressed the need for this information 

to be accurate. It has also been suggested that, in the interest of research, 

much more information should be collected and that the medical certificate 

of cause of death should be re-designed to facilitate this. In the following 

paragraphs, we shall consider various suggestions for improving the content 

of the certificate so as to make it more useful from the point of view of medical 

research. 

Additional identification particulars 

7.08 Several organisations, including the Medical Research Council, have 

drawn attention to the need for a more comprehensive identification of 

persons who have died, in order to facilitate research into the influence of 

heredity in various diseases, particularly chronic diseases which have developed 

over long periods or diseases of a genetically inherited type. If research into 

deaths of this type is to be effective, there must be a comprehensive " follow-

up" of a patient's medical history and, for this purpose, accuracy of identifica-

tion is essential at all stages. With this in mind it has been suggested that the 

medical certificate of the cause of death should contain either or both the 

National Health Service number and the National Insurance number. The 

NHS number has already served as the identifying factor in various studies 

which have been carried out on groups of workers. The same number can 

give access to medical records and, if an adequate system of record-linkage 

could be introduced, it would also enable access to records of hospital admis-

sions to be obtained. The National Insurance number can provide a link 

between different employments, but, otherwise, its use is more limited than 

the NHS number, since half the population (i.e. those who have never been 
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in paid employment) have never been registered. The National Insuranc 
number may also be changed in certain circumstances and ceases to be u 
after retirement. We accept that it is desirable for further identification] 
particulars to appear on the certificate and should like to see the Nation 
Health Service number made use of in this way. One of the effects of o 
proposals in the two previous chapters should be that deaths which ar 
certified by doctors outside hospitals (and not reported to the appropriate' 
authority) are likely to be certified by the family doctor, since it is the family 
doctor who is most likely to meet the qualifications for certifying which we 
have proposed. Family doctors normally have a record of the NHS number 
of their patients and we are informed that the use of this number in hospitals 
is growing. We recommend, therefore, that a space should be provided 
on the medical certificate of the cause of death for the National Health Service 
number and that medical practitioners should be asked to provide this 
information whenever possible. 

7.09 Other pieces of identifying information which it has been suggesi 
should be included on the certificate are the date of birth and, in the case 
a married woman, her maiden name. There is no need for us to recomme 
that there should be space for this information on the certificate; sit 
I April 1965, both of these particulars are now collected by the regist 
from the informant when a death is registered. 

Other additional information 
(a) Details of occupation

7.10 Information about a deceased person's occupational history, including 
details of medical or occupational exposure to toxic substances, is vital to the 
research which seeks to identify the substances of occupations involving 
hitherto unsuspected hazards. We have therefore looked sympathetically at 
proposals put to us that information about occupational history should be 
recorded on the certificate of the fact and cause of death: but we have con-
cluded, reluctantly, that recommendations to this effect would be impracti-
cable. The relatives of the deceased person, on whom would certainly fag 
the main burden of supplying this information, may very well not know the 
precise details of a deceased person's occupation. A person may change his 
occupation many times in life and the significant period, from the point of 
view of research, may have occurred many years before his death. The 
certifying doctor will scarcely ever be in a position to supply the necessary 
information himself from his own knowledge of the deceased person and he 
will usually have no way of verifying the accuracy of any information which 
he receives. 

7.11 Moreover, even the most accurate occupational history needs to be 
studied in relation to other factors if It is to be of real value to medical 
research. Ideally, information about a deceased person's occupation which is 
to be used for studies in general morbidity should be related not only to the 
cause of death but also to his earlier medical history. Reliable medical 
histories can be made available to research workers only if the information is 

'See Regulation 48(l) and Form 9 of the Registration of Births, Deaths and Marriages 
Regulations 1968. 
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collected in a systematic way during the life of the patient and then made 
accessible by sophisticated systems of record-linkage. It is true that proposals 

for such systems have been put forward (e.g. by the Medical Research Council) 
and that, eventually, such systems may be established; but there are vast 
problems in collecting the information to be used in such systems and it would 

be foolish to be over-optimistic about the short-term prospects of valuable 

research being carried out along these lines. 

7.12 For the moment, therefore, we are satisfied that there would be 

no point in asking doctors to obtain information about occupational history 

at the time when they give the certificate. Nor do we consider that there is any 
Immediate prospect that reliable information of this kind could be made 
available as a result of the interrogation of the qualified informant by the 
registrar of deaths. On the other hand we do not discount the value of 
obtaining even limited information about a deceased person's occupation 

and we hope that the present simple statement of occupation (normally the 

lost full-time occupation of the deceased) will continue to be recorded by the 

registrar. 

(6) Ethnic origins 

7.13 It has been suggested to us that research into the causation of disease, 

In particular the relative importance of inherited and environmental factors, 
could be assisted substantially by knowledge of the ethnic group of a deceased 
person and, in the case of an immigrant, by knowledge of the number of years 
spent in this country before death. It is known that the pattern and frequency 

of certain diseases, notably cancer and heart disease, can differ widely as 

between, for example, Europeans and Africans. We recognise that the 
provision of space on the certificate for details of ethnic origins might produce 
some information of value to medical research—precisely how valuable this 
might be we are not ourselves competent to determine. But, however valuable 
might be the information thus obtained, we believe that the difficulties of 
collecting and analysing this information are likely to be so formidable that 

it would be inappropriate to recommend that material for the attempt should 

be provided. We therefore make no recommendation about the inclusion of a 

reference to ethnic origins on the medical certificate of the fact and cause 

of death. 

(c) Terminal clinical state 

7.14 We have looked carefully at a suggestion that the certificate should 
contain, In addition to the antecedent and underlying pathological cause of 

death, information about the terminal clinical state. The British Medical 
Association suggested that the certificate might contain a paragraph on the 

following lines:—

MODE OF DEATH 

To the best of my knowledge, this was following:—

(a) syncope; 
(b) coma; 
(c) convulsions; 
(d) exhaustion; 
(e) haemorrhage. 
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If death was observed, please state whether by:—

(a) medical practitioner; 

(b) state registered nurse; 

(c) relative; 
(d) some other person." 

7.15 We doubt whether this information, once obtained, would be of any 
practical use either as a check on the accuracy of certification or, as the 
BMA themselves suggested, as a safeguard against the concealment of a 
suspicious death. The terms used to describe the terminal clinical state are 
incomplete, imprecise and capable of interpretation In various ways. More-
over, since we understand that it is unusual for the certifying practitioner, 
whether he is a hospital doctor or a general practitioner, to have been present 
at the actual moment of death, he is likely to have to rely in most cases on the 
evidence of some other person for his description of the terminal clinical 
state. 

7.16 If the information produced in response to the inclusion on the 
certificate of questions on the lines proposed is to have any value, it must be 
subjected to expert scrutiny. But we are advised that even a very experienced 
doctor will scarcely ever be able to express an opinion on whether the 
description of the terminal clinical state given by a certifying doctor in the 
terms suggested by the British Medical Association either confirms or throws 
doubts on the assignment of the cause of death and we are quite satisfied 
that such a check on the content of the certificate could certainly not be 
carried out by registrars of death. The provision of this additional informa-
tion on all certificates would be of value from the point of view of a check on 
accuracy only if all certificates passed through the hands of a skilled medical 
examiner, who would also have the power to require a further examination 

of the body. The practicability of setting up such a system of scrutiny of 
certificates is something which we considered in the context of our examina-

tion of the arrangements for the disposal of dead bodies, when we concluded 
that it would be neither practicable nor desirable. 

7.17 In these circumstances, and since we are advised that information 
relating to the terminal clinical state is of little value for the purpose of 
mortality statistics, we do not recommend that information about terminal 
clinical state should be included on the certificate. 

(d) Multiple causes 
7.18 The existing form of the certificate assumes that the certifying doctor 

will be able,, in every case, to determine the disease or condition directly 
leading to death and this assumption is also implicit in various international 
agreements which deal with the certification of death. But there is no doubt 
that, sometimes, the assignment of death by the certifying doctor to one 
cause rather than another can involve selection on the basis of a very difficult 
assessment of probabilities, since any one of a number of causes may equally 
be held responsible for death. The rise in the mean age of death which has 

been a characteristic of our society has increased the frequency of instances 
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where death appears to be the result of a multiplicity of causes. The arbitrary 
nature of some of the assignments to a single cause of death is now well 
recognised and there is a growing body of opinion, both in this country and 
abroad, which is in favour of assigning multiple causes to a death. 

7.19 Unfortunately, it would not be a simple matter to introduce a 
certificate which would require information to be provided about multiple 
causes of death. There might need to be a change in attitudes to diagnosis 
and some doctors might find it difficult to adjust to the new responsibility. 
It would also be difficult to assemble and tabulate this information even if 
it could be obtained. The introduction of sophisticated computer systems 
will solve the problems of statistical analysis, but there would remain large 
problems of interpretation. 

7.20 We were informed that pilot schemes in which, for a sample of deaths, 
information about multiple causes is collected and studied have already been 
conducted and that the possibility of including multiple causes on a certificate 
of the cause of death has been discussed both in the Registrar General's 
Office and within the World Health Organisation. We welcome these 
developments and we hope that they will be pursued. We look forward to the 
day when it may prove possible to amend the new certificate of the fact and 
cause of death in order to allow the Inclusion of multiple causes. 

(e) Other major morbid conditions 
7.21 It was suggested that the certificate should contain details of other 

major morbid conditions which are present in the deceased person but which 
have not contributed to his death. One of the consequences of the general 
tendency of the population to live longer is that people die with many more 
morbid conditions present than was once the case. These conditions may 
have developed over long periods but they may have made no contribution 
to death. The autopsy on a person who has died violently in a road accident, 
for example, may reveal the presence of a cancer which might, in time, have 
proved fatal but has not, in fact, contributed to the death. The identification 
of conditons which arc present in a deceased person, even though they may 
have no apparent connection with the death, can be of considerable im-
portance to medical research. Statistical information about the incidence 
of disease is at present limited. Although doctors know quite a lot about 
diseases which cause death, there is a comparative dearth of information 
about those diseases which are apparently non-fatal. In consequence, both 
the incidence and the importance of various diseases may be underestimated, 
e.g. diseases which are considered to be fatal only in rare cases may assume 
greater significance if their presence is noted on a number of certificates 
ascribing death to the same cause. There is now a growing interest in the 
causes of death of people who suffer from particular diseases; it is hoped that 
research along these lines may reveal hitherto unsuspected relationships 
between diseases or hidden dangers in the methods of treating an apparently 
non-fatal disease. We have concluded that it would be desirable and prac-
ticable for this information to be collected and we therefore recommend 
that the medical certificate of the fact and cause of death should be modified 
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so as to allow for the recording of major morbid conditions which have 
not caused or contributed to death. 

(f) Surgical operations 
7.22 The present law requires a certifying doctor or coroner to include 

on his certificate information about previous operations in those cases 
where the condition for which the operation was performed was also the 
underlying cause of the death, but it was suggested to us that it would be 
useful if the certificate could contain details of any operation performed 
shortly before death, whether or not the operation is believed to have con-
tributed to death. We were informed by the Registrar General that a recent 
piece of research into a possible relationship between the use of the contra-
ceptive pill and death from thrombosis in women of child-bearing age has 
suggested that a number of deaths selected for study were not, in fact, simple 
cases of thrombosis, as stated on the medical certificate of cause of death; 
they occurred shortly after an operation which was performed to deal with 
a condition now suspected to have been the underlying cause of death. The 
absence of any mention of the preceding operation on these certificates could 
have led to mistaken conclusions. This example illustrates the possibility 
that failure to mention an operation may result in failure to assign a death 
to the correct underlying cause (i.e. the disease or condition for which the 
operation was performed). We accept that it is desirable in the interests of 
accurate certification and soundly based medical research that space should 
be found on the new certificate for the inclusion of information relating to 
recent surgical operations and to the condition for which the operations 
were performed and we recommend accordingly. 

7.23 We have not, however, found it easy to recommend what should be the 
period of time before death withinwhich any operation performed on a deceased 
person should be mentioned on the certificate. Clearly, it would be imprac-
ticable to require doctors to mention any operation performed on a deceased 
person at any time before his death—although this would be the ideal solution 
if the interests of medical research were considered to be paramount. What 
we are seeking to achieve is a mention in the certificate of an operation which 
may have a greater significance in relation to the cause of death than is at 
first realised by whoever is giving the certificate of the fact and cause of death. 
For this purpose we are inclined to think that a period of about three months 
would be the most suitable, but we do not make a fi rm recommendation on 
this point. 

(g) Accidents 
7.24 A case for including space on the certificate for details of recent 

serious accidents involving the deceased person can be made out on much the 
same grounds as that for the inclusion of details of surgical operations 
or of major morbid conditions present in the body but not contributing to 
death. All this information is likely to be valuable to those who are re-
searching into hitherto unsuspected relationships between different diseases 
or between a particular disease and a particular traumatic experience. Here 
again it is not easy to recommend the period of time before death in which an 
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accident has occurred if it is to be mentioned on the certificate and we suggest 
a period of twelve months with considerable diffidence. 

7.25 In the preceding paragraphs we have accepted that there is a case 
tin the interests of medical research) for including some additional information 
on the medical certificate of the fact and cause of death. We now therefore 
recommend that the certificate should be designed so as to include information 
about 

(a) other morbid conditions which have not caused or contributed to 
death; 

(b) surgical operations performed within 3 months of death; and 
(c) accidents occurring within 12 months of death. 

None of this information is required for the purpose of international commit-
meats, and since it is not directly concerned with the cause of death, we 
recommend that it should be included in a separate part of the new certificate. 
rile information should not be included in the public register or appear on 
the certificates issued by the registrar to the public; but it should be available 
to the Registrar General for statistical or other research purposes. 
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SUPPLEMENTARY INFORMATION—to be completed where relevant 

Please record any available detain of: 

Morbid condition, present 
but NOT cone babe, to .. ...........CHAPTER 8 death ........ ...... ..................................................................... I................... ,

Scralool oparnbn, Put-
` formed wuhin 3 mpath. THE CERTIFICATION OF PERINATAL DEATH of death .._ .....................................................................................................I 

A ccaepd Mthin t2 nth 8.01 The use of the term " perinatal death " as a description of still-births 
ofdeuth ..-_ .................................................................................................. 

and deaths in very early infancy was recommended by the World Health 
Organisation over ten years ago and has now found general international 
acceptance—although, for statistical purposes, the length of the perinatal 
period is differently defined in different countries. In England and Wales, 
perinatal mortality includes intra-uterine deaths after the 28th week of 
pregnancy and deaths during the first week of life. According to the Chief 
Medical Officer at the Department or Health and Social Security, the rate of 
perinatal deaths calculated per 1.000 total births is "a valuable indicator 
of the quality of care provided for the mother and the newborn, " I  In his 
Report for the your 1968. Sir George Godber pointed out that, although the 
infant mortality rate in England and Wales Fell by almost one half in the 
twenty year period from 1948 to 1968 (from 34 to 18 per thousand live births) 
" first-day " deaths still constituted 34.6 per cent of that total.' He coin-
mented that " the results of our efforts arc by no means good enough ". 
In his oral evidence, Sir George emphasised that despite a continuing favour-
able trend, the number of still-births and deaths in early infancy continues 
to present a significant public health problem. In the short term, this situation 
can best be improved by Increasing the availability of good antenatal care, 
expert attention during delivery and efficient postnatal facilities. But in the 
longer-term, an improvement can also come front soundly based research 
into the causes of perinatal death. 

8.02 The value of any piece of research depends to a great extent on the 
quality of the material on which the research is based, and since material for 
epidemiological research into the causes of perinatal death is mainly derived 
from the information produced by the certification process, a desire to see 
whether the quality od' this information can be improved might in itself be 
considered reason enough for an examination of the procedure under which 
perinatal deaths arc investigated and certified. In fhct, however, there are 
other reasons why such an examination is desirable. The law relating to the 
certification, registration and disposal of still-births has been criticised° on 
the ground that it contains weaknesses and anomalies which could have the 
effect of allowing the deaths of live-born children, possibly in suspicious 
circumstances, to be passed off as still-births. The legal definition of a still-
birth, the terms of the obligation upon persons to register a still-birth and of 
the registrar's obligation to notify the coroner of any alleged still-birth which 
he has reason to believe might have been born alive, have all been called 
into question. 

'"On the State of the Public ltcalth", Annual Report of the Chief Medical Officer 
of the Ministry of Health for the year 1966, Chapter VI page 96. 

Annual Report for 1968, paragraph 5.92. 
o See, for example, paragraphs 27-31 In the DMA Report" Deaths In the Community 

1964. 
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The legal categories of birth 

8.03 When a woman produces a human foetus there are three legally i

recognised descriptions which may be applied to it. It may be: 

(1) a live birth 
(2) a still-birth 
(3) a miscarriage 

The first and most important consideration is to decide whether or not it is a 

live birth. If it is not a live-birth it must be determined whether it is a still-

birth or a miscarriage. In deciding whether or not there has been a live 

birth there is a dual test involving a point in time (the point at which the 

child has been completely expelled from its mother) and a test for life 

(breathing or other signs of life). The law does not specify what these other 

signs of life may be. Once it has been decided that a child has not been born 

alive the second question (whether it is a still-birth or a miscarriage) is, 
determined solely by reference to the period of the child's gestation. A 

dead foetus ejected during the first 28 weeks of pregnancy is a miscarriage. 

A dead child ejected after the 28th week is a still-birth. The law relating to 

certification, registration and disposal is concerned only with live and still-

births. The Births and Deaths Registration Acts do not define a live-birth: 

the meaning of that term has to be deduced from the definition of a still-birth. 

Definition of" still-birth" 

8.04 A still-born child is defined in the Births and Deaths Registration 

Act 1953 as one which has issued after the 28th week of pregnancy and which 

does not, after complete expulsion, breathe or show any other signs of life.' 

A number of our witnesses told us that they regarded the present situation 

as unsatisfactory. They criticised the arbitrary nature of the definition of a 

still-birth 
(1) in its reference to a period of 28 weeks' gestation and 

(2) in its insistence on the need for complete expulsion from the mother. 

The "28 week rule "for gestation 

8.05 As we have seen, the importance of the 28 week rule is that it pro-

vides the point in time which distinguishes a still-birth from a miscarriage. 

If a foetus has been in the womb for 28 weeks before ejection the fact that 

there has been a delivery must be registered and the entry in the register 

must relate to a live-birth or a still-birth. The period of 28 weeks' gestation 

provides the point in time after which there is a requirement to show that a 

dead foetus was dead at birth. The law is not concerned with a dead foetus 

ejected before the expiration of this period, for there is no obligation to 
register a miscarriage; nor is there any regulation of the method of disposal. 

One or two of our witnesses pointed out that, in theory, It might be possible 

for a child born alive, but which subsequently dies or Is killed, to be passed 

off as a miscarriage by someone who would claim, if challenged, that the 

child was not born alive and that registration as a still-birth was not re-

quired because the pregnancy had been less than 28 weeks in duration. 
We were given no examples of any such occurrence and we have been unable 

Birth and Deaths Registration Act 1953, section 41. 
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to discover any for ourselves. Our conclusion is that although deception of 
this nature is theoretically possible, it is extremely unlikely. 

8.06 The period of 28 weeks' gestation is normally calculated by reference 
to the date of the woman's last menstrual period. It is well known that this 

husis for calculation is not always reliable and it is true also that a foetus may, 
in fact, be viable before the expiration of a 28 week period so calculated. 
In the light of both these facts, it was suggested to us that a period of 24 
weeks' gestation might provide a better dividing line between a miscarriage 
and a still-birth. If the period of gestation was reduced to 24 weeks, it would 
follow that any foetus ejected within this period could not be a still-birth. 
It would be a miscarriage unless it were, in fact, a living child. At the end 
of the period an ejected foetus would be either a still-birth or a live born child. 

Would a 24 week period be preferable? 

8.07 We are inclined to think that a 24 week period would be a more 
realistic one from the point of view of the viability of a child born after that 
time; but the question which we have asked ourselves is whether the ad-
vantages of introducing this new concept into a definition of a still-birth 
are sufficiently strong to balance the disadvantages that such a change would 
certainly bring. The argument in favour of a 24 week rule is that it would 
increase the protection afforded to the foetus: by reducing the period of 
gestation in the still-birth definition the risk is reduced that a live-birth 
might be disguised as a non-registrable miscarriage. But there remains the 
problem of detecting and identifying the alleged miscarriage which was in 
reality a live-birth. This problem could still arise both because of errors in 
calculations and because a child might show clear signs of life, however 

briefly, even if it were born before the end of the 24 week period. The dis-
advantages in changing the definition would not be confined to the additional 
trouble and inconvenience to the persons on whom would fall the task 
of securing the certification of a still-birth, its registration and subsequent 

disposal. The reduction of the period of gestation would have the effect of 
increasing the number of recorded still-births and this would certainly be 

to the detriment of all the work now being done with still-birth statistics -
which are of a kind where trends are more important than actual numbers. 

The argument in favour of a 24 week rule was not strongly pressed and after 
due consideration we have concluded that there is insufficient justification 

for such a radical change in the law. 

Complete expulsion" 

8.08 The existing definition of a still-birth specified, as the necessary 
reference point in time for determining whether a child is alive or dead, the 

instant at which expulsion is complete. This part of the definition was 
criticised by the BMA in their Report, " Deaths in the Community ",r 

in the following terms: 

" The law requires a new born child to have been completely extruded 
from its mother (although the umbilical cord need not have been 

severed), in addition to having shown signs of life, and to have breathed, 

'Op. cit., paragraph 27. 
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before it can be regarded as having been ' born alive'. A child which 
has not been born alive cannot, of course, die. It follows that if a child 
is destroyed while so much as a foot remains in the maternal passages, 
it cannot be homicide, even though a child may have shown signs of life 
and have breathed. " 

We did not receive any information to show recorded cases of a child being 
destroyed whilst any part of it was still in the maternal passage or any 
suggestion for specific modification of the phrase " after complete 
expulsion. " 

8.09 Some of our witnesses thought that the words referring to complete 
expulsion could simply be deleted from the definition and suggested that the 
determination of whether any dead foetus had been live- or still-born could 
depend upon the allegedly scientifically verifiable fact of whether or not it 
had breathed before dying. It was suggested that the use of this test would 
represent a move away from an arbitrary definition based on an irrelevance 
(complete expulsion) towards a recognition that what is important in deter-
mining whether or not a child was born live Is the question of whether or not 
it ever had a capacity for independent existence. The argument is superficially 
attractive, but we believe it to be unsound. 

8.10 There are two concepts involved in deciding whether or not a child 
was or was not alive at birth: viz, a point in time and a test for signs of life. 
It is necessary first to decide the point in time in relation to the birth process 
at which the test for signs of life is relevant and secondly what that test should 
be. The proponents of the argument that the only test which needs to be 
applied is a determination of whether or not a child has breathed air ap-
parently believe that this one issue can replace the two to which we have 
already referred. To make breathing the test would dispense with the reference 
point in time (which becomes the point in the birth process at which breathing 
took place). But to rely solely on the test of whether or not a child has 
breathed air is to imply that other signs of life are unimportant and we are 
not satisfied that we would be justified in accepting that a child completely. 
expelled  t rand with a heart-beat but which did not breathe from its mother  
should necessarily and invariably be regarded as still-born. It might even 
be dangerous to do so. If this were the law it would be possible for an un-
scrupulous person to make sure (either by taking action or even perhaps by 
neglecting to take action) to ensure that a child otherwise likely to survive 
the birth process did not reach the point at which it was ready to take breath. 
There would be no reference point at which his action could be judged. If 
we retain, as we believe we should, a reference in the definition of a still-birth 
to other signs of life besides breathing, it follows that we must retain also a 
point in time. Without a point in time In the definition any child issued after 
28 weeks' gestation which had shown signs of life at any stage would be. 
regarded in law as having been live-born. Every foetus which lives in the 
uterus longer than about 18 weeks will have shown recognisable signs of 
life in the uterus and a definition along these lines would mean that still-births 
as a category would completely disappear. In their place, we should have 
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miscarriages and live births only.' We doubt whether the opponents of the 
expression "after it is completely expelled" intended that their proposed 
amendment should have this effect. They may have had in mind a new 
reference point such as " the time at which the birth process starts ". Such 
a reference point would be most difficult to define, and almost any definition 
would be difficult to apply in practice. There would be problems of deter-
mining when the birth process had begun and in deciding whether, at that 
point, the child was dead or not. Such imprecision would be most undesirable 
on a matter that could have serious legal implications. 

8.11 Moreover, such a new reference point, even if acceptable for legal 
and other non-statutory purposes, would reduce the number of still-births 
and Increase the number of live births followed by very early deaths and so 
(like the proposal to reduce the period of gestation from 28 to 24 weeks, 
which would produce an apparent increase in the number of still-births) it 
would ruin the continuity of statistics which were first collected in 1926. 
After careful consideration of the risks asserted to lie behind the existing 
definition of a still birth and of the difficulties of finding a better definition, 
we have concluded that no change is called for on present evidence of actual 
or potential malpractice. 

8.12 We have concluded also that it would be quite wrong to recommend 
any blurring of the distinction between a still-birth and a death in very early 
Infancy. Although the medical causes of both events may be, and often are, 
very similar, we believe that public opinion would not tolerate a low which 
made no distinction between the death of a living child and the failure of an 
unborn foetus. 

Certification and Registration Procedure 
8.13 Registration of still-births has been compulsory since 1926.2 Under 

the present law ,° the informant is required to provide either (a) a certificate 
signed by a qualified medical practitioner or midwife who was present at the 
birth or who has examined the body or (b) a declaration that no such certificate 
can be obtained, e.g. in the absence of any qualified person. Since 1960, 
there has been a legal obligation upon a doctor or midwife who has attended P 
the birth or examined the child afterwards to give it certificate stating to the 
best of knowledge and belief the cause of death and the estimated duration of 
pregnancy. Both certificate and the declaration must confirm that the child 
was not born alive. The registrar is required' to report to the coroner any 
case where he has reason to believe that the child may have been born alive; 
the coroner decides what action should be taken in the same way as he does 
when a death is referred to him. 

8.14 For registration purposes a still-birth is treated as a birth rather than 
a death. It follows that a "qualified informant " is allowed 42 days in which 

'The possibility that a foetus which had never shown any recognisable signs of life 
night be expelled after an established period of pregnancy of morn than 28 weeks scans 
extremely remote. 

'Section 7(2) of the Births and Deaths Registration Act 1926. 
'Section II of the Births and Deaths Registration Act 1953. 
s Regulation 43. Registration of Births, Deaths and Marriages Regulations 1968. 

79 

RLIT0001858_0047 



to register the still-birth and, in theory, this lengthy interval of time might be 
expected to lesson the usefulness of a reference to the coroner by a registrar. 

But we understand that in practice it is rare for anything like six weeks to 
elapse before registration, if only because of the difficulties likely to arise 

in connection with disposal if the still-birth has not been registered. Bearing 

in mind the close involvement of doctor or midwife in the overwhelming 
majority of cases (see Table F), it seems unlikely that the extended period 
often leads to belated reference to the coroner. We appreciate that the more 

restricted list of " qualified informants" for still-birth registration (which 
again follows that for birth rather than death registration) may make it 
difficult in some cases to arrange attendance on the registrar within a week of 

the event, Nevertheless, since in our view there is much to be said in Favour 

of treating still-births and deaths occurring in early infancy in much the same 

way, we recommend that the time allowed for registering a still-birth should 
in future, be the same as the time allowed for registering a death? 

8.15 The vast majority of still-births are certified either by a doctor or 

by a midwife who was present at the birth or who afterwards examined the 
body—see table F below, 

Tuna F 

Number and percentage distribution of .nlibIrlh. by method of cerllfkation, 
1964 to 1968. England and Waist 

(Source: the Registrar General for England and Wales) 

Doct

J94

Declaration' 
or Coroner Midwife 

Not known
Year 

No. No. % No. No: '/. Taal 

1964 11.744 
13,010 

 29 0.2 
 13 0.1 

172 1 2 
171 I.2 

601 4.1 
646 4.7 

14,346 
17,841 1967 

1966 12,743  23 0.2 114 I I 533 4.0 17,247 
1967 11,832 

11,127 
 19 0.2 
 Ill 0.2 

133 I •t 
142 1 2 

524 4.2 
365 4'8 

12.528 
11,846 1968 

• Declaration by the Informant in the prescribed form to the effect that no resistors 
medical practitioner or certified midwife was present at the birth or examined the body, 
or that his or her certificate cannot be obtained and that the child was not born alive. 

8.16 We have been informed that a doctor or a certified midwife is nearly 
always in attendance at a birth so that the occasions on which a still-birth 
certificate is given solely on the basis of an examination of the body by a 
doctor or midwife not present at the birth are very rare indeed. We have 
already expressed the view (see Chapter 5 above) that it is wrong in principle 

for doctors to certify as to the fact of something of which they have no 
personal knowledge and we suggest that the same principle should apply to 
the certification of still-births. Whatever the form of certificate used (whether 
a still-birth certificate or the now certificate of perinatal death which we 
discuss in paragraphs 21-25 below) the certificate should not be given by a 
doctor or midwife who was not present at the birth. 

t See paragraph 3.09. 
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8.17 In line with our earlier recommendation as regards the obligation 
of a doctor to give a medical certificate of the fact and cause of death,' 
doctors or midwives who have attended at the birth should be obliged either 
to give a certificates or to report the still birth to the appropriate authority, 
but they should be able to give a certificate only if 

(a) 

they are confident on reasonable grounds that they can certify 
the fact and the medical cause of the still-birth with accuracy and 
precision; 

(b) there are no grounds for supposing that the still-birth was due to 
or contributed to by any employment followed at any time by the 
mother, any drug, medicine or poison, any surgical operation, any 
administration of an anaesthetic, or any other violent or unnatural 
cause; and 

(c) they know of no reason why, in the public interest, any further 
enquiry should be made into the still-birth. 

8.18 In every case where neither a doctor nor a midwife is present at the 
birth an alleged still-birth should be reported to (fie appropriate authority. 
An obligation to make this report should be placed first on any doctor or 
midwife who is called to see the body, and then on any person present at 
the moment of still-birth. It should no longer be possible for a still-birth 
to be registered on the basis of a declaration by tin informant that the child 
was not born alive. 

8.19 The registrar of births and deaths should he obliged to report a 
still-birth, or alleged still-birth, to the appropriate authority in three sets of 
circumstances, viz. 

(i) when he is unable to obtain a certificate front a doctor or midwife 
in respect of a still-birth which has been reported to him; 

(ii) when he has reason to believe that the still-birth should have been 
reported to the appropriate authority by the certifying doctor or 
midwife; and 

(iii) when it is suggested to him by any person that a certified still-birth 
may have been a live-born child. 

Recommendations at (ii) and (iii) above are, in substance, a re-statement of 
the existing law under which registrars report deaths to coroners. 

8.20 Taken together, the recommendations in the last three paragraphs 
should be sufficient to ensure that, in future, the medical causes of every still-
birth are certified either by an appropriate authority or by a doctor or midwife 
who is present at the moment of still-birth. It remains to consider the nature 
and content of the certificate and the investigation that ought to be carried 
out before such a certificate Is Issued. 

investigation and recording of causes of Infant Death 
8.21 The form of the certificate of still-birth is prescribed in the Births, 

Deaths and Marriages Regulations 1968 and a specimen is reproduced as 

'See Chapter 6 above. 
' We discuss the nature and content of this certificate In paragraphs 21-25 below. 
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Figure 3. The certificate is modelled upon the ordinary medical certificate

of the cause of death, which is, of course, used in the certification of the death 

of any child who survives the birth process, however marginally. Neither 

the certificate of still-birth nor the medical certificate of the cause of death is, 

in our view and that or a number of our witnesses, as effective as it might 

be in shedding light on the causes of infant death. It is true that the registrar 

is empowered to collect certain relevant information at the time a still-birth 

is registered, but he has no similar power in relation to infant deaths. 

8,22 Several of our witnesses drew attention to these deficiencies and 

pointed out that the causes of " death" of still-born children and of infants 

are very often the same. In the context of perinatal mortality studies, the 

exact time of death in relation to the process of birth is not significant and 

it will become less so as improved obstetric technique leads to an increase 

in the number of infants surviving for a short time alter birth. It was sug-

gested that more could be learned about the causes of infant mortality if 

standard information about still-births and deaths in early infancy could be 

obtained and the most favoured method of obtaining this information was the 

introduction of a new certificate of perinatal death. It was pointed nut 

that such a certificate could contain obstetric information about the mother 

as well as clinical information about the child, and might also include infor-

mation about duration of pregnancy. birth weight. parents' ages and previous 

live and still-born infants born to the mother—factors of particular impor-

tance in the investigation of perinatal mortality. This sort of information 

is already obtained by the registrar of 
deaths under the provisions of the 

Population Statistics Acts in respect of still-births, but not in respect of 

early infant deaths. 

8.23 The other obvious way of obtaining standard information in the case 

of deaths in early infancy is by a system of record linkage. i.e. a link between 

the birth certificate and the certificate of the fact and cause of death. But 

this would be a cumbersome process Lind unless the form of these two certi-

ficates was drastically altered they would not in themselves provide all the 

information sought by those anxious to conduct research in this field. 

There are other reasons, too, why we are disposed to make a recommendation 

in favour of the suggestion put to us for a new certificate. In the first place, 

we appreciate the logic of the argument in favour of the introduction of 

such a certificate: standard information can best be provided oil a standard 

form. Secondly, we arc aware that a perinatal death certificate has already 

been adopted in a number of countries, notably Sweden and Czechoslovakia, 

whose rates of infant mortality compare favourably with our own.' It is 

arguable that we shall not be able to match these lower rates until we show 

more curiosity about causes: the best stimulus to more detailed enquiries 

into the causes of perinatal death may be the introduction of It new certificate. 

8.24 The main difficulty in the way of introducing such a certificate is 

likely to lie in ensuring that the person who gives it is someone with personal 

knowledge of what he certifies. The doctor who is present at the death of 

an infant, especially in hospital, may not always know the details of the 
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obstetric history. The likelihood that this will be the case (i.e. that it will 
be a paediatric doctor rather than an obstetric doctor who gives the certificate) 
will increase with every day that the child lives; but this is an argument for 
restricting the length of the perinatal period for certification purposes rather 
than for abandoning the idea of a perinatal certificate. No real difficulty 
should arise if the internationally accepted period of one week after the birth 
is adopted for this purpose. This would also be the most convenient period 
for the purpose of perinatal mortality statistics, which are already compiled 
on this basis. If a seven day period is chosen, it is likely that the doctor 
responsible for Issuing the certificate of perinatal death will either himself 
know all the facts relating to the mother and to the delivery which the certi-
ficate will require or else he will be able to obtain them easily. In one or two 
countries' a longer perinatal period has been adopted, but we understand that 
for the most part the factors in a cause of death which are associated with 
delivery do not extend beyond three or four days and that it is in this period 
that the major mysteries as regards the cause of death most often arise. 
Accordingly we do not feel able to recommend the adoption of a perinatal 
period extending more than seven days after birth. 

8.25 For the future, we recommend that there should be a uniform 
procedure for investigating and certifying all perinatal deaths. The present 
still-birth certificate should be abolished (although still-births should con-
tinue to be separately identified) and the medical certificate of the cause of 
death should not be used for deaths which occur within seven days of birth. 
Both these certificates should be replaced by a certificate of perinatal death, 
which should be completed in the case of still-births and the deaths of children 
within seven days of birth. In the case of the child dead at birth (the still-
birth), the obligation to give the certificate should fall (as we proposed in 
paragraph 17 above) on any doctor or midwife present at the birth and, 
in the case of a child born alive who dies within seven days of delivery, a 
similar obligation should be placed upon the doctor who attended the child 
before death. In every case, the doctor should be a fully registered medical 
practitioner and in both cases it should be necessary for him to have inspected 
the body. In other words we are recommending that the qualification of a 
doctor to give a certificate of perinatal death should be in terms similar to 
those which we have proposed in Chapter 5, in respect of a doctor giving a 
certificate of the fact and cause of death. 

8.26 As regards the investigation of perinatal death, it is important that, 
whether the investigation Is carried out by the doctor who gives the certificate 
or by the appropriate authority, it should relate to conditions in both the 
mother and the child. The form of the certificate of perinatal death should 
help to ensure that this is so. Even when an autopsy has been performed 
on the instance of the appropriate authority, it is necessary to look also to 
maternal factors to establish the cause of death. The death of an infant may 
be directly attributable to some condition in the mother (including the um-
bilical cord or placenta) or it may be due to the manner in which the mother's 
confinement was, or was not, supervised. A finding in the baby of a condition 

In Australia, for example, the period adopted In all the states Is 28 days, 
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CERTIFICATION 

Either A or B to be completed 

A 

To the mactrtua of Bane and Deaths 

I certOr thet I have Inspected the ahove.mentloned 
death/.till-bird 

tat the .1111-birth. 
that I attended the deceased child prior to 

deat
that 1 am confident the' the cause of death 

was that recorded above; 
that 1 know of no reason why this death 

.hottld be reported to the coroner (sec list In 
casemate I). 

B 

To the COSONra 

I cartify that I have Inspected the ubovr-malbnrd 
death/tllll-birth, I am reporting this dcethal 
sdll-blrlbe became 

to neither a doctor nor a midwife were prmeol 
u the birth; 

❑ i did not attend the deceased child prior to 
dash; 

p the death might have been dos to or contri-
buted to by Ilr employment followed at soon 
Ilme by the mother. drop, medicine or 
potion or • violent or unnatural ans. i 

❑ 1 have no reran to believe that the death 
occurred dod

g
e an operation (on the motherll 

or under or
or crlrinp 

complete
of ley iecideal 

during an aeendleAl.; 

O the cause or rinumetancee make the death 
one which the Isw sequin should be reported; 

O 
the 

death
tih to 

might need so be invatlnted Is 

❑ t enact confidently Wenllh she e.... of death. 

f To be comp completed oaty In the calve of utlltblrth. 
S1 To be completed only In the cane of a live-birth.

1n the ces. of a still-birth. 

Slatted 
...............Dace ..................... ....................................................... . 

Medical ou aafiatlon. } .............. .......................................... 
Reahterd number as certified mldwace 

Address 
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such as " asphyxia " may be a consequence of several different abnormalities 
In the mother. 

8.27 When a perinatal death is reported to the appropriate authority 
In order that an autopsy may be performed to establish the cause of death, 
the examination should only rarely stop when the gross autopsy Is complete. 
Although in the case of many deaths of adults an accurate cause of death 
may be revealed at this stage, the opposite is likely to be true with a death 
in the perinatal period, where many different conditions can look the same 
to the naked eye. We are advised that, except in the case of gross develop-
mental errors, extensive specialist investigations will usually be needed. 

8.28 ideally, an autopsy on a child which has died in the perinatal period 
should be performed in a mortuary attached to a recognised hospital for 
children or hospital for women and It should be performed by a pathologist 
recognised as an expert in paediatric pathology. On grounds of practicality, 
we do not make specific recommendations to this effect, but we hope that 
the continuing development of pathology services (about which we have 
something to say in Part V or our Report) will soon enable the ideal to be 
translated into a reality. 
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PART II 

THE APPROPRIATE AUTHORITY 

CHAPTER 9 

SYSTEMS IN OTHER COUNTRIES 

Introduction 

9.01 In Part I of this Report, we recommended that doctors should be 

obliged to refer to what we have described as the " appropriate authority " 

(a) deaths which they are not " qualified " to certify (within the terms 

set out in Chapter 5); 

(b) deaths about whose medical cause they have reasonable doubt; and. 

(c) deaths occurring in other specified circumstances. 

By " appropriate authority " we have meant persons or agencies having 

independent responsibilities and powers 

(i) to establish the medical cause of death when, for whatever reason, 

the cause of death has not been certified by a medical practitioner; 

and 

(ii) to make enquiries into the circumstances in which some deaths 

occur, irrespective of whether or not the medical cause of death is 

already known. 

Expressed in this way, the functions may be viewed as distinct and separate, 

but, as we quickly came to realise, they are, and ought to be, complementary 

and mutually supporting. 

9.02 If the medical cause of every death is to be accurately ascertained and 

certified it is obvious that, for those cases in which a doctor will be unable 

to give a certificate, some adjunct to the normal procedure for certification 

will be necessary. There are bound to be many people who will not be under 

the care of a doctor when they die. There are bound to be cases where a 

doctor is not able to give a certificate either because his attendance of the 

deceased person does not satisfy the new requirements which we have recom-

mended in Chapter 5 or because he is uncertain about the correct diagnosis 

of the cause of death. The task of an appropriate authority in such circum. 

stances will sometimes be simple and straightforward, for example, when a 

death is reported to the authority because the doctor who has been treating 

the deceased person is " technically " disqualified (e.g. by lack of attendance 

within 7 days of death) from giving a certificate, but is nevertheless fully 

capable of making an accurate diagnosis of the cause of death. In other cases, 

it will be necessary for the authority to arrange for an autopsy to be carried 

out in order to establish the cause of death. Accordingly, the appropriate 

authority, however it is constituted, must have available sufficient medical 

resources to allow it to establish the cause of death accurately in difficult 

or medically complex cases. 
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9.03 There are also circumstances in which the public interest demands 
that some enquiry should be made into the circumstances in which a death 
hits occurred (the second function of the appropriate authority). There will be 
occasions, for example, when a doctor called upon to give a certificate of the 
fact and cause of death will be unable to do so because he will have decided 
that the death is in one or more of the categories which, under our proposals, 
he will be obliged to refer for further investigation into the circumstances in 
which it occurred. We have marked out this group of deaths from the rest 
because it is in these that the public interest is essentially involved in the exact 
determination of the circumstances surrounding the death. Unfortunately 
as we have observed before in Chapter 6, this group of deaths does not present 
itself as distinctively defined or, for administrative purposes, readily separable 
from the generality of all deaths. Indeed, in England and Wales, the procedure 
under which the medical cause of death is certified by doctors is an integral 
part of the arrangements for identifying those deaths which call for further 
circumstantial investigation; and the autopsies arranged by coroners in 
order to elucidate the medical causes of death which cannot be immediately 
diagnosed by an attending doctor are similarly an indispensable means of 
identifying those deaths, in which for one reason or another, there is a substan-
tial public interest. 

9.04 Because of this high degree of inter-relationship between the two 
functions of an appropriate authority, they must be properly co-ordinated. 
In England and Wales, co-ordination of a rather unusual kind has been effected 
by the evolution of responsibility for both functions within the single office 
of coroner; this is much more an accident of history than the result of any 
deliberate intent. 

9.05 It seemed to us essential that, before we made any detailed examina-
tion of the need for a reform of the office of coroner, we should try to weigh 
the advantages implicit in giving to a single "appropriate authority" the 
responsibilities defined in paragraph 1 above. The Departmental Committee of 
1936 (the Wright Committee), which concluded that the office of coroner 
should be retained, was criticised for not making sufficient study of procedures 
to force in other countries. We doubt whether this criticism was well founded. 
It is always difficult for outsiders to make comparative judgments on matters 
as complex as the operation of the legal and administrative systems of other 
countries. These are usually more flexible and less administratively tidy than 
they appear. Their merits are by no means generally agreed by those more 
closely connected with them and it is difficult for outsiders to appreciate 
their finer points. Notwithstanding these reservations, however, we felt 
that a comparative study might illuminate more clearly the strengths and 
weaknesses of the system in England and Wales and that, at the very least, it 
would allow us to see in better perspective the force of the argument put to 
us that the English coroner is an anachronism—shown to be unnecessary by 
the experience of other countries which manage to do without one. 
Accordingly, in the following paragraphs we give some account of procedures 
to some other developed countries and assess their relevance and applicability 
to the improvement of the existing arrangements in England and Wales. 
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A. The Procedure In Scotland 

The Role of the Doctor in the Certification of Death 
9.06 Until 1966, Scottish law required that the medical certificate of the 

cause of death should be provided by "the medical person who shall have 

been in attendance during the last illness and until the death of any person". 

Literal interpretation of this provision would have meant that there would 

have been many occasions on which no doctor would have been able to give 

• a certificate, e.g. when someone died suddenly after a long period of apparent 

good health. It could also have led to difficulties when a number of doctors 

were in group practice or where death occurred in a large hospital. In practice, 

however, this provision was not Interpreted literally. Instead, when a death 

- occurred in the circumstances described, a certificate was usually issued, 

amended to show that the certifying doctor had not been " in attendance" 

- but had seen the body after death. 

• 9.07 In order to make statutory provision for this procedure, the opportun-

ity was taken in the Registration of Births, Deaths and Marriages (Scotland) 

Act 1965 to change the law so that a certificate may now be given under section 

24 of that Act either by the doctor in attendance during the deceased's last 

illness or, if there was no such doctor, by any other doctor able to do so. 

Doctors no longer have to certify (or delete the certification) that "I attended 

AB . ....and can state merely that '• AB died on ... . . This has proved to be 

a convenience for doctors where, for example, a person dies at a time when 

his usual medical attendant is not available. We were informed that, in these 

• circumstances, the certificate is issued in most cases by the doctor on duty 

who has access to the deceased person's medical records and who, on the 

basis of this information and a sight of the body, can give an accurate 

certificate. 

The Role of the Registrar 
9.08 Before 1966, registrars of births, deaths and marriages were 

required to send to an official known as the procurator fiscal' particulars of 

sudden, violent, suspicious and accidental deaths, and deaths which were due to 

unknown causes. The latter included uncertified deaths. Since 1st January 

1966, in accordance with instructions given by the Registrar General under 

section 7 (5) and section 28 of the Registration of Births, Deaths and Marriages 

(Scotland) Act 1965, the registrar has been obliged to report to the procurator 

fiscal any death which falls into any one of 19 categories. This list is reproduced 

as an Annex to this chapter. 

Disposal of bodies 
9.09 The law relating to the disposal of bodies In Scotland is less strict 

than It is in England. Almost certainly geography has a lot to do with this 

In Scotland there are many inhabited areas and islands where there is tic 

resident doctor and at certain times of the year access to these areas can Ix 

difficult if not impossible. We were informed that to delay disposal of the bad) 

until it could be seen by a doctor would be in many cases impracticable. It 

r See paragraphs 12-26. 
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spite of this there is a very low percentage (3.1 per cent in 1969) of cases in 
Scotland in which the body is not seen before a certificate of cause of death is 
issued. 

9.10 While a body may be interred without registration it is unusual 
for this to be done and there are stringent statutory rules which must be 
followed to ensure that such cases come to light. When a registrar registers a 
death he issues to the informant, under section 27 of the 1965 Registration Act, 
a certificate that the death has been registered. This certificate must be handed 
to •' the person having charge of the place of interment or cremation previous 
to the interment or cremation taking place ". If a body is buried without 
such a certificate being delivered the person having charge of the place of 
Interment is obliged to notify the registrar. 

9.11 Cremation, on the other hand, cannot precede registration. The 
Cremation (Scotland) Regulations are broadly similar to those in operation 
In England and Wales: and the prescribed cremation certificates as well as a 
certificate of registration of death (or its English or Northern Ireland equiva-
lent) must be produced before a cremation can be allowed to proceed. 
Cremation in Scotland is confined to the urban areas, so that problems in 
respect of death occurring in remote areas where there is no resident doctor 
do not apply. 

The role of the procurator fiscal 
9.12 Procurators fiscal are appointed by and subject to the directions of the 

Lord Advocate, who is responsible in Scotland for the prosecution of criminal 
offences other than minor offences prosecuted in Police or Justice of the 
Peace courts. There is a procurator fiscal for each Sheriff Court district, 
charged with responsibility for prosecution of criminal offences in that area. 
Nearly all procurators fiscal are full-time officers, but in a few areas where there 
is a widespread community and small population local solicitors hold part-
time appointments. In view of the nature of his duties It is scarcely surprising 
that it is a requirement that the procurator fiscal should be legally qualified. 
He need not, however, possess any medical qualifications and normally 
looks for his medical knowledge to his specialist advisers, pre-eminently 
police surgeons, many of whom are doctors with considerable experience 
and standing in their profession. In Edinburgh, the police surgeon is the 
head of the University department of Forensic Medicine. 

9.13 The main responsibilities of the procurator fiscal are to prepare 
prosecutions in the sheriff court, to conduct those prosecutions and to prepare 
those cases which are to be prosecuted in the High Court. But it is also his 
duty to investigate tiny sudden, violent, suspicious or accidental death, or 
death from an unknown cause, which is reported to him. The basic object 
of this investigation is to establish whether or not there has been any criminality 
or possible negligence involved in a death. He is not obliged to establish the 
precise cause of death in a medical sense once the possibility of criminal 
proceedings has been ruled out. 

9.14 It is a particular feature of the enquiries conducted by the fiscal 
himself that they are conducted in private. Potential witnesses are interviewed 
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informally; they are not accompanied by legal representatives, neither are 

they on oath. They are not required to sign any statements which may be 

taken in the course of an interview and, although notes arc sometimes taken, 

these are not admissible in any subsequent proceedings, nor can they be put 

to witnesses in the course of any public inquiry. 

9.15 Responsibility for ensuring that there is opportunity for further 

enquiry into both the medical and circumstantial causes of some deaths 

falls mainly on the registrar of deaths (see paragraph 8 above). Procurators 

fiscal also receive reports from the police, who inform their local fiscal whenever 

they learn of a death which appears to be one in respect of which the procurator 

fiscal is required to conduct an investigation. Attending doctors also report 

deaths to the procurator fiscal and consult with him as to whether the circum-

stances justify them in giving medical certificates of the cause of death or 

whether the procurator fiscal is to investigate by way of independent medical 

inquiry and police enquiry into the circumstances. 

9.16 When a death has been reported to him, the procurator fiscal must 

decide whether further inquiry is necessary. If the notification has come from 

the police, (e.g. if the death was clearly the result of violence of some kind) 

the fiscal will be supplied with any statement taken in the course of the police 

investigation. The fiscal's investigation into a death in populous urban areas 

is carried out on his behalf by police o0icers who are plain clothes members 

of the local CID, seconded for duty as " sudden death officers ". In rural, 

less-populated, districts the fiscal is assisted by a local police officer. In 

addition to interviewing and taking statements from witnesses," sudden death 

officers" acting for a procurator fiscal also sometimes examine medical 

records. On the basis of all the information available to him, which almost 

invariably includes an indication of the view of relatives, the procurator 

fiscal decides whether an autopsy is necessary. 

9.17 It is common for the local police surgeon to make an external 

examination of thebody at an early stage and if, after making such an examina-

tion, considering the history of the case from preliminary police enquiry, and 

discussing the death with the doctor originally called upon to certify the death, 

the surgeon decides that death was due to natural causes, he will himself 

issue a certificate. It also sometimes happens that the fiscal asks another 

doctor who has not previously seen the deceased to examine the body with a 

view to giving a certificate of the cause of death. If a certificate can be obtained 

in this way the fiscal will probably decide that no further enquiry is necessary. 

If, on the other hand, the fiscal considers that an autopsy should be carried 

out he applies for the sheriff's authority for this. His petition to the sheriff 

indicates why he considers that an autopsy is necessary. The sheriff's authority 

is rarely refused when a petition has been presented by a procurator fiscal. 

9.18 The object of the fiscal's enquiry is not to establish the cause of death 

as such, but only to satisfy himself that it resulted from natural causes. 

However, if a desire for an autopsy is expressed by the doctors who have 

treated the deceased to establish the precise cause of death, it is usual for a 
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fiscal to indicate that he has no objection subject to the consent of the relatives 
being obtained. He does not consider it part of his duty to arrange for a 
compulsory autopsy to be performed solely to establish the precise cause of 
death in a medical sense. 

9.19 Where an autopsy is carried out for the purposes of an investigation 
by the procurator fiscal it is usually performed in a local authority public 
mortuary, but hospital mortuaries may also be used, particularly if the death 
occurred in hospital. They are performed by police surgeons as well as by 
hospital pathologists. Specialist pathologists are employed for specialist 
work. The fiscal is free to choose the practitioner whom he orders to conduct 
the examination. 

9.20 If the death is one within a category set out below, he must report 
the result of his investigation to the Crown Office. In other cases the fiscal 
concludes his inquiries whenever he is satisfied that a death was due to natural 
causes or accident and the circumstances are free from suspicion. As we 
have already noted, it often happens that a fiscal declares himself satisfied 
on this point without first seeing the results of an autopsy. Deaths which must 
be reported to the Crown Office are those: 

(I) where there are any suspicious circumstances; 

(ii) where death was caused by an accident arising out of the use of a 
vehicle; 

(iii) where the circumstances point to suicide; 

(iv) where the death was caused by an accident, poison or disease, 
notice of which is required to be given to any Government Depart-
ment or to any Inspector or other officer of n Government Depart-
ment under or in pursuance of any Act; 

(v) where the death occurred in circumstances continuance of which or 
possible recurrence of which is prejudicial to the health and safety 
of the public; 

(vi) where the death occurred in industrial employment; 

(vii) where the death occurred in any prison or police cell or where the 
deceased was in custody at the time of death; 

(viii) where death occurred under an anaesthetic, or in unusual circum-
stances or if there are features which suggest negligence; 

(ix) where death was due to gas poisoning; 

(x) where death was directly or indirectly connected with the actions 
of a third party whether or not criminal responsibility rests on 
any person; and 

(xi) where any desire has been expressed that a public inquiry should be 
held into the circumstances of the death or where the procurator 
fiscal is of the opinion that a public inquiry should be held under 
the Fatal Accidents and Sudden Deaths Inquiry (Scotland) Act 1906. 
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When the procurator fiscal submits a report of his investigations to the Cr 

Office, it is considered by one of the Advocates-Depute? If the Advot 

Depute decides that the evidence before him is insufficient or inconclu 

he may order further enquiries to be made. If he is satisfied that he 

sufficient information, he may decide that no further action is necessar; 

he may institute or instruct criminal proceedings or he may order a pi 

inquiry to be held. In the case of a death from an accident during indut 

employment, the procurator fiscal himself arranges a public Inquiry wide 

Fatal Accidents Inquiries (Scotland) Act 1995 without reference to the Ci 

Office. He makes his report after this public inquiry has been held. 

The Fatal Accidents Inquiries (Scotland) Act 1895 

9.21 If the death is one to which the 1895 Act applies the sheriff must hold 

a public inquiry. The Act applies to the death of any person engaged in 

industrial employment which is due to an accident occurring during the course 

of such employment. The procedure is that the procurator fiscal presents to 

the sheriff a petition craving that an inquiry be held into the death in question, 

The sheriff then appoints a date for the inquiry, which is held in public after 

being advertised in the Press. 

9.22 The inquiry is conducted either by the sheriff or by the sheriff 

substitute. It is held with a jury of seven and is conducted as nearly as possible 

in accordance with the ordinary procedure in a trial by jury before the Sheriff 

Court. The procurator fiscal adduces the evidence before the sheriff, having 

summoned witnesses, who can be compelled to attend and who give their 

evidence on oath. A witness cannot be compelled to give evidence which may 

incriminate himself. Interested parties (e.g relatives of the deceased, any 

trades union or friendly society of which the deceased was a member, his 

employer or an Inspector of Factories) are entitled to be present at the pro-

ceedings (or may be represented if they so desire), may adduce evidence of 

witnesses tendered by them and may address the court when all the evidence 

has been taken. The verdict at such an enquiry must be in a prescribed form 

"setting forth, so far as such particulars have been proved, when and where 

the accident and the death or deaths to which the enquiry relates took place, 

the cause or causes of such accident or death or deaths, the persons, if any, 

to whose fault or negligence the accident is attributable, the precautions, if 

any, by which it might have been avoided, any defects in the system of mode of 

working which contributed to the accident, and any other facts disclosed by 

the evidence which, in the opinion of the jury are relevant to the inquiry

This verdict may not be given in evidence or form the basis of any subsequent 

proceedings whether civil or criminal. 

The Fatal Accidents and Sudden Deaths Inquiries (Scotland) Act 1906 

9.23 Under the 1906 Act, the Lord Advocate has power to order a sheriff 

to hold a public inquiry in any case where he considers it expedient to do so 

in the public interest. Inquiries are held under this Act in a wide variety of 

circumstances, for example when serious allegations of negligence are made 

i The Crown Office comprises the Lord Advocate, the Solicitor General for Scotian, 
five Adyantel-Peppnute (known collectively as Crown Counsel) and an administrative staff 
under the Crown Agent. 
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apinst persons who are unlikely to be charged with criminal offence or when 
h appears that there is a strong desire nationally or locally for an inquiry to 
be held. A notable recent example of an inquiry held under this Act, although 
one which was scarcely typical of the majority of such inquiries, was the 
inquiry into the tragedy at the Ibrox Park football stadium. The Lord 
Advocate's power to order an inquiry under this Act is discretionary and could 
be used in almost any circumstances. In contrast to the situation in England, 
where the law makes inquests on such deaths mandatory, it is unusual for 
public inquiries to be held into suicides, road fatalities or other non-industrial 
accidents. The criterion for deciding whether or not a public inquiry should 
be held is whether or not it will serve a useful purpose. The Lord Advocate 

N not precluded from directing that a public inquiry be hold by the absence of 
a request either by the procurator fiscal or some other person that an inquiry 
should be held. 

9.24 A public inquiry under this Act Is conducted in a similar fashion to an 
Inquiry under the Act of 1895. As is the case following an inquiry under the 
1895 Act, a report as to the evidence or the actual notes of evidence given at 
such an inquiry is sent by the procurator fiscal to the Crown Office together 
with the jury's verdict and any rider or recommendation attached to it. It is 
a duty of the procurator fiscal to communicate a rider or recommendation to 
a party affected by it and to report to the Crown Office on the steps that have 
been taken to carry it out. 

9.25 it is not unusual for the relatives of the deceased to express the desire 
for a public inquiry to be held. All such requests are communicated to Crown 
Counsel, who give careful consideration to them. However, in relation to the 
number of reports to procurators fiscal, the number of public inquiries is 
small. The Procurator Fiscal of Edinburgh has been good enough to let us 
have some statistics relating to deaths reported to him in the first ten months of 
1970. Out of 981 deaths reported to him in this period, 12 (or 2.1 per cent) 
resulted in public inquiries. 14 of these were directed by the Lord Advocate 
under the 1906 Act and 6 of the 14 were road fatalities. On the other hand, 
arising out of deaths reported in the same period criminal proceedings under 
the Road Traffic Acts followed in II cases which were not the subject of 
public inquiries, and other criminal proceedings (murder or culpable homicide) 
followed in 3 cases. 

9.26 The fiscal also told us that in the same period 240 autopsies were 
carried out on warrants issued by the Sheriff on application by him. Be 
added that there were also many instances among the deaths reported to him 
where autopsies were performed privately with the consent of the relatives and 
after consultation with him. Once the possibility of crime has been ruled out, 
the procurator fiscal only rarely continues with his investigation in order to 
establish the medical cause of death with accuracy and precision. Nevertheless, 
if his investigation has disclosed a more precise medical cause of death than 
the cause which has been registered, he transmits his information to the 
Registrar General so that the latter can amend his records. 

9.27 The Scottish system of special enquiry into the causes of death places 

strong emphasis on one function of our "appropriate authority "—the 

95 

RLIT0001858_0055 



.L 

5 

investigation of possible criminality, while attaching comparatively little 
importance to the other function of establishing the precise medical cause of 
death. It is true of course that a registrar of deaths may refer a death to a fiscal 
for purely medical reasons—he must refer every " uncertified death "; but 
the practice in Scotland does not begin to approach the situation in England, 
where there is already a tendency for coroners to have reported to them any 
death the medical causes of which cannot be diagnosed by the general practi-
tioner or hospital doctor concerned without a post-mortem examination. 

9.28 There is a fundamental difference of emphasis between English and 
Scottish procedures, which arises directly from differences in law and legal 
systems. The law relating to the registration of deaths in Scotland allows a 
death to be registered on the basis of information about the medical cause 
supplied by a doctor who need have had no previous connection with the 
deceased person and who may therefore lack the knowledge that can be 
provided only by recent clinical attendance. The result is that cases coming to 
the notice of the procurator fiscal are much smaller in number than the total 
number of cases in which, suspicious circumstances apart, the true medical 
cause of death is not known with certainty or precision. Moreover, even when 
he is exercising what to him is the subsidiary function of establishing the 
medical cause of death, the procurator fiscal makes much more sparing use 
of post-mortem examinations than the coroner in England and Wales. The 
deciding factor in the procurator fiscal's decision whether or not to ask for 
an autopsy is whether or not there is any suspicion of criminality surrounding 
the death. We were informed that the slightest suspicion of criminality would 
suffice to induce him to arrange for such an examination, but that in the 
absence of that suspicion he would not order an autopsy at public expense 
against the known wishes of the next of kin simply in order to establish the 
medical cause of death more accurately. There is still a body of opinion 
unfavourable to autopsies in Scotland and the fiscal respects such opinion as far 
as he can. The fact that the autopsy rate in Scotland (i.e. the number of 
autopsies carried out as a percentage of all deaths) is significantly lower than 
in England and Wales may be seen from the table below. 

TABLE G 
Source: The Registrar General for England and Wales; the Registrar General for Scotland 

Total No. of 
Autopsy performed 

Autopsies as 
deaths 1969 under oath- 7,, of total 

only of Otherwise Total deaths 
corone[(pf. 

Scotland ... .. 63,821 2,674 7,588 10,262 16 1
EnglandandWales 579,378 116,104 42,920 159,024 27.4 

9.29 In theory it could be argued that the Scottish system achieves a 
satisfactory balance: compensating for any superficiality in the procedure 
for certifying the medical cause of death by the attention which it brings to 
bear on possible criminality. We do not think, however, that taken overall 
the Scottish procedure could provide a more satisfactory way of achieving 
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the standards already attained in England and Wales if it were adopted in 
these two countries. Still less do we believe that it could achieve actual 
Improvement either in the accuracy of certification of medical causes of death 
or in the rate of detection of other factors affecting deaths in which there is a 
strong public interest. Indeed the Scottish system does not entirely accord 
with a basic principle which we established early in our enquiries—that it is 
only when the medical cause of death is established with accuracy and pre-
cision (by autopsy, if necessary) that the possibility of crime can be com-
pletely ruled out. 

9.30 This is not to say that we have concluded that the Scottish system 
has nothing to teach us. The close association of the procurator fiscal with 
the Crown Office and the fact that the decision whether or not a public 
enquiry should he held into any death is taken centrally are features of the 
Scottish system which can do much to ensure consistency in procedure and 
The avoidance of unnecessary public enquiries. We were attracted too by the 
privacy with which the procurator fiscal was able to conduct preliminary 
enquiries of relatives and others concerned with a death. We return to these 
matters in our later consideration of proposed changes in the office of the 
coroner and in his activities. 
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R. The Medical Examiner System 

ANN®( TO CHATTER 9, A 

TYPES OF DEATH TO BE REPORTED TO PROCURATOR 
FISCAL BY REGISTRAR OF DEATHS 

(1) Any uncertified death. 
(2) Any death which was caused by an accident arising out of the use of a vehicle, 

or which was caused by an aircraft or rail accident. 

(3) Any death arising out of industrial employment, by accident, industrial disease 

or industrial poisoning. 
(4) Any death due to poisoning (coal gas, barbiturate, etc.). 

(5) Any death where the circumstances would seem to indicate suicide. 

(6) Any death where there are indications that it occurred under an anaesthetic. 

(7) Any death resulting from an accident in the home, hospital, Institution or any 

public place. 
(8) Any death following an abortion. 
(9) Any death apparently caused by neglect (e.g. malnutrition). 

(10) Any death occurring in prison or a police cell where deceased was in custody 

at the time of death. 
(11) Any death of a new-born child whose body is found. 

(12) Any death (occurring not In a house) where deceased's residence Is unknown. 

(13) Death by drowning. 
(14) Death of a child from suffocation (Including overlaying). 

(IS) Where the death occurred as the result of smallpox or typhoid. 

(16) Any death as a result of a fire or explosion. 
(17) Any sudden death. 
(18) other death duo

to 
violent, auspicious or unexplained cause. 

(19) Deaths of o 

9.31 We made enquiries about systems used in the United States, partly 
because we were aware that the office of coroner had been introduced there 
by the early colonists, partly because the Wright Committee made express 
mention of a developing use of an official called a " medical examiner"' 

9.32 About 1,851,000 deaths occur in the United States each year. The 
proportion of these which are subjected to medico-legal investigation of any 
kind varies from state to state and, indeed, between counties within the same 
state. Each state has complete freedom to adopt whatever system it chooses. 
There are a number of states which continue, in whole or in part, to operate 
a coroner's system. In some states, it is possible to find coroners and medical 
examiners who have adjacent jurisdictions. 

9.33 Although the office of coroner was brought to the United States by 
English colonists it is no longer recognisable in many areas there as the 
coroner's office of today or its 17th-century predecessor In England and Wales. 
We need not record the stages of its diverse evolution under American con-
ditions. What is chiefly characteristic of all but a few American coronerships 
Is that the appointment is political; no particular skills are required of the 
elected nominee (it may frequently happen that the coroner has scarcely any 
knowledge of either medicine or the htw)a; and the powers and duties of 
coroners vary from state to state (in some areas they have the power to order 
an autopsy only in shone cases where there is it very clear suspicion of suicide 
or homicide). Not surprisingly the value of the office of coroner in the United 
States has been strongly questioned. In l928, for example, a report of the 
American National Research Council exposed many of the weaknesses of 
the coroners' system as it then existed in many states. There has been a 
marked trend since then to replace that system by the u0kc of medical 
examiner. 

The medical examiner system in New York 

9.34 The information we collected showed that the precise features of the 
medical examiner system vary somewhat from slate to state. We decided 
therefore to concentrate our study on the system its it exists in New York City 
because this is recognised as being a particularly good example of the medical 
examiner system. We are grateful to the Commissioner of the New York 
City Police and the City's Chief Medical Examiner for the help which they 
gave us with our enquiries. 

9.35 The medical examiner system was introduced into New York City 
in 1915, following a critical investigation' of the coroner's o01ce there. The 
eoroner's offices in the live counties comprising the City were abolished and 

'God. 5010, chapter III, paragraph 57. 
'Notable exceptions arc she states of Ohio and Louldnno where the coroner, although 

still elected by popular vote, mull be medically qualified. In Son Francleco, although there 
Is no legal requirement that the coroner should be medically qualified. ii i, the Invariable 
practice for a physIcian to be appoIntel. 

' Schultz, O. T. and Morgan, L'. M: The Coroner and the Medical Examiner, Bull. Nat. 
grs. Council, No. 64; Washington DC,, July 1928. 

'Wallsldn. L. M., Report on Special Examination of the Accounts and Methods of the 
Office of Coroner in the City of New York, January 1915. 
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replaced by a single medical examiner's office, under a chief medical officer, 
Under New York City legislation a candidate for appointment as chid 
medical examiner must hold a position in the Civil Service and be it doctor of 
medicine and skilled pathologist. The appointment is made by the mayor, 
who also has the power to dismiss the examiner—subject to making known in 
advance to the Civil Service Commission his reasons for doing so and allowing 
the chief medical examiner an opportunity to give a public answer to whatevet 
criticisms are levelled against him. The chief medical examiner has the power 
to appoint and remove subordinate officers, whose numbers are governed by 
the City Budget. They include deputy chief medical examiners, associate, 
assistant and junior medical examiners, all of whom are full-time salaried 
officials with the same basic qualifications as the chief medical examinall 
There are also medical investigators (who must be licensed physicians), 
scientific experts and other officers and employees. 

9.36 Although the appointment of the chief medical examiner is made by -
the mayor (who is elected on a political platform) it is not itself a political 
appointment, and we understand that its duration is not likely to be affected by 
the successive election of mayors of difrerent political persuasions. The chief 
medical examiner is protected because the reasons for any intention to dismisi 
him have to be made known to a body which is independent of politics. As 
a result, his office is free from political pressures, and, assuming that lie is 
competent in his job, he is likely to hold his appointment for a considerable 
period and become highly proficient at his task. 

9.37 The chief medical examiner has a duty to inquire into the medical 
aspects of deaths resulting from criminal violence, by casualty, by suicide, 
suddenly when in apparent health, when unattended by a physician, in prison 
or in any suspicious or unusual manner, or where an application Is made to 
cremate.' He is required to keep complete records of his inquiries into every 
death which his office investigates. If his inquiries lead him to suspect crimin-
ality or to consider that further investigation is necessary, he is required° 
immediately to notify the appropriate district attorney, who is the official 
responsible for initiating prosecutions. When he notifies the district attorney 
he must supply the latter with copies of all the relevant Information he has 
recorded. Copies of records not sent to the district attorney can be made 
available, upon payment of a prescribed fee, to any properly interested party. 
The medical examiner's records, though not the statements which he may 
take from witnesses, are admissible in the American courts. In fact, the pro• 
vision of expert and objective evidence for use by either party in court pro-
ceedings is a recognised function of the medical examiner system. But the 
examiner has no judicial function and cannot summon a jury or hold a public 
inquiry or Inquest. 

9.36 The chief medical examiner receives reports of deaths within his 
jurisdiction from the police, the Health Department, the attending doctor or 
any citizen who may be aware of the circumstances surrounding a reportable 

' New York Clty Chan", Chapter 60, section 1720, paragraph 6. 
'mid, paragraph 7. 
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death. Citizens of New York have a duty' to report such deaths not only to 
the chief medical examiner but also to the police. Medical practitioners also 
have a duty to report deaths to the examiner's office, but their compliance is 
uneven and some simply report all deaths to the City Health Department. 
Doctors are required to send the Department a certificate of death and a 
,onfidential medical report containing an opinion us to the cause of death; 
trth documents are in a form prescribed under the Articles of the City's 
Health Code. On the basis of the information in these documents It is possible 
for the Health Department to check whether or not a body may he disposed 
,if without first having to be examined by a medical examiner. Specially 
stained clerks within the Health Department make a check which is designed 
to ensure that the chief medical examiner is notified of all deaths within his 
jurisdiction. 

9.39 As soon as is death is reported to the chief medical examiner he or 
,me of his staff of medical examiners or medical investigators must go to the 
scene of death and take charge of and examine the body. It is then his duty to 
make a full investigation of the circumstances of the death and to lake notes of 
all the relevant details. If lie considers that any objects at the scene may 
assist in the determination of the cause of death, he is empowered to take 
charge of these and, if they are portable, to deliver them to the police depart-
ment. It is the responsibility of the investigating official to decide, after 
considering the circum stances and examining the body, whether it certificate 
of death can be issued tit the scene or whether the body should he examined 
by autopsy and the death investigated further. If an autopsy is deemed to be 
necessary, it must be performed by a medical examiner and will include 
necessary histological, toxicological, serological and microbiological exami-
nations. When the death is u homicide, the autopsy must be witnessed by at 
least one other medical examiner. 

9.40 The decision whether or not to order an autopsy in any case rests 
with the chief medical examiner, but he may he sued by relatives or other 
interested persons who dispute his decision. Even when it may seem self-
evident to a medical examiner that an autopsy should be performed it some-
limes happens that bereaved relatives, who oppose it, threaten civil action; 
the possibility of such a suit his been described as an occupational hazard. 
Because the chief medical examiner is not protected from the conscqucnces 
of his decisions to conduct autopsies lie may come tinder pressure to attempt 
a diagnosis of a cause of death without autopsy. The diflcultics of trying to 
establish without autopsy the cause of it death which is sufficiently out of the 
ordinary to be referred for medico-legal investigation hove already been 
emphasised In this Report and need no further elaboration here. 

9.41 We have already noted (paragraph 37 above) that the chief medical 
examiner is required to report to the district attorney any death which may 
appear as a result of his inquiries to have been due to criminal action or about 
which there are suspicious circumstances. We are informed that the working 
relationship between the Police Department and the 011icc of the Chief 
Medical Examiner is extremely good. Although the law does not specifically 

'New York City Adminlstratfve Code, Chapter 39, pattern ph e75-1,0, 
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provide for this, there arc also, in practice, strong links between the cl 
medical examiner and other authorities in the city. For example, informal 
derived from medical examiners' investigations which indicates pons 
hazards to public health, is promptly reported to the appropriate agencies 
remedial action. There is excellent liaison, too, with the academic woi 
the Chief Medical Examiner in New York City is also Professor in the Dep ; 
ment of Forensic Medicine of the New York University School of Medic 
This relationship means that in practice the medical examiner's office can h 
the assistance of the Department in cases of special difficulty.' 

Appraisal 
9.42 The medical examiner, like the procurator fiscal, is concerned with 

both the functions of the " appropriate authority " outlined in the first few 
paragraphs in this Part of our Report. But, like the procurator fiscal, his 
enquiry into deaths from which potentially criminal causes can be rapidly 
excluded is thereafter too perfunctory to provide for us an acceptable model 
of accurate certification of the medical cause of every death. It has never been 
possible, even in New York, to produce statistics about causes of death in the 
form in which such records can be produced in England. In many cases, the 
medical examiner is doing no more than providing evidence of the fact of 
death of certain individuals which cannot be provided in any other way, 
Unlike the coroner, his jurisdiction stops well short of adequate enquiry into 
the circumstances of those deaths which are singled out for special investiga-
tion for other than purely medical reasons. Given the predominantly medical 
bias in a medical examiner's training it is not surprising that the medical 
examiner's investigation of the circumstances surrounding a death is sometimes 
not regarded as sufficiently thorough to remove public doubts and suspicions.' 
When an English coroner accepts jurisdiction over u death, he is obliged to 
certify the cause of death as well as to provide (In inquest cases) the informs• 
tion required for registration purposes. It would be impossible without a funda-
mental revision of law in fields other than death certification to translate the 
American medical examiner system to these shores. Such a revolutionary 
change is not in our view necessary. The virtues of a medical examiner 
system can be achieved in English conditions by evolutionary change from the 
existing position, 

C. European practice 
9.43 With the help of the International Criminal Police Organisation 

(INTERPOL)—for whose co-operation we arc most grateful —we were able to 

r A good working relationship with other agencies is also a feature of the medical e 
stem in other states. In Massachusetts, there Is a semi-official central medi 
,oratory which was established by combining the facilities of the Department 
edicine at Harvard Medical School with those of the State Police Laboratory. I 
thologists from the medical school respond to requests from the medical on 
sued on to them by the State Polka. In addition, one member of the Departm ent 
edicine Is a senior medical examiner in the Boston Metropolitan Area and Iv 
,mben are associate medial examiners. In Virginia. the Chief Medical Exam 
s office in the State Medical College and is professor there of legal medicine and 

'in this respect we noted the anonq criticism expressed In America of the decision taken 
a member of the medical examiners staff In Boston, Massachussettn, not to Perform an 
topsy before certifying the "use of death of Min Mary Jo Kopechno, whose body was 
covered from a submerged car which had been driven by Senator Edward Kennedy. 
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ailect and examine information about the procedures in various countries 

n investigating cases of sudden or violent death and deaths the cause of 

,hich is unknown. The information described the current law and practice 

t Austria, Belgium, Denmark, France, Greece, Italy, Norway, Portugal, 

pain, Sweden, Switzerland and West Germany. 

The systems in operation in the countries of Western Europe are all different, 

rat they have a number of common features which we identify in the next 

'ew paragraphs. 

9.44 In all European countries there is a law which provides for the 

nvestigation of those deaths about which there is proof or suspicion of 

criminality. In general, it is the duty of any citizen who is aware of the occur-

rence or circumstances of a reportable death to notify the police, with whom 

rests the initial responsibility for an investigation. In no country is there any 

provision for a public inquiry as distinct from court proceedings. 

9.45 The conduct of an initial investigation varies considerably, but it is 

usual for a specially appointed doctor and/or a policeman to examine the body 

externally and to inquire into the circumstances of the death. The object of 

the examination and the inquiry is invariably to discover whether a death is 

natural or unnatural. In most countries, an unnatural death is defined as u 

death in which criminutity is known or thought to have been it contributing 

factor it purely accidental death, e.g. from injuries as n result of it fall, which 

is regarded its an unnatural death in Englund, is not always so regarded on the 

continent. If the doctor is able to conclude as a result of his external examina-

tion of the body that depth was duo to natural causes, the investigation usually 

goes no further. But if, as a result either of the doctor's examination or the 

initial enquiries conducted by the police, it becomes evident that a crime has 

been committed, the Public Prosecutor, or his equivalent, must he notitled, 

It Is then his responsibility to decide what further action, if any, is required, 

and to institute criminal proceedings if necessary. 

9,46 Once n death has been reported to it public prosecutor the respon-

sibility for deciding the cause of death falls on him unless criminal proceedings 

are, in fact. Instituted in which case responsibility for determining she cause 

of death rests with the criminal court hearing the case. The public prosecutor 

conducts his inquiries in private and does not publish his findings. 

Medical examinations 

9.47 In several countries there are official panelh of doctors who in-

variably conduct the initial external examination of the body. These doctors 

have titles like " legal doctor " or " medical examiner ". Their main function 

is to assist the police by attempting to determine, by external medical examina-

lion, whether criminality could have contributed to a death. In some countries 

(for example, Austria) all deaths are subject to a medical examination or 

official inspection before disposal of the body can be allowed. It frequently 

happens that a body is seen offer death by more than one doctor, e.g. by an 

attending physician and subsequently by a medical examiner, and this" double 

check" may well prove useful on occasions in detecting a possible crime. In 

Denmark, examinations can, in exceptional circumstances, be performed by 
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a specially appointed layman. In cases of natural death there appears to he 
no legal requirement that the precise medical cause of death should be estab-
lished before a death is registered and disposal carried out. 

Autopsies 

9.48 It is usual for the Public Prosecutor to be informed if an examining 
doctor considers that an autopsy is needed to prove or disprove criminality 
and for the autopsy to be carried out on his authority. If an autopsy is con-
ducted to provide additional evidence for a criminal trial, the authority for it 
is sometimes given by the presiding judge or examining magistrate. In some 
countries the magistrate is present when the autopsy is performed. 

9.49 The qualifications of doctors performing autopsies appear to vary 
considerably from country to country, but some have a strict requirement that 
the autopsy must be performed by a doctor specially trained in forensic work. 
In Spain, there is a National Force of Forensic Doctors, whose members 
conduct autopsies when called upon to do so by the authorities. These 
forensic doctors may seek the assistance of Anatomic Forensic Institutes 
and Medical Forensic Clinics. Spain was the only country which claimed 
to have sufficient numbers of forensic doctors for the investigation of deaths 
where criminality was indicated. 

9.50 The number of medico-legal autopsies held as a proportion of all 
reported deaths varies considerably in the different countries. It was, however, 
abundantly clear from our enquiries that universal autopsy was the exception 
rather than the rule in European medico legal procedures. There appear to 
be two reasons for this: first, the attitude of the general public in much of 
Continental Europe does not seem to accept the necessity for an autopsy with 
the same understanding as is usually shown in England and Wales, and second, 
the legal framework in which investigations are conducted. The emphasis in 
the law on the continent is always more on the need to detect a possible crime 
in connection with a death rather than on the need to establish an accurate 
cause of death in medical terms. Consequently, the decision as to whether or 
not a death is" natural " is often taken after a doctor has merely examined 
the body externally rather than after an autopsy. The reply to the INIIRPOL 
enquiry from the Dutch police admitted that wrong conclusions had been 
drawn after such examinations and that it was not uncommon for bodies to 
be exhumed afterwards in order that full autopsies could be performed. 

Evaluation 

9.51 At least three features of the procedures in force in those countries 
about which we have information are common to almost all of them and may, 
we think, be regarded as typical. These arc: 

(I) the reliance placed on an initial external examination of the body by 
a specially appointed doctor; 

(2) the reliance on the police as the agents of enquiry in the investigation 
of the circumstances of death; 

(3) the avoidance of a specially created " appropriate authority " res-
ponsible for either the accurate certification of the medical cause of 
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death (where this is not known to an attending doctor) or the deter-
mination of the circumstantial causes of deaths in which there is a 
substantial public interest. 

We have serious reservations about these features. 

9.52 The doctor who examines externally the body of someone whose 

death has been reported for medico-legal investigation has as his objective 

the detection of signs of possible criminality. But unless he look& at the in-
formation obtained during that examination together with information about 

the recent clinical history (if any) of the deceased and the results of an autopsy, 

his chances of detecting crime are considerably reduced. Without such aids, 

he is even more likely to fail if his object is to establish the cause of death 

correctly in a medical sense. In our view, this should be the objective of every 

medico-legal investigation into a death, for, when this objective is achieved, 

society obtains the dual benefit of more accurate statistical information about 

auses of death and a greater certainty that a death to which some other person 

or extraneous circumstances has contributed will be identified. Against this 

criterion, none of the European systems which we have reviewed offer any 
advantage over that which already operates in England and Wales and which, 

however uneven in its effectiveness, maintains a measure of co-ordination of 
function not matched by any system elsewhere as far as we could judge. 

D. General conclusion 

9.53 So far as we are aware, nowhere outside England and Wales is the 

first function of the coroner (i,e. certifying the cause of death in a medical 

Sense) performed with the degree of thoroughness that can normally be ex-

pected here. In the systems which we examined the function of certifying the 
cause of those deaths reported for further investigation which did not become 

the subject of criminal proceedings was performed by the authority to whom 

the death was fi rst reported or by whom it was initially investigated, i.e. 

variously by the police, a public prosecutor or a medical examiner. If the 

inquiries resulted in criminal proceedings or a public inquiry the death was 

certified in accordance with the findings of the court of inquiry without refer-

race to the authority which had been concerned with the death at the earlier 

stage. There was thus no exact parallel with the position of the English 

coroner, who is responsible in law for the certification of every death over 

which he acceptsjurisdiction even if it is also a death in connection with which 

there are criminal proceedings. 

9.54 We believe that there are considerable advantages in a procedure 

under which all reported deaths are initially reported to the same authority: 

any attempt to place deaths in categories before they have been initially in-
vestigated (e.g. by referring some of them to the police and some to a medical 

authority of some kind or another) is likely to giverise to mistakes or anomalies. 

It is true that a certain proportion of all deaths reported under the procedure 

which we outlined in Part I of our Report will be reported for purely medical 

reasons and that the medical character of the report will be known from the 

beginning; but it may happen, as has on occasions happened in the past, that 

the result of an autopsy conducted for medical reasons will produce informa-

tion suggesting that some enquiry is called for into the circumstances in which 
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the death occurred. This is one reason why it is so important that an autopsy 

• should be held whenever a death is reported to an appropriate authority for 

anything but the most technical of reasons. Coordination between the 

" medical " and " circumstantial" investigation of a death is often most iim 

portant and this is most likely to be achieved if one person or authority h 

responsible for both kinds of investigation. 

9.55 This does not necessarily mean that the single authority should be 

equally involved in both kinds of enquiry or that he should necessarily take 

a personal part in either. Unless he were a qualified. experienced pathologist 

he would be imperfectly equipped to conduct the medical enquiries (e.g the 

autopsy) that would be necessary to establish the medical cause of death; 

unless he were a trained lawyer with some experience of public proceedings, 

he would be imperfectly equipped to conduct any public enquiry into a death. 

It would be possible for the official to whom the death was reported to take 

personal responsibility for only one of these specialist functions (or eves 

neither of them) and still remain in charge of the whole enquiry and respon. 

sible for providing a certificate based on its results. What is important is not 

that one official should be actively concerned with the detail of both kinds of 

investigation. Rather it is that one man should be responsible for both and 

that he should be accepted by the general public as being impartial in any dis• 

pute and completely free from pressures of any kind. It is difficult to find as 

official who completely meets this criterion even among the experts who have 

been suggested by some of the critics of the English coroner system as being 

better fitted to carry out a coroner's investigations. 

PART III 

THE CORONER'S PRESENT AND FUTURE RESPONSIBILITIES 

CHAPTER 10 

THE DEVELOPMENT OF THE OFFICE OF CORONER 

10.01 This chapter follows the development of the office of coroner from 

its origins to the present day. Our account of the history of the office is taken 

from several sources and is neither intended nor claimed to be authoritative. 

Its purpose is simply to give some idea of why the ollice was first Introduced 

and how the coroner came to be concerned with the duties for which he is 

now responsible. 

10.02 The office of coroner is one of the oldest known to English law. 

There is evidence of the existence of a coroner (at toast in name) as curly as the 

feign of King Alfred (871 910); but the institution of the ollice is usually dated 

from the publication of the Articles of Eyre' in 1194. the most important 

reason for the creation of the new ollice was the need for an official whose 

primary duty it would be to protect the financial interest of the Clown in 

criminal proceedings. 

9.56 Although it can be argued that factory accidents may best be investi, 10.03 Article 20 of the Articles of Eyro 1194 provided for the election by 
gated by factory inspectors, road accidents by the police (and perhaps, later, every county of three knights and one clerk its " keepers of the picas of the 

the Road Research Laboratory) and sudden deaths from unknown causes Crown -metal p)arilarunr coronas. The coroner had to be resident In the 

by pathologists, these persons may not be completely detached from the county or (later) the borough for which he wits elected, Ili% other qualifies.
circumstances or death. An accident in a factory may raise questions about lion was his wealth. The fact that lie wits required to he u knight with consider' 
the efficiency of the factory inspectorate; the police have responsibilities for elite financial resources was probably seen its it form of insurance against the 

traffic control; and a pathologist may find himself called upon to investigate possibility of misbehaviour in the event of which his sura or possessions 

the negligence of a colleague. The best interests of the public are served by could be confiscated. The county coroner took his anal of alllce before the 

inquiries into sudden deaths, or deaths from causes which remain doubtful sheriff and his tenure win for life and during good lacltaviour. Ile would, 

that are conducted under the auspices of someone who is independent of the
medical profession, of the police, and of " government" in its widest sense. 

erhowev , Inge his post automatically if he wait elected to the ollice of sherdfl 

or ve er  .l s The office of coroner wits unpaid. 
The English coroner system is all of these things and, whatever changes need 

to be made in organisation and responsibility of the system, we are in no doubt in 10.04 Originally, there were three coroners  each county, but 

that the coroner's office, as the present embodiment of the " appropriate throughout the thirteenth century numbers varied electedInbetween two and four. 

authority ", should retain its present integration of function and independence The first borough coroners were authorbed by Royal Charters in 1200. In 

of character. In Part III of this Report, we critically examine the 
corona 

the towns, too, numbers varied. In some towns only one was elected, but In
system in England and Wales and suggest what changes are necessary for iu others there were as many as four. The procedure for election varied but the
more effective functioning. lectors were always the knights and freeholders of the shire or, in the towns. 

the burgesses. Soon after the fi rst grants to boroughs, by charter, of the right 

to their own coroner, similar rights were given to or asserted by various 

"liberties" or"franchises" (i.e. areas within a county in which, for some 

purposes, the writ of a local landowner replaced that of the King). By 1300, 

1 An " eyre " wax a periodical circuit of justicer. 
r A judicial ogker who had charge of the King's forest',. 
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'1'.

there were at least 265 coroners in England and Wales, of whom well over 50 

were franchise coroners. 

10.05 Throughout the medieval period, the coroner was concerned pri-

marily with the furtherance of the King's financial interests; judicial functions 

were of secondary and, sometimes, only incidental importance—and interest 

in medical causes of death was virtually non-existent. During this period, 

the whole of the judicial system was motivated primarily by the prospect of 

securing revenue for the Crown and, sometimes, for the judges. Criminals 

paid heavily for their crimes, not only through loss of life or privileges but also 

financially. Moreover, proven criminals were not alone in suffering financial 

burdens at the hands of the medieval judiciary. The preservation of law and 

order was the responsibility of the whole population. Consequently, the fact 

that a crime had been committed implied that the men of the neighbourhood 

had failed in their duty. The judicial authorities wore therefore concerned not 

only with bringing criminals to justice but also with disciplining erring town. 

ships. Punishment meted out to towns and neighbourhoods adjudged guilty 

failing in their duty took the form of heavy fines called " amercements

10.06 The precise duties of the medieval coroner as Keeper of the King's 

Pleas at the time when the office was created have never been authoritatively 

established. The Articles of 1194 and the earliest borough charter* stated 

simply that coroners were to " keep" (i.e. to record) pleas and other matters 

pertaining to the Crown. 
Not until the second half of the thirteenth century, when Bracton wrote his 

treatise Dc Leg (bus Angliae, was there any attempt at a comprehensive 

definition of the coroner's duties. From Bracton and from the other writers 

who followed him it is possible to identify among a number of separate duties' 

the holding of inquests on dead bodies. 

10.07 As the Keeper of the King's Pleas, the coroner had no authority to 

act as a judge by trying pleas. Nevertheless. it appears that the coroner did 

often try criminal pleas, for in 1215 it was deemed necessary to include a 

provision in Magna Carta to the effect that " no sheriff, constable, coroner or 

other of our bailiffs, shall hold pleas of our Crown ". Despite Magna Carta, 

coroners continued to act as judges in criminal cases, and often conducted 

jury trials in ordinary civil pleas, sometimes in association with a sheriff. 

Inquests on dead bodies 

10.08 Most coroners' inquests were held on homicides and deaths by 

misadventure, but, from the earliest times, a coroner wns also expected to 

make enquiries when death was sudden or unexpected, when a body was found 

in the open and the cause of death was unknown and when it death occurred 

in prison. Anyone who found the body of a person whose death wns thought 

to be sudden or unnatural was obliged to raise the " hue and cry " and to 

notify the coroner. In many areas the procedure was for the person who dis• 

covered the body—" the first finder "—to inform the " four nearest neigh' 

hours ", who would notify the bailiff of the hundred, whose duty it then was 

' Other duties mentioned by these writers included hearing confessions and reccivmt 
abjurations of the realm from felons in sanctuary, hearing appeals and appeals of approves 
at the county court, keeping records or exactions and outluwries held In the county court 

and attending Inquhidorts held by the sheriff. 
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to summon the coroner. Before holding an inquest, the coroner had to view 
the body and he therefore attended the scene of death immediately he was 
summoned. Speed was important if the coroner was to have any chance of 
apprehending a suspect and it could also help to ensure the preservation of the 
Crown's financial rights, which might be lost if the body was buried or removed. 
Great importance was attached to the coroner's view of the body and it was 
the responsibility of the neighbourhood or township in which it was found to 
see that it was not interfered with before the coroner's arrival. Failure to 
summon the coroner or intentional removal or burial of a body might lead 
to the amercement of the community at the Eyre. 

10.09 Inquests were always held with juries, which were usually summoned 
by the bailiff of the hundred acting on the instructions of the coroner. Origin-
ally, the jury consisted of representatives of four or more neighbouring town-
ships, but, in the last quarter of the thirteenth century, they were usually 
joined by twelve freemen representing the hundred. Because they were familiar 
with the area in which the body was found and often with the circumstances 
surrounding death, jurors also acted as witnesses at the coroner's proceedings. 
It was usual for the jurors to go to the scene and to view the body with the 
coroner. The purpose of the view was to see if there was any evidence of 
wounding and to decide whether the death had occurred where the body was 
discovered or elsewhere. 

10.10 In cases of homicide and death by misadventure, the coroner had 
to receive "presentments of Englishry " (or, in Wales, " Welshry "). Under 
this procedure, kinsmen of the deceased had to come forward and present 
themselves to the coroner and prove their relationship to him. Failure to 
prove this relationship would mean that the hundred in which the body was 
discovered would incur the murdruna fine. The existence of this fi ne meant that 
the place of death assumed crucial importance and it was by no menns unusual 
for bodies to be moved front one hundred to another in an effort to escape the 
legal consequences of at death. The original object of this procedure wits prob-
ably to protect the Norman conquerors in an unfriendly environment. It 
remained up to and throughout the thirteenth century purely for financial 
reasons. In only it very few instances would it have been impossible to estab-
lish Englishry, but there tire many examples of the line being imposed. The 
number of fines actually increased in the second half of the thirteenth century, 
even though, In 1259, it was abolished in cases of death by misadvcnture.t 
The reason for this must have been that it wits cheaper for the kinsmen to 
contribute to the murdrum fine (as members of the hundred) rather than to 
incur the fi nancial cost of an appearance (or non-appearance) at the inquest, 
the county court and the Eyre. To the hundred, the murdrum Ono was just 
another tax. 

10.11 It was also the coroner's duty to ensure the arrest of anyone indicted 
at the inquest of homicide, or of aiding or nbetting homicide. The usual 
practice was for him to send it warrant either to the sheriff or the bailiff of 
the hundred, whose responsibility it then wns to make the arrest. At the 

' Provisions of Westminster, c. 25, conarnsed by the Statute of Marlborough (52 Henry 
Ill), c. 25. 
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inquest, the coroner also inquired where the criminals had gone or who had But during the 141h and 15th centuries, a number of changes were made in 

received them. One purpose of these inquiries was to obtain the names of the country's legal system which seriously affected the position of the office. 

more persons or townships which might be amerced at the Eyre. The general cyre, which had never been popular, fell gradually into disuse 
and had virtually disappeared by 1300. The end of the Byre made an impor-

10.12 But the coroner was not only concerned with the criminal. He also feet contribution to the decline in the status of the office of coroner. The 

had to attach (i.e. bind over to appear at the county court and the Eyre) $ fink between the coroner and the central law courts which had been an impor-

great number of people, from all of whom sureties were required. Those who tant reason for creating the office was severed. The use of the general Byre 

were regularly "attached"in this way included the persons who were present to collect forfeitures to the King held by the coroner had never been a profit-

at the death,the finders of the bodyand the fournearest neigitbours and anyont able exercise, but once it ceased it was never adequately replaced. Moreover 

who might have been aware of the circumstances surrounding the death or the decline of the pyre coincided with the rise to prominence of two now local 

who might have been guilty of neglecting his responsibilities in respect of officials, the escheator and the keeper of the peace, each of whom began to 

maintaining law and order. The process of attachment was yet another fertile assume some of the duties which had once been performed by the coroner. 

source of revenue for the Crown because, if it was decided at the Eyre that the 
10.17 The function of the escheator, who first appeared in the early 13th 

attached had, in any way, failed in their duty or if they did not appear at either
the county court or the Eyre, they would be amerced. In the case of non' I century, was originally to enquire into the lands of noblemen who had died 

appearance, the sureties were also amerced. without heirs, and effect their return to the King. lie also kept records of 

the duties he performed and had to render regular accounts to the Exchequer. 

10.13 Every coroner's jury also found itself with the duty of having to The office became a most important element in the King's fi nancial and ad-

appraise" (or value) something—usually the land and chattels of homicides miaistrative System and its holder came to be concerned with appraising and 

or suicides and those who fled after a sudden or unnatural death. Respon• raking possession of lands, chattels and deodands belonging to outlaws, 

sibility for safeguarding such items us were appraised at inquests passed to abjurora, suicides or the victims of homicides -dutics for which the coroner 

the township in which they were found and nothing was actually forfeited had once been solely responsible. The coroner sometimes made uppnsisals 

until the justices at the Eyre decided whether or not they were to he forfeited with the escheator, and sometimes separately, bill it wits the ewheator's 

to the Crown. The jury also appraised the weapon which caused the death record which wits the more important, because it was ho who had to account 

in cases of homicide and suicide and the animal or object which caused the to the Exchequer, 

death in cases of misadventure. The "thing" which caused the death in a 
10.18 9'he original role of the keeper of the peace was to assist in the 

case of misadventure was culled u dcodand and valuable possessions like pe 

cattle and horses were frequently forfeited to the Crown its deodands. Dee• na{ntenance of order. However, his peacekeeping duties were soon extended 

dands were occasionally given by the Crown to the deceased person's depen- and he wits given power to arrest and make enquiries into felonies, lie 

dants as ¢form of compensation for their loss, then become known as the justice of the pence and, as such, had power 

to" hold " as well as "keep" crown pleas. This wits one reason why the 

10.14 After an inquest, u coroner was required to make a record of his µrote became more important than the coroner, for the latter never otliciully 

proceedings, to include, where appropriate. details of amerccmcnis, lands, 1 Y d the privilege of holding pleas. The justice received sureties from 

chattels and deodands and the names of all persons whom he had attached persons bound over to keep the peace and enquired into escapes of men who 

All this information was inscribed on his roll, which was presented to the were imprisoned for felony again duties which were previously often exer-

justices at the Eyre. Both the coroner and his jury sometimes took part in the died by the coroner. lie encroached more and more upon the coroner's 

proceedings before the justices. jurisdiction, sometimes acting with him, and at other times in his place. By 

the end of the 15th century, the justices had reached a position where they 

10.15 Because of his preoccupation with what was considered (not without had control over coroners and jurisdiction over their miadeedu, 

justification) to be financial extortion, the coroner was not a popular official.  

Townships and hundreds were 
10.19 By 1500, almost the solo remaining function of any importance 

well aware of the inconvenience and financial

hardship that could follow the discovery of a possible homicide or misudven•  
pp
erformed by the 

ii these no longerrholdr 
wns the 

the sun e timp Importance ance
 of 

ntiin the
esti 

 13th
to 

 century. yC11tW Whilst 
ture in their area and it seems likely that successful attempts were often made site escheator and the justice of thepence had been busily taking over the 
to conceal dead bodies in order to avoid notifying the coroner—even though 

she Sachs duties, another serious blow as dealt to his  with the abolition 
those effecting the concealment may frequently have been innocent of causing 

,sf the murdnsm line in eri   it was lost a  
status with

to holding 
death. Although the surviving records indicate that inquests on dead bodies 

f rests. And withn  his 1340.0  
With
ing So far lot a f 

further 
 became ohodin

were frequently held throughout the thirteenthcentury in all parts of England, 
Jifiicult to persuade the coroner to carry out his duties conscientiously. 

increasingly

there must have been many deaths which escaped the coroner's attention. 

10.16 By the end of the thirteenth century, the coroner had emerged as an 10.20 Despite the efforts of the justices of the peace, crime continued to 

important official, second only to the sheriff in the hierarchy of county offices, flourish in medieval England and it great number of murderers In particular 
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must have gone unpunished. It may have been concern at the number of

homicides which led Parliament in 1487 to pass an Act' which served both 

as an inducement to the coroner to carry out his duties diligently and as a 

deterrent against his not doing so. He was to receive a fee of 13s. 4d. for 

every inquest held " upon the view of the body slain ", but if he failed to do 

so, he would be fined a sum of 100s. The fee was to be paid out of the chattel 

of the convicted felon, or out or the amercement imposed on the township 

if the felon had been allowed to escape. In 15092 a further Act was passed to'a 

deal with the coroner's fees. This made it clear that the coroner was not to 

claim a fee for holding inquests on misadventures—which he obviously had 

been doing—and was an indication that importance was no longer attached 

to the investigation of sudden deaths unless there was evidence of felonious 

violence. It is true that the same Act also required him to view the body of 

any person " slain, drowned or otherwise dead by misadventure ", but tiltI 

wording of the statute suggests that the purpose of the view was to allow alai 

body to be afterwards buried, not that it should form the basis of any judicial

inquiry. 

10.21 It was not until 17513 that action was taken to improve the status 

of the office of coroner, which had in the meantime continued to exist ins 

moribund state. It was acknowledged that the remuneration provided by the 

Act of 1487 was inadequate reward for the general tasks expected of n coronet 

and the Act of 1751 increased this by providing that he should receive a for 

of 20s. and travelling expenses of 9d. per mile in respect of will inquests 

"duly held ". The new fees were to be paid out of the county rate, by order 

of the Justices of the Peace, and they were to be in addition to the fee of 

13s. 4d. prescribed in the Act of 1487. The Act of 1751 was probably s 

genuine attempt to restore some dignity and purpose to the office. Tk1 

increased fee was an encouragement to the coroner to perform all his dutia' 

with diligence and integrity and another provision in the Act sought to regulate 

the coroner's conduct by providing that a coroner could be removed from 

office by a court which convicted him of "extortion, or wilful neglect of hit 

duty, or misdemeanour in his office ". 

10.23 But if some of the justices were hostile to the idea of the coroner 
Investigating any but the most obviously violent deaths, support for a very 
different view of his functions and responsibilities came from those who were 
anxious to achieve an improvement in the existing machinery for collecting 
and recording accurate statistical information about mortality in this country. 
Two Acts of Parliament passed in 1836 provide evidence of this concern. 
The first was the Births and Deaths Registration Act (already referred to in 
Chapter 2), which provided for the registration of every death occurring in 
England and Wales and which placed certain specific duties on coroners as 
well as on other persons in some way connected with a death. The occupier 
of a house in which a death occurred was obliged to notify the registrar of the 
district within 5 days of the death and a coroner wits obliged to notify the 
registrar of bodies " found exposed " which were reported to him, slating the 
place where the body was found. The registrar was also to be informed 
within 8 days of a death of any registrable particulars concerning the death. 
either by a person present at the death or by a coroner after an inquest, 
depending upon the circumstances of the death. Burial of a body wits per-
mitted upon receipt of a registrar's certificate or a coroner's order for burial 
given after an inquest had been opened. Burial prior to the issue of either 
document was lawful provided the registrar was notified of the fact within 
7 days of the burial taking place by the person carrying it out. Failure to give 
such notification wits win offence liable to a £10 fi ne. 

10.24 The second piece of legislation in 1836 wax tin Act to provide for the 
Attendance and Remuneration of Medical Witnesses at C'oroner's Inquests.' 
The Act gave the coroner a specific power to order a medical practitioner to 
attend an inquest and to perform an autopsy, if he wits not satisfied Ilml the 
cause ofdcath had been established. The inquest jury was empowered to require 
the coroner to secure the attendance of tiny other medical practitioner if a 
majority of then were dissatisfied with the evidence its to the cmue of death 
submitted by the original medical witness, This second medical witness could 
also be ordered to perform an autopsy, even if one had already been carried 
out. The fees of the medical wit aesses were to be paid from the funds col-
lected for the relief of the poor. The effect of the Registration Act passed in 

10.22 But instead of providing a basis for a reformed coroner? service 1836 was to cituse many more cases ol'sudden death to be reported to coroners 
the Act caused a series of disputes between the coroners and the judicIal and because of the other Act passed in that year the accuracy of the medical 
authorities which were to continue for more than 100 years. The argunienb Information supplied to registrars was also improved. 
arose because of differences of opinion as to what constituted a "duly held" 

inquest. The reasons for the different interpretations of a coroner's duties b 

relation to dead bodies can be attributed, at least in part, to the lack of ash 10.25 In 1837 tin Act"' was passed to provide that coroners should be en. 

clarification of his duties in the years immediately after the ofhice of corona titled by law to claim all reasonable expenses for inquests, anti not simply 

was instituted, which led to confusion and misreporting by early historian lees for medical witnesses. 'the expenses were to be met from the County 

The eighteenth and nineteenth century justices on the whole took the vimi Rate or, in the towns, front the Borough Fund. 'Ibis meant that the justices 

that the coroner was never intended to enquire into sudden deaths unless 
then) and the Town Councils were again given the power to examine the coroners 

was manifest evidence of violence, whilst the coroners contended that 
thee' on oath as to their accounts, while the coroner wits obliged to settle the ex• 

jurisdiction was to include all sudden and unexplained deaths. The justics penses of all witnesses at (lie end of the inquest. In the knowledge that the 

were able to give practical effect to their view of the law by refusing to pay tar aum which he had already paid out might ultimately he held to he inadntissahle, 

coroner? fees for inquests which they considered were not " duly held ", the coroner was in ionic areas positively discouraged from holding an inquest 

'3 Henry VII. C. 2. 
1 Henry VIII, c. 7. 
25 George B. C. 29. 
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'6 sail? William IV, c. 59. 
'I Victoria, A. era. 
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except when there was obvious evidence of felonious violence. In those areas 

in which the justices took a" strict" line on the legality of coroners' inquests 
they were able, in effect, to dictate the circumstances in which the poles 
(who had become a chief source of notifications) should report deaths to the 
coroner. This attitude was attacked regularly in Reports issued by the Regis 

trar General in the middle years of the last century. The Registrar General 
pointed out that the situation in some areas was such that murders could ge 
undetected and he stressed the importance of medical evidence at coroner's 
inquests on sudden deaths. The Registrar General's crusade for the comity 

coroner's independence of the justices gained some valuable support with the I~ 

founding in 1846 of the Coroner's Society of England and Wales. 

10.26 However, it was not until 1860, when the County Coroners Act was 
passed to provide that county coroners should be paid by salary rather than 

by fee, that county coroners achieved a degree of independence. Even thei 

the justices still retained a measure of control in that they had to agree a 
salary with the coroner; but the coroner was given a right to appeal to the 
Home Secretary if agreement could not be reached between himself and ON 
justices. The justices also retained their control over the coroner's expense 
in relation to holding inquests.

10.27 Almost as important as the passing of the 1860 Act was the Report 
of a parliamentary select committee on coroners' in the same year. It recant• 
mended that the coroner's jurisdiction to hold the inquest should embrace 
every case of violent or unnatural death, sudden death where the cause was 
unknown and any death where, though the death wits apparently natural 
reasonable suspicion of criminality existed. After 1860 the numbers d 
inquests rose sharply, but it was not until 27 years later that the recommends-

Lions of the select committee were implemented in the Coroners Act of 1887. 

10.28 The 1887 Act was a watershed in the development of the office Of 
coroner. In consolidating the law relating to coroners, which remains the 
statutory basis of the law today, the Act confirmed that the emphasis was ne
longer to be on protecting the financial interests of the Realm, but rather oil 
providing a service for the Investigation of both the cause of and the circum• 
stances surrounding deaths, for the eventual benefit of the community as a 
whole.' The coroner's interest in medical causes of death grew gradually 
as a result of the ever increasing demand of the registration system, which, 

as it developed, required more precise information on mortality, and is 
answer to increasing public concern at the possibility that murder might be 

concealed. 

House of Commons Reports from Committees, 1860, 16th Volume. 
• Over the years. a number of Acts had been passed which effectively reduced the coroner'l 

functions as protector of the king's finances. The nuudrurn fine was abollslwd In 1346 
Forfeiture of a suspected felon's goods was abolished in 1483 by "Act Act for hailing d 

10.29 The 1887 Act repealed many of the old statutes referring to the 
coroner and abolished some of his original duties.' But the 1887 Act did not 
completely deprive the coroner of his financial interests, for it was still his 
duty to enquire into treasure trove, Moreover the coroner retained his duty 
of acting in the place of the sheriff on occasions, for example, when the sheriff 
was a party to legal proceedings and therefore unable to act in his official 
capacity. But the Act made it perfectly clear that the coroner's chief function 
was to be the holding of inquests on dead bodies. In accordance with the 
recommendations of the 1860 select committee, the Act provided that: 

" where a coroner is informed that the dead body of a person is lying 
within his jurisdiction, and there is reasonable cause to suspect that such 
person has died either a violent or an unnatural death, or has died in 
prison, or in such place or under such circumstances us to require an 
inquest in pursuance of any Act, the coroner, whether the cruse of death 
arose in his jurisdiction or not, shall, as soon as practicable, issue his 
warrant for summoning not less than twelve nor mare than twenty-three 
good and lawful men to appear before him at a specified time and place, 
there to inquire usjurors touching the death of such person as aforesaid. " 

10.30 A year later the Local Government Act of 1888 broke the only 
remaining links between the coroners and the justices by transferring to the 
counties the justices' powers to agree with the coroners the amount of their 
salaries and to control the payment of coroners' fees, allowances and dis-
bursements. The Act also abolished the election of coroners by the freeholders 
of the county and instead provided that coroners should be appointed by the 
county or borough council to it county or district within a county. 

10.31 The coroner had at last gained sufficient powers and authority to 
enable him to perform his duties efficiently, but there wits no liability upon 
anyone to notify him of death which fell within his jurisdiction. The days 
when fines were levied upon people or communities for failing to raise the 
hue and cry had Tong since paused and the coroner had to rely upon people 
notifying him on a voluntary basis. The registrars of deaths from time to lime 
Informed him of deaths where suspicious facts had emerged during the 
registration process, and, its we have seen in Chapter 2, their obligation to 
report deaths to the coroner was clarified in the instructions issued by the 
Registrar General in 1885. 

10.32 By 1901, coroners were being notified of about 60,000 deaths 
a year—a figure representing about 10 per cent of all deaths in England 
and Wales at that time, But in almost a third of Ileac cases, no inquests were 
held. As the coroner had no authority to order an autopsy unless he also 
held an inquest, these deaths were registered without further medical 
investigation. Figures published by the Registrar General In the previous 
year' show that in about 7,500 of the cases in which coroners declined to 
hold an inquest the deaths were eventually registered as " uncertified ". 

Persons sucpectedofrclony". Thepractice orappraising or forfeiting deodands and chattek 
adjudged to have caused deaths was considered to be unreasonable and Inconvenient and L Section 44 of the 
was • olished by an Act of 1846. The forreiturc of the goods and chattels of suicides and of royal fish nor wr
convicted felons survived until 1870. when it was abolished by on Act of Parliament shall not Inquire of l 
Outlawry in civil proceedings was abollshed in 1879, but In criminal proceedings, not until manslaughter, nor can 
1938. Registrar (tenant 
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Act: " A coroner shall not take pleas of the Crown nor hold inquests 
k nor of felonies except rclunles on inqulshlotn of tkath; and he 

ha goods of such as by the Inquest are found yuilty of murder or 
se Item to be valued and delivcral to lite township •'. 
62nd Annual Report, 1'100, 
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10.33. As we have seen in Chapter 2, the registration of uncertified deaths 

was the subject of several committees and petitions to Parliament throughout 

the first decade of the 20th century. The Select Committee on Coroners, 

which reported in 1910, saw the value of a coroner's enquiry which stopped 

short of the holding of an inquest. The Committee recommended that "in 

every case in which a medical certificate is not given the death ought to be 

reported to the coroner. It does not follow that the coroner would hold an 

inquest, but he ought to be informed of every uncertified death, for the purpose 

of making enquiry ". They also recommended that a coroner " should, 

without holding an inquest, have power to order and pay for a post-mortem 

in cases of sudden death where the cause is unknown and there is no reason 

to suspect that the death is unnatural or violent ". The practice of coroners in 

reporting to the registrar that they did not intend to hold inquests was wel-

comed by the Registrar General. By 1911—and possibly earlier—the General 

Register Office was issuing coroners with forms which contained a space for 

them to indicate their intention not to hold inquests. The availability of these 

forms is probably one reason for the increase in the numbers of deaths 

reported which were disposed of in this way (see Appendix 2). 

10.34 During the early years of this century the coroner maintained a 

strong interest in the criminal aspects of sudden deaths and as late as 1910, 

the select committee had encouraged the use of the inquest as a means of 
obtaining information about crimes. But, by now, the police were fully 

competent to accept the principal responsibility for investigating and prosecut-

ing homicides. This situation was given statutory recognition in the Coroners 

(Amendment) Act of 1926. 

10.35 The Act reduced the coroner's interest in the detection of crime, but, 

at the same time, it extended his concern with the accuracy of the certification 

of the medical cause of death. Several important reforms Introduced by the 

Act had been recommended by the 1910 select committee. Among these were 

the procedure whereby the coroner was empowered to order an autopsy 

without having to proceed to an Inquest in cases where death was due to 

natural causes; the abolition of franchise coronerships; and the payment of 

borough coroners by salary instead of by fees in the same way as county 

coroners. Other important features of the Act included an obligation on a 

coroner to adjourn his inquest in cases where someone had been charged with 

the murder, manslaughter or infanticide of the deceased; a provision that 

county and borough coroners might appoint assistant deputy coroners; a 

new requirement that future holders of the ollice should have medical or 

legal qualifications, with not less than 5 years standing within their profession; 

a provision allowing a coroner to sit without a Jury in cases of suicides and 

most kinds of non-traffic accidents; the introduction of a superannuation 

scheme for county and borough coroners after not less than 5 years' service; 

and a provision giving the Lord Chancellor power to make comprehensive 

rules of practice concerning the procedure in coroners' courts and concerning 

autopsy examinations. 

10.36 The 1926 legislation did not lead immediately ton reduction in the 

numbers of inquests held. The explanation for this was an increase in the 
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numbers of deaths reported to coroners, which was in itself no doubt partly 
due to the tightening up of the registration procedures consequent upon the 
Births and Deaths Registration Act of the same year. During the next ten 
years, the numbers of deaths reported rose by about 10,000 and, whilst the 
number of inquests remained fairly constant, the numbers of deaths which the 
coroner disposed of after autopsy without proceeding to an inquest rose to a 
number almost equal to the increase in reported deaths. After the second 
World War, however, the effect of the new procedure was more apparent. 
By 1969, nearly 70 per cent of all deaths reported to coroners were disposed 
of in this way. The numbers of inquests held has fallen dramatically. In fact, 
there are now considerably fewer inquests held than in 1901, when the number 
of cases reported to the coroner was only half that of today. The effects of the 
1926 Act on inquests are illustrated in more detail in Appendix 2. 

10.37 In 1935, following widespread criticism of the manner in which some 
recent inquests had been conducted, a Departmental Committee under the 
chairmanship of Lord Wright was appointed to inquire into the law and 
practice relating to coroners. The Committee's report, published in 1936, 
showed a marked change of emphasis from that of its predecessor in 1910. 
The 1910 Committee had been very much concerned to enhance the utility of 
the inquest as a means of obtaining information about crimes. The chief 
concern of the Wright Committee appears to have been to lessen the damage 
to persons' reputations occasioned by the rigour of some coroners' enquiries. 
To this end, the Committee recommended: 

(i) that the number of coroners should be reduced; 
(ii) that only barristers or solicitors should be appointed; 
(iii) that the duty of the coroner's jury to determine whether any person 

was guilty ormurder, manslaughter or infanticide, and the duty of the 
coroner to commit a person thus named for trial, should be abolished; 

(iv) that coroners should be required to adjourn their inquest if requested 
to do so by n chief officer of police on the grounds that he was 
considering whether to proceed for an indictable offence in respect 
of the death; and 

(v) that in cases of .suicide, the verdict of felo de .re should be abolished, 
Press reports should be restricted. and no enquiry should be made 
into that state of mind of the deceased except in order to throw light 
on the question whether he took his own life. 

The Committee also recommended the establishment of a statutory Rules 
Committee to draw up rules to govern coroners' procedure, subject to the 
approval of the Lord Chancellor and the Home Secretary, and of a Disciplinary 
Committee to consider complaints about coroners. 

10.38 There has been no major legislation on the subject of coroners 
since 1926, and consequently those of the Wright Committee's recommenda-
tions which required to be enacted in legislation have not been put Into 
effect. In fact, not until 1950 was any action at all taken in respect of the 
Committee's recommendations. In that year a Rules Committee, under the 
chairmanship of Sir Austin Jones, sat to compile a set of draft hales. The 
Committee was an advisory and not, as the Wright Committee had 
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recommended, a statutory body. The Rules were finally made in 1953 out 

the powers granted to the Lord Chancellor by the 1926 Act. They represent 

the first attempt by Government to establish some uniformity of practice 

coroners' courts practice and paid particular attention to proceedings 

court. In 1952, a circular letter from the Home Office drew the attention 

those local authorities having the power to appoint coroners to the raze 

mendation of the Wright Committee that administrative action should 

taken to reduce the number of small coronerships. 

10,39 Nearly 800 years after its introduction, the office of coroner sdf 

exists and is again under scrutiny. In the succeeding chapters we examine 

the practicality and desirability of the various suggestions for changes in tlu 

nature of the office and of the coroner's powers, duties and activities which 

have been put to us. We do so against the background of a description oldie 

existing situation. 
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CHRONOLOGICAL LIST OF ACTS AND EVENTS AFFECTING 
THE OFFICE OF CORONER 

1194 Articles of Eyre (Institution of Office) 
about 1300 End of the Eyre (by disuse) 

14871 
Acts authorising fees for coroners 1509 f 

1751 An Act to authorise increased fees for coroners and to regulate 
coroners' conduct 

1836 The Births and Deaths Registration Act (deaths to be notified 
to the registrar) 

1836 An Act to provide for the Attendance and Remuneration of 
medical witnesses at Inquests 

1837 An Act authorising coroners to claim till reasonable expenses for 
inquests 

1860 The County Coroners Act (county coroners to be paid a salary) 
1887 An Act to consolidate the law relating to coroners (the statutory 

basis of the law today) 
Local Government Act 1888 (provided that coroners should be 

appointed by County or Borough Councils) 
1910 Report of Select Committee on Coroners 
1926 Coroners (Amendment) Act 
1936 Report of Departmental Committee (under the Chairmanship of 

Lord Wright) 
1953 Coroners Rules 
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CHAPTER 11 

THE OFFICE OF CORONER TODAY 

11.01 In the previous chapter, we have traced the evolution of the office of

coroner from its earliest days as an important element in a primitive system (S 

of tax collection, through a period in which the coroner was primarily as 

investigator of all kinds of violent or suspicious death, to the present day, 

in which he carries out a wide variety of functions, some of which could never 

have been envisaged in 1187. What is a coroner? "A coroner is an indepen• 

dent judicial officer who is solely responsible, subject to the requirements of 

the law, for the conduct of his duties. " This sentence has been for many 

years an essential ingredient of almost every official statement made on the 

subject of coroners. it forms a convenient starting point for a discussion of 

the nature of the coroner's office today. 

11.02 (a) The coroner is " Independent ". A coroner is independent of 

both local and central government. He is appointed for life and paid by a 

local authority which thereafter has no control over any of his actions whether 

administrative or judicial. No Minister has the right to give him directions, 

call him to account, or review his decisions. 

(b) He is a "Judicial officer ". A coroner is a judicial officer because d 

has the power, and in some cases the duty, to preside over court proceedings-

called inquests. It is the function of an inquest, as it is of several other legal 

proceedings, to record a legal conclusion in the form of a verdict. When it 

court, a coroner has some of the powers of a judge or magistrate, e.g. he 

may commit someone for contempt of court and his statements in court an 

privileged. 

(c) "Solely responsible ". A coroner is solely responsible for his oval 

proceedings in the obvious sense that he sits by himself; but he also take 

his own decisions and cannot be directed by any authority, except the Higl 

Court. 

(d) " Subject to the requirements of the law ". The coroner has wide power, 

but his freedom of action is limited by the law. The Coroners' Acts 1887 and 

1926 are, in the main, enabling and permissive in character; procedure 

(more particularly inquest procedure) is governed by the Coroners Rules 

1953. The Rules contain some mandatory requirements (e.g that every inquest 

must be held in public) and some restrictions of scope (e.g. that the proceeding) 

and evidence at an inquest should be directed solely to ascertaining certain 

defined matters or that no verdict should be expressed in such a way as to 

appear to determine any question of civil liability). The Rules also contais 

protection for individuals (e.g. a provision that no witness should be obliged 

to give an answer tending to Incriminate himself and an entitlement for at

"properly interested person" to examine any witness at an inquest). 

(e) The "conduct of his duties". The coroner's duties are contained in IM 

law which we have mentioned in the previous paragraph. The efect of the 
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Coroners' Acts 1887 and 1926 is that a coroner has a duty to hold an inquest 
In certain defined circumstances and that in other circumstances he has a 
discretion whether or not to proceed in this way (see Chapter 13). Once a 
case has been put upon enquiry, a coroner's principal duty is to establish the 
cause of death and he has a wide range of discretionary powers to help him 
do this. 

The balance of his responsibilities 
11.03 It is not difficult to see why the foregoing description of a coroner 

has from time to time provoked rather than answered questions about the 
office. There have been those who have felt that the coroner should be open 
+a rebuke or censure by some central authority, that his discretion is too wide 
.nd his powers too absolute for a local official. What is often lost sight of in 
comment of this kind is the changed character and emphasis of the greater 
part of the coroner's work In recent years. 

11.04 Some idea of the changes which have taken place in the development 
,.f coroners' work over the last 70 years or so can be obtained from Appendices 
t and 4, which contain statistics of coroners' work since 1901. It will be noted 
that the total number of deaths reported to coroners has more than doubled 
.n this 70 year period, but the number of Inquests held has fallen by nearly 
nme-third. The tendency for this first figure to rise and for the second to fall, 
tegnrdless of minor fluctuations in the total number of deaths in each year, 
n firmly established and Is well illustrated in Table II below, which summarises 
the figures for the last 10 years, 

Tenn It 
Deaths Reported to Caren, 1960-1%9 

Showing numbers or post•morlem eanminntiom and Inquetb 
(Source: Coroners' returns to the I tome Office) 

Year 
No. of 

registered 
death, 

No. or 
death, re- 
ported to 
coroner, 

No Inquest 
with without 
p.m. p.m. 

Inquest 
with without 
p.m. pan. 

Total No. 
of 

p.ms 

1960 526,268 101,079 37,841 16,933 21,4% 4,809 79,337 
1961 551,752 101,667 62,329 13,162 22,229 3,947 84,558 
1962 557,836 106,756 66,589 13.314 23,417 3,466 90,006 
1963 572,868 113,001 72,443 13,245 24.179 3,134 96,622 
1964 534,737 109,844 70,826 11,924 24,639 2,455 95,465 
1965 549,379 116,267 76,604 12,639 24,914 2,110 101,518 
1966 563,624 117,438 77,826 12,734 24,593 1,963 102,719 
1967 542,519 117,935 79,364 12.964 23.918 1,689 103,282 
1968 576,754 124,420 85,870 13,927 23,407 1,216 209,277 
1969 579,178 131,639 92,003 14,506 24,101 1,029 116.104 

11.05 These figures taken together with those in Table I (page 122] (which 
acts out the principal causes of death certified by coroners in 1968 and 1969) 
are sufficient to establish beyond doubt that the main function of the coroner 
n now to establish the medical cause of death in a wide variety of situations, 
t,w of which have anything to do with crime or suspicious circumstances. 
the holding of inquests on the bodies of persons who have died violent or 
annatural deaths remains, of course, u valuable feature of coroners' work, 
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TABU I talent or unnatural. Although there has been no change in the law defining 
Causes of Deaths, as Certified by Coroners, 1968 and 1969 I those deaths which are properly the subject of a coroner's enquiries, a situation 
Source: The Registrar General for England and Wales I has gradually come about in which almost all deaths of which the causes are 

not known, or which are in serious doubt, have come to be regarded as deaths 
• Cause 1968 1969 which should be reported to a coroner. The tendency for this situation to 
• 

Enteritis and other diarrhoeal diseases ... ... ... ... 301 320 j emerge was probably much strengthened by the fact that, even before 1926, 

• Tuberculosis of respiratory system ... ... ... ... ... 389 318 Other tuberculosis, including late effects ... ... ... ... 
Loroners did not hold inquests on every death reported to them. A substantial 

disposed inquest
Meningococcal infection 10 64 proportion was of after preliminary enquiries without an —
Syphilis

 
Its ve  ... ... ... ... 66 77 6 method of disposal which was known even before the end of the 19th p 

•
and 

parasitic 
se 

... ... ... ... 216 215 other Infective eml All 
her in 

5,503 5,859 ontury as the "Pink Form " procedure. In some at least of these cases a 
Malignant neoplasms 

... diseases 

Benign neoplasms and neoplasms of unspecified nature... ,,, 284 271 post-mortem examination was held before the coroner signified that he had 
• Diabetes meilitus .. ... ... .,. ... 385 445 no further interest in the death, although, in the absence of any express 

Avltaminoses and other nutritional deficiency ... ... ... 133 126 authority for a coroner to arrange for such autopsies to be performed, it is 
Anaemia, ... ... ... ... .•• ••• ••• "' lie 112 Meningitis not known how they were financed. The 1926 Act put this procedure on a 
Active rheumatic fever ... ... ... ... ... ... 

1,913 'vgular footing by providing that a coroner could conclude his enquiries 
• 1,636 Chronic rheumatic heart disease ... ... ... ••• ... 1,656 2,636 -tits a death which appeared to be a sudden death the cause of which was Ischac is he rdtsds 40,791 42,943 ... ... ... ... ...  heart disease

heartdisease
inkown if, after a post-mortem examination, he was satisfied that the death 

forms 
... ... ... ... 

^• 6.029 6,259
669 2304 Other  of Other was not violent or unnatural. One result of the ] 92G legislation was a consider-

- 

ise se . 
C fluenn vnscular disease ... ... ... ... ••. •.. 328 620 this increase in the numbers of deaths reported to coroners; and it seems not 

• 
Influenza ... ... ... ... ... ... ... •.. 5,330 5,607 Pneumonia ,.treasonable to conclude that thegrant to coroners of apower to certif   Y 
Bronchitis, emphysema and asthma ... ... ... ... 5,013 5,550 

1,258 1,350 ,he cause of death after a formal enquiry which in no way touched on the Q YPeptic ulcer . . ... ... ... ... ... ... ... 
Appendicitis .. I. 12t arcumstances of the death or the possibility of violence, but instead established 
Intestinal obstruction and hernia ... ... ... ... ... 

]02 
479 the medical cause of death with greater certainty, may have led to the situation 

Cirrhosis of liver .. ... ... ... ... ... ..• 
200 177 m which it wits thought reasonable for a coroner to enquire Into any death . Nephritis and npr staterosls ... ... ... ... ... "' 211 192 Hyperpinsin of prostate ... ... ... ... ,a which there was doubt about the cause. 

Abortion ... ...  33 
Other complications of pregnancy, childbirth and the puerperlum.

D
 

106 87 mention of complication..  ... ... •^ 11.07 Another significant factor in the rise in the number of deaths 
r - 

ngenery 
anomalies
w al 

Congenital  ... ... i.. ... .. 948 1,046 
labour anoxic and hypoxle 

sported to coroners may have been the simultaneous growth of pathological 
Birth Injury, 

u 
and other 

190 194 facilities in England and Wales. It seems prima facie quite likely that the ..difficult.
... 37 66 conditions

ccauses mortality
conditions 

... ... ... ...Other oms  of ll-rin .aereased availability of facilities for establishing the medical cause of death net 
Symptoms and ill-daflnod  ... ... ... ... 143 137 

11,146 16,670 with reasonable certainly has drawn attention to doubts about the causes of 
All other diseases .. ... ... ... ... ... ... 
Motor accidents 6,339 6.616 Mane deaths which would previously have been certified without an autopsy.  y vehicle 
All other accidents .. ... .. ... ... ... ... 10,331 10,924 We do not suggest that there has been any general use of coroners simply as an 

, ~ Suicide and self-inflicted 4,583 4,325 injuries..  ... ... ... ••• ••• 1,374 1,696 agency for the performance of more autopsies—although this may have 
All other external  ... ... ... ... ... ..• causes happened from time to time in particular places. What cannot be denied, 

however, is that the coroners system has provided a comparatively simple 

but in terms simply of work-load it is over-shadowed by the less dramaticbet procedure for arranging an autopsy and that it has provided a fee for the 

•'' 

tis 

to-day more important task of certifying the medical cause of death performance of that examination. The coincidence of these factors and the 
.. perhaps 

balance of the coroner's functions has changed gradually, almost imp growth in pathological facilities may therefore have been at least partly
The 
ceptibly, over the years, but recognition that it has changed is crucial to act taaponsible for the rise in the number of deaths reported to coroners and for

consideration of how the coroner should work in future. It is interestia$ the predominantly medical nature of the enquiries which followed. Whatever 
the reasons for the transformation, the coroner is no longer simply the P Y 

'` and perhaps not unprofitable, to speculate on how this present situation his • judicial officer " of the definition quoted in paragraph 11.01. 
come about. 

p v.; 
11.06 As we have seen (in Chapter 10), the general duty to hold an inquest ►aAltc opinion and coroners 

imposed by the Act of 1887, was confined to violent or unnatural deaths a 11.08 As the desire to establish accurate causes of death grows and the 
1 " sudden deaths the cause of which was unknown. It seems likely that" sudde .amber of deaths reported to coroners annually goes on rising steadily, 

death " was at first thought to have a flavour of violence, for unnatusd more and more people find themselves coming into contact with the coroner's • _ 
death and sudden deaths where the cause of death was not known well procedures. We concluded that it might help our enquiries and our appraisal 
probably originally investigated in order to establish whether or not they well 4 we could ascertain the views and experience of a representative sample of the 
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public at large. We believed that the public could make a real contributiq~J 

to our report, not only by answering particular questions but also by pos 

problems which might not otherwise be evident to us. It seemed to us t 

the best way of discovering the views of a substantial number of members 

the public was to commission some special research. Two separate survey) 

were carried out on our behalf. The first (by National Opinion Polls Limited) 

took a random sample of persons above the age of 16 in England and Wald 

and asked a number of questions designed to elicit knowledge of, and general 

attitudes towards, coroners. The respondents in the second enquiry (carried 

out by Sales Research Services Limited) were all persons who had had direct 

experience of coroners' investigations following the death of a relative a 

friend. 

dud no opinion to give. Only 67 respondents (or 4 per cent) said that they 

would object under these circumstances and of these about one-fifth offered 

so reason for their objection. The main reasons which were offered were 

emotional ones, for example, that dead bodies should not be subjected to the 

procedures involved in autopsy. The respondents showed slightly less 

readiness to accept the necessity for a post-mortem examination if the reason 

for it was to assist medical research rather than to establish the cause of 

death, but even so, 80 per cent said that they would not object. The survey 

also indicated that there was more objection to an autopsy on the body of a 

child than to one of an elderly person. 

Survey by National Opinion Polls Limited 

11.09 Nearly all the 1825 respondents in the MOP enquiry had heard of the 

coroner and most knew that he was concerned with an investigation t0~ 

establish the cause of death. Respondents were asked to describe the circum' 

stances in which deaths might be reported to a coroner and their repUs 

indicated a widely held belief that he was concerned mainly with violent ce 

suspicious deaths. The connotations of violent or suspicious death whirl 

evidently attach to the coroner in the public mind 
ere 

also 
t 

soeapparent in 
 i oft 

replies to a question asking respondents to suggest w

coroner ought to be. Three-quarters of the respondents with knowledge of the 

coroner suggested that one of his functions should be to discover whether 

anyone was responsible for the death. 

11.10 Comments about the way in which the coroner
o o

was thought to 
o 

conduct his enquiries were usually quite favourable, particularly  o 

who had been personally involved in such enquiries. 75 per cent d 

those with direct knowledge of coroners thought that coroners had a good 

understanding of people and were sympathetic; and 89 per cant of this same 

group were agreed that coroners were fair minded and had a good sense d 

justice. As part of the survey several test statements in which coroners wen 

described in unfavourable terms were mentioned to all respondents: those 

which found most support were those alleging unnecessary critical commentl 

by coroners and suggesting that they intruded too much into private grist 

These criticisms were each mentioned by about one-quarter of all respondents, 

11.11 The more remote was the respondent's source of information about 

the coroner, the less favourable was the impression gained of him. Of those 

who had heard about the coroner from friends or relations, 75 per cent had 

formed a favourable impression, whilst of those who had read newspape 

reports about coroners, 67 per cent were similarly impressed. 

11.12 The survey showed a general disposition to accept the necessit) 

for and value of autopsy. About 80 per cent of all respondents said that they 

knew what happened at a post-mortem examination. Ninety-four per cent 

said ot 
being carri 

out on a relative tclose 
 the would 

tif the cause of death was unknown. 
ject to n post-mortem examination

furrther 3 per cans 
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11.13 A large majority (82 per cent) of all respondents said that they were 

satisfied the coroner did his job well and only 8 per cent of these were unable 

to give reasons to support their statements. Only 35 out of the total of 1825 

respondents expressed the view that the coroner did not do his job well. 

the reasons offered for this opinion were diverse, but the greatest support 

to respondents) was for an assertion that coroners were " not qualified 

enough ". One hundred and forty two respondents suggested improvements 

m the coroners service, the majority relating to coroners' qualifications, 

selection for of ice and general powers. They did not add to the suggestions 

which we had already obtained from the evidence of our witnesses. 

Survey by Sales Research Services Limited 

11.14 All of the 564 respondents in the SRS enquiry had some direct 

recent experience of a death that had been reported to a coroner. In 290 

cases, coroners had held an inquest and the remaining 274 deuths had been 

certified after an autopsy only. Respondents were divided into 3 groups, 

drawn respectively from Greater London, conurbations outside London and 

county districts. All were asked to recall their experiences in relation to the 

procedures which followed the death of a near relative or friend. In doing so, 

they inevitably drew attention to the practices of Individual coroners and their 

officers. 

11.15 The results of the survey indicated that relatives who were involved 

with coroners' enquiries were usually satisfied with the manner in which these 

enquiries had been conducted and with the consideration which they received 

during the course of these enquiries. The majority of persons interviewed 

accepted that the coroner's enquiries were necessary. Although sometimes 

distressed by the procedures, they accepted also the need for an identification 

of the body, an autopsy and an inquest. Several said that they were glad that 

there had been an enquiry and were grateful for the information which it 

provided for them. Understandably, most people were concerned that the 

enquiry should be over as quickly as possible, but there seemed to be a general 

feeling that the coroner had completed his proceedings with the minimum of 

delay. Very little objection wits expressed to press publicity; Indeed a few 

respondents said that they were glad of It. Both coroners and their officers 

were often said to have " gone beyond their official duty in being kind and 

helpful ". This comment was particularly prevalent in the Greater London 

area, where in nearly half of all cases advice was given about making funeral 

arrangements. In a number of instances, the coroner's officers actually 
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made the funeral arrangements on behalf of the relatives. This form of 

assistance was also given fairly often in the county districts, but to a markedly 

lesser extent in the conurbations outside London. 

11.16 The main criticisms of coroners' procedure which emerged from 

this survey can be summarised as follows: 

(1) delays in funeral arrangements as a consequence of a coroner's 

enquiries; 

(ii) distress caused by the need to identify a body; 

(iii) the fact of the autopsy; 

(iv) inadequacy in the physical arrangements for the inquest (e.g. 

accommodation); 

(v) doubts about the conduct or the outcome of the enquiry; 

(vi) delays in the completion of the enquiry or in learning of the cause of 

death. 

(i) Delays In funeral arrangements 

11.17 The survey showed that funerals had usually taken place within 

7 days of death (75 per cent of all inquest cases and 92 per cent of all post-

mortem cases fell into this category). Long delays were more frequent in 

Greater London than elsewhere. Complaints about delays as a result of the 

coroners' enquiries were made by about one-third of all respondents—the 

majority of these relating to delays caused by inquests. But less than one had 

of those who claimed that funerals had been delayed said that they had been 

in any way upset by this fact. Only 5o respondents were said to be very upset; 

but in one half of these cases the funeral was held within 4-7 days of death. 

It appeared that people had widely differing views on what constituted a delay; 

the majority of the people who stated that the funeral was not delayed had 

arranged for the funeral to be held between 4 and 7 days after death, i.e. the 

same period which was considered by others to have caused great distress. 

We have discussed future arrangements for the issue of disposal certificate@ 

by coroners in Chapter 28. 

(ii) Distress caused by Identification procedures 

11.18 The survey revealed that coroners' practice in asking persons to 

identify bodies varied considerably in different parts of the country. Is 

Greater London, for example, less than half of all identifications for inquest 

purposes were performed by relatives or close friends of the deceased, but the 

proportion of identifications carried out by these persons rose to about 7$ 

per cent as an average for the rest of the country. Where an inquest was to be 

held, the body had been identified about twice as often by a man as by a 

woman. On the other hand, in autopsy cases identifications were performed 

almost equally by men and women. The majority of identifications took plan 

in hospital mortuaries, but if inquest cases are taken as a separate category 

the most frequent place for identification was a public mortuary, often attached 

to the coroner's court. 

11.19 Although less than half of all respondents had any very stronl 

feelings on this matter, about a quarter of the respondents in inquest cases said 
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that they would rather not have to identify a body of a close relative. About 
a half of this number objected strongly in autopsy cases. We took particular 
note of the fact that, of all those persons who had identified bodies, two-thirds 
were upset by having to do so. However, very few respondents thought that 
anything could be done to ease their distress and most of them attached some 
importantce to identification of a body by a close relative. There was little 
support for the view that identification was an unimportant or unnecessary 
procedure. We have more to say about the procedure for identifying bodies 
in Chapter 15 below. 

(iii) The autopsy 

11.20 On average less than one quarter of all respondents were upset by 
the fact of the autopsy—a few were unaware that one had been carried out. 
the autopsy seemed to cause most distress if the deceased had been fairly 
young or if the death had been caused by an accident. The proportion of all 
respondents claiming to have been distressed by the autopsy was never very 
high-27 per cent of all respondents in the county districts and rather less in 
London and other conurbations. The great majority of all respondents who 
were aware that an autopsy had taken place considered that it was right that 
there should have been one. 

I L21 Most people were informed by the coroner's ollicer that an autopsy 
would have to be performed, but of those who claimed that they were not 
told (19 per cent of respondents in inquest cases and 12 per cent in autopsy 
cases), only a tiny minority were upset that it was carried out without their 
knowledge or, in some cases, without their consent. The manner in which 
people were informed about the autopsy seems to have mattered a good deal 
to some of the respondents. The fuller or more sympathetic the explanation the 
less distress was caused. About half of all respondents thought that there 
should be a right for relatives to refuse consent to a post-mortem if the cause 
of death was known, or If a doctor had been in attendance before death, or 
,fdeath had been expected. 

11.22 As with the NOP random survey, we were a little surprised to find 
such a widespread acceptance of the need for autopsies, but we noted that 
acceptance was more grudging when bereaved relatives were particularly 
upset. We noted also that the coroner (or his officer) could do much to case 
this distress for relatives by the manner in which he explained the need for 
autopsies. 

(iv) Inadequacy in Inquest arrangements 

11.23 The survey showed that nearly all inquests were attended by relatives 
of the deceased and that there wits comparatively little dissatisfaction with 
the period of notice given of the timing of the inquests. 

11.24 In the majority of cases in Greater London and in the conurbations, 
the inquest was held in the coroner's court or office. In the county districts, 
however, slightly more than half took place in other places. Police stations 
appear to have been the most popular alternative venue, but others included 
magistrates' courts, town halls and hospital rooms. 
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11.25 More than half of all respondents complained about having to

before the inquest began and nearly 40 per cent said that they had waited for 

over 15 minutes. The worst area in this respect was Greater London, where 

44 per cent of all respondents waited 15 minutes or more. 

11.26 About half of all persons kept waiting were accommodated in waiting 

or witness rooms and this proportion was as high as two-thirds in Greater 

London. Otherwise people had to wait in the court room itself, in corridors, 

outside buildings or, very rarely, In a room with a dead body. Respondents 

expressed a strong preference for proper waiting rooms. 

11.27 One-third of all respondents who had to await their turn listene4j 

to other cases which preceded theirs. Although a few thought this an interest' 

ing experience and others claimed to have been unconcerned by it, most 

would have preferred not to have been present and some were very upset by, 

the experience. 

11.28 Over two-thirds of all persons who attended inquests said that others 

had been present while their own cases were being heard. More than one-third 

of these were distressed or annoyed by this, and we noted that this attitude was 

more apparent when the death was due to natural causes or suicide. 

11.29 The survey provided indisputable evidence of the need for improve- 

ments in the arrangements for inquests, particularly in respect of timing and 

accommodation. Accommodation problems were clearly more pressing is 

the county districts, where coroners often made a practice of holding inquests 

in several different places in order to cut down travelling time for relatives 

and witnesses. The assortment of buildings in use in the county areas were 

rarely suitable for holding inquests. 

11.30 We make recommendations about the timing of inquests in 

Chapter 15 below and discuss the future provision of accommodation for 

coroners (including inquest accommodation) in Chapter 21 below. 

(v) The conduct and outcome of the enquiry 

11.31 The survey revealed that it was usual for relatives to give evidence 

at an inquest, although in approximately one case in 10 a relative was said 

to have been excused attendance because of the upset it would have caused 

or because of ill health. 

11.32 There seems to have been fairly general satisfaction with the way in 

which inquests were conducted. Of those who gave evidence only 4 per cent 

thought that the coroner was unkind or inconsiderate. The few complaints 

that were made against coroners alleged impatience, rudeness, prejudice or a 

failure to carry an enquiry to its logical end. However, there were other 

complaints not directed at the coroner personally. Over one in 10 of all per-

sons who attended inquests claimed to have difficulty in understanding all that 

was said and a few could not hear properly. Most significantly nearly one 

in four felt that they had not been free to ask questions—even though, as 

properly interested persons ", they had a legal right to do so. One in live of 

128 

all respondents disagreed with some part of the conclusions of the inquest, 
most noticeably in cases where death was due to a road accident where 
responsibility for the accident was disputed. Other major reasons for dis-
agreement arose from a belief that the investigation was not thorough enough 

or that medical negligence or inefficiency were not properly brought out, 

On a few occasions the medical cause of death was not accepted as being 

correct. 

11.33 Respondents were almost equally divided on whether or not an 

inquest or autopsy had provided any new important information. Many were 
glad to have learned the exact cause of death and others the reasons for the 

death. Respondents were about equally divided on the question of whether 

or not they fell better knowing the results of the inquest. 

11.34 A very valuable feature of this survey of the attitude of relatives to 

the inquest was to emphasize the aced for the personal qualities of patience, 
understanding, and sympathy in those holding the office of coroner. It also 
demonstrated that there was, unfortunately, an all too prevalent lack of 
communication between coroners and interested parties and a failure by 

some coroners to ensure that witnesses and other interested parties understood 
all that was said and done during the course of their enquiries. 

(vi) Delays in the completion of enquiries and in learning of the cause of 
death 

11.35 Most people thought that the coroner's enquiry had been completed 

as quickly an possible, although. as we have already noted in paragraph 11.17 

above, there were complaints in relation to delays in funeral arrangements. 

We return to this subject in Chapter IS below, where we look in more detail 

at the evidence provided by the SRS survey. 

11.36 Less than half of all the respondents in the inquest cases believed that 

they had been told of the cause of death at the inquest. Most claimed that they 
had been informed on another occasion by the coroner or his officer (many 
respondents did not appreciate the difference between these two persons). 

Other sources from which relatives learned of the cause or death included 

doctors (about 20 per cent) and the registrar's certificate (about 10 per cent). 
Where the coroner's enquiry had ceased after an autopsy relatives Usually 
learned of the death from their own doctor or from the " death certificate " 
(a copy of the entry in the death register given to them by the Registrar). 
Although there were few complaints that there had been unnecessary delay 

in the notification of the cause of death there was a fairly prevalent lack of 
understanding of the medical terms used. In inquest cases. 15 per cent were 
uncertain about some of the information they were given and this proportion 
rose to 27 per cent in autopsy cases. A satisfactory explanation was more likely 

to be given if the death had been certified after autopsy only and If the explana-
tion had been given by the deceased person's own doctor. 

Variations in the procedure adopted by different coroners 

11.37 The evidence of our surveys shows unmistakably that there is a wide 
variation in coroners' practice, for example, as regards communication with 
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relatives, the venue and timing of inquests and the amount of work delegated 

to subordinate officers. These facts are amply confirmed by the Work Study 

of the Coroners' Officer—an exercise to which we have already referred in out 

General Introduction and which we consider in more detail in Chapter 21 

below. There is also wide and inexplicable variation of frequency in the use 

individual coroners make of the autopsy—a point strikingly illustrated by 

coroners' annual returns to the Home Officer. Whereas one coroner may choose 

to order post-mortem examinations in the case of every death reported to 

him, another may do so on less than half of all occasions. 

11.38 Since the impact of coroners on individuals and society is irregular, 

fleeting and often at second hand, there is no easy way of judging what the 

communities they serve or coroners themselves make of the way in which the 

"coroners' service" operates today. But our two surveys, the Work Study 

of the Coroners' Officer, the evidence of our witnesses and our personal 

observations have all contributed to the formation of a general impression 

which it may be convenient for us to state here. 

11.39 First, the very concept or coroners constituting a "coroners' 

service " is not well established. The coroner today is still an isolated indi-

vidual. He is isolated to some extent by the independence of his role, but also 

by the chance circumstances in which individual deaths may from time to 

time create a focus of common interest between his office and a local hospital, 

a local doctor, the police, the local health authority or other local services. 

He is isolated too by the limitation of his resources; his staff are usually 

borrowed (from the police or local authority) and may therefore hold a dual 

loyalty; and a widespread lack of adequate accommodation means that few 

coroners can feel fi rmly established in their own offices. The fact that coroners 

have no strong links with a local or central authority can only add to this 

general feeling of isolation. 

11.40 Secondly, not many coroners appear to have a clear idea of their 

role in contemporary society. Most are content to 'S take death as it comes": 

many have standing instructions for their subordinates to order automatic 

post-mortem examinations when a death is reported to them; others find 

themselves personally involved in an enquiry only on those comparatively few 

occasions on which it is now necessary for inquests to be held. We suspect 

that few have fully perceived their changed role in society and see their prime 

task for what it is: the furnishing of accurate medical causes of death to the 

Registrar General together with tie identification of potential health hazards 

and other possible sources of danger or fatal injury. Today, the rAlc of the 

coroner as an investigator of crimes against the person has become it relatively 

insignificant one. 

11.41 As we have noted, the evidence of our surveys Indicates a fairly 

general, if necessarily subjective, view that there is not much wrong with the 

' Coroners are required to Indicate the number or deaths reported to them. the number 
of autoplies  the number of Inquest. ct 
from these returnsr  for thethe year

 on 
r1969, showingdthe n mbers of autopsies 

held. re 
opsies  held by dlfent 

coroners, Is reproduced in Appendix 3. 
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coroners' system today. Much the same impression emerged from the evidence 
of our witnesses. This consensus would have been more convincing to us if 
our witnesses had shown more awareness of the variations in practice and 
standards and of the lack of co-ordination in the framework of law and 
administration in which coroners have to operate. Our own assessment is 
less favourable. The law is flexible, but only because it is archaic and exiguous. 
The coroner can determine his own " style" and method because he is 
independent and largely beyond challenge. He can respond to local circum-
stances becuase lie has no clear responsibility at large. These are important 
advantages; but they have another side to them. Flexibility can, and plainly 
does, lead to variations in standards as well as in procedures. The fact that 
there are so many coroners with small jurisdictions means that sometimes 
their resources, in human as well as in physical terms, are too limited for them 
to provide the kind of service that the public receives as a matter of course 
in some of the larger jurisdictions. independence, too, has its cost. 11 may 
mean that a coroner is left without much needed supervision or guidance in 
particularly difficult enquiries. It certainly means that a coroner cannot, 
as a matter of course, look to a local or central authority with responsibility 
for providing him with resources or advice on operational standards. 

11,42 We are satisfied that revolutionary change is not called for. At the 
same time we are strongly in favour of it speeding-up or those evolutionary 
changes which are already taking place in the general orientation of purpose 
and performance of coroners. We discuss the nature of these changes In more 
detail in the chapter that follow. 
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CHAPTER 12 

THE REPORTING OF DEATHS TO CORONERS 

12.01 We have made reference before both to the haphazard growth of the 

law and the high degree of interdependence between procedures relating to the 

investigation, certification and registration of deaths. Nowhere are these 

features more apparent than in relation to the reporting of deaths to coroners, 

a 

Present position 
12.02 The provisions of 

thesummarised 
law

arelating 
o the reporting of deaths 

to some '• authority" may be rmn

(I) There is no duty on members of the public to report any death to 

the police. 

(it) There is a statutory duty on a variety of likely informants to inform 

the registrar when a death takes place in a house or in the open or a 

dead body is found but the place of death is not known.' 

(iii) There is a duty on the registrar to inform the coroner of a death 

in a number of different circumstances.° 
 about the 

(iv) There is an obligation at common law on 
" any person

deceased" to give immediate notice to the coroner of circumstances 

requiring the holding of an inquest (but this presumes that such a 

person knows what are the circumstances that require the holding 

of an inquest). 

(v) There is no duty on doctors to report any death to the police or, 

unless the doctor is a "Peron about the deceased" (see (iv)), to 

the coroner. 

(vi) There Is a statutory duty on governors of prisons and persons in 

charge of other institutions to report to a coroner the death of s 

person in their charge.3

12.03 These provisions do not add up to any coherent code and 3st l 

suspect that the general public is largely ignorant of their existence. Although 

the coroner has a clear duty' to take action when he has knowledge of 11 

"violent or unnatural death or a sudden death the cause of which is unknown", 

only registrars of deaths and the persons in charge of certain institutions haves 

clear duty to bring a death to his attention. We have already proposed what 

we consider will be a substantial
i meryr o

gent 
le of the doctor

 this on. In 
 in the p a fter e 

above we have recog P 

SeettoatI le and 17 of eg Births and Deaths Registration Act 1953. 

• Regulation 51 ole the Registration of Births. Deaths and 
Rule 

21t2) Regulations 1968. 

s See, for example, Rule ti (2) of the prison Rules 1964. Rule  
Approved 

of the tbnml Rule 

191977' 
 Rule 20 of the 
and Ruk 20 of thetRemand Home Rules 1939. 

Rule 46 of the Approval School Rule 

Section  3, Coroners Act 1887. 
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ting deaths and we have recommended that a new statutory obliga-

tion should be placed upon him. We proposed that, depending on the particu-

lar circumstances doctors should for the first time be obliged either to give a 

medical certificate of the fact and cause of death or to report deaths to an 

"appropriate authority "(now identified as the coroner). In our consideration 

of the circumstances in which a doctor should not give a medical certificate 

of the fact and cause of death---even if he was" qualified " to give a certificate 

in accordance with our new definition and satisfied that he knew the cause of 

death—we introduced the concept of the public interest. We concluded that 

a doctor should have an obligation to consider the public interest in an indivi-

dual death and that he should be required to have regard to this in 
both a 

particular and a general sense. It will be convenient to repeat the terms of 

our earlier recommendation at this point. We recommended that: 

"a fully registered medical practitioner who has attended a deceased 

person within seven days of his death and who has inspected the body 

after death should be obliged either to give a certificate or to report the 

death for further investigation; but that he should issue a certificate 

only if: 
(a) he is confident on reasonable grounds that he can certify the 

medical cause of death with accuracy and precision; 

(b) there arc no grounds for supposing that the death was due to or 
contributed to by any employment followed at any time by the 
deceased, any drug, medicine or poison, or any violent or 
unnatural cause; 

(c) he has no reason to believe that the death occurred during an 
operation or under or prior to complete recovery from an 
anaesthetic or arising out of any incident during an anaesthetic; 

(d) the cause or circumstances do not make the death one which 
the law requires should be reported to the appropriate authority; 

(e) he knows of no reason why in the public interest any further 
enquiry should be made into the death ". 

In framing this recommendation, we were conscious that we were getting 

near to defining " reportable deaths " and we believe that, translated into 

practice, our recommendation should in itself be sufficient to ensure that most, 

if not all, deaths which we believe should be reported to coroners, will in 

future be reported by doctors. There arc comparatively few deaths which 

are not brought to the attention of a doctor soon after they occur or are dis-

covered. In short, we believe that we have already formulated the central 

core of a system of reporting. It is now our task to consider how far that 

system of reporting needs to be supplemented or strengthened either by 

placing obligations on other persons or by defining new categories of report-

able deaths. 

12.04 A point worth making nt the start or this consideration is that we live 

in a society in which the deaths of individuals rarely pass unnoticed or without 

comment. Our instinctive and continuing need to our own and other people's 

physical well-being is a constant stimulus to curiosity about the causes and 

circumstances of deaths. '[hat curiosity is in itself a safeguard against the 
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concealment of abuses, for when the facts are uncertain or suspicions are 

aroused, it is quickly transformed by a sense of moral duty or professional 

ethics into the first steps towards an appropriate enquiry. Thus it is that 

doctors frequently report deaths direct to the coroner without reference to the 

registrar, and that doctors and members of the public alert the police when they 

come upon evidence of foul play. When society acts instinctively in this way 

it would be as absurd as it is unnecessary to suggest replacing the present 

untidy set of provisions by elaborate rules designed to ensure that, in all 

foreseeable common circumstances, everyone who observes or has information 

about the death which merits investigation by the police or a coroner, knows 
• what he must do and Is statutorily required to do it. 

12.05 Nevertheless, for reasons which we shall explain in the following 

paragraphs, we do not think that the general law (as distinct from the law 

relating specifically to doctors called upon to certify the fact and cause of 

death) should be left exactly as it is. We believe that there are some deaths 

in which the public interest is so great that a report to the coroner should be 

mandatory whatever the circumstances in which they occur. In reaching this 

conclusion, we have been influenced by principles already in the existing law, 

by the evidence of our witnesses and, to a large extent, by our appreciation of 

the undoubted public concern that exists in relation to certain deaths—

especially those which occur in an institutional setting. There is a real and 

growing public interest in the welfare of persons who in life are for one reason 

or another cut off from the main stream of society; this interest extends into 

concern about the procedures for enquiring Into and certifying the causes of 

their deaths. We can only speculate on the reasons for this. Partly it may be 

due to greater public sensitivity to the operation of public services of all 

kinds, partly to greater insistence on private rights and public duties. Partly, 

too, it may simply reflect widespread demands for different kinds of indepen-

dent enquiry into maladministration. But whatever are the reasons for it, 

we are convinced from our evidence and personal observations that there is 

undoubted public concern about the possibility that certain deaths in an 

institutional setting may not always be properly investigated and certified. 

That concern seems to be especially strong in relation to those deaths that 

occur without, so to speak, some curious and articulate bystander, besides 

the doctor and those responsible for the care of the dead person, being ready 

to bring to attention unexplained matters about the death. We have great 

sympathy with public sentiment on these issues and we have therefore tried, 

at all stages of this part of our review, to pay due regard to it in reaching our 

conclusions. 

Persons deprived of their liberty 

12.06 A good example of a person living " outside society "is someone who 

is either temporarily or permanently deprived of his liberty by the deliberate, 

but lawful, actions of other persons. To a greater or lesser degree, any 

individual in this situation is, or may be, denied those normal everyday 

contacts with friends or relatives " in society" that might ordinarily lead to 

a report of a suspicious death to a coroner, We believe that it is in the interests 

of the persons detained, the interests of their relatives and, indeed, the Interests 

of those in charge of the places in which such persons are confined, that the 

134 

deaths of those whose freedon is restricted by society should be reported to the 
coroner as a matter of law. These deaths touch the public interest to such an 
extent as to leave no room for discretion on the part of the institution authori-
ties or the institution doctor whether or not to report their deaths to the 
coroner. Generally, the existing law already reflects this point of view. The 
persons in charge of prison service establishments, similar institutions main-
tained by the armed forces, approved schools and remand homes are all 
required to report the deaths of inmates to the coroner. But the law puts 
no corresponding obligation on a police officer to report to the coroner the 
death of a person in police custody or on a person in charge of a psychiatric 
hospital to report the death of a person compulsorily detained there. 

12.07 In practical terms this fi rst omission is not very Important. As a 
matter of practice, despite the absence of any legal obligation, the death of a 
person in police custody is always reported to a coroner and although we 
have decided to recommend that, in future, there should be a statutory 
obligation on the officer in charge of a police station to report such a death, 
we must emphasise that we do so only because we think it right in principle 
to be consistent in this matter. 

12.08 The absence of tiny obligation to report the death of it patient 
compulsorily detained in a psychiatric hospital is of much greater practical 
significance. Before the coming into force of the Mental Health Act 1959, 
the law required all deaths of patients in hospitals for the mentally disordered 
(whether or not they were compulsorily detained there) to be reported to it 

coroner. This situation was reviewed by the Royal Commission on Mental 
Illness and Mental Deficiency which reported in 1957.' The Royal Commission 
made a recommendation in the following terms: 

" At present the death of any temporary or certified patient, any patient 
detained under sections 20 or 21A of the Lunacy Act 1890 and any 
patient in a mental deficiency hospital or certified institution or under 
guardianship has to be reported to the coroner. We do not consider this 
necessary. The practice in relation to patients who die In psychiatric 
hospitals in future should be the same as for patients dying in other 
hospitals or at home; there should be an obligation to report the death 
to the coroner only in circumstances requiring the holding of an inquest 
or enquiry, i.e. where there are suspicious circumstances or when the 
death is sudden and the cause unknown." 

This recommendation was accepted by the Government of the day and imple-
mented in the ' Mental Health Act 1959. Since that date, the deaths of 
psychiatric patients, whether or not they are compulsorily detained, have been 
reported to coroners only when there were such circumstances as would 
require the notification of any other death. 

12.09 We appreciate, and indeed sympathise with, the thinking which we 
believe lay behind this recommendation, but we were somewhat disappointed 

' Cmnd. 169(1957). 
° Paragraph 486 of the Commission's Report. 
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not to find in the Commission's Report any indication that consideration had 

been given to the desirability of making a distinction between the deaths of 

patients who were or who were not compulsorily detained. We admit that 

this dismay, 
and 

 

sometimes be an artificial 

often do, share the same conditions as patients who are not 
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legal
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is 
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fact. 

We 
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been confined under its own rules. As regards patients in psychiatric hospitals, 

the "rules" are contained in Parts IV and V of the Mental Health Act 

1959. Part IV relates to detention on the recommendation of doctors and 

Part V provides the authority by which criminal courts and the Home 

Secretary may make orders and directions authorising the detention of a 

patient. We were informed that in 1969 approximately 7 per cent of all 

patients in psychiatric hospitals were detained under one or other of these 

provisions. We have concluded that it would be both sensible and practicable 

to make a distinction (so far as concerns the reporting of deaths to coroners) 

between the compulsorily detained and
voluoof they 
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Wee death of 
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Persons voluntarily resident In institutions 

12.11 Well over 300,000 people die every year in England and Wales in 

hospitals or similar institutions provided under the National Health Service. 

A substantial proportion of thew deaths are already reported to coroners (see 

: Chapter l) ither because the death is in a category to which, under the 

existing law, coroners have a duty to enquire or because it is one which a 

registrar of deaths has a duty to report, or becauseit is tne 
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accordance with recommendations made in Part I of this Report, the numbers 

of deaths in hospital& which are reported to coroners are likely to Increase. 

The new obligation to report deaths to the coroner, the terms of which we 

have repeated in paragraph 12.3 above, will apply to doctors in hospitals 
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(a) Hospitals 

12.10 Public concern for the we] fare of persons living within an institutional 

setting is not confined to those who are compulsorily detained. The vast 

majority of patients in all hospitals (including psychiatric 
ospthes) are walk 

e there 

"voluntarily" in the sense that, other things 
eqbein ual, 9a 

out of the hospital at will. Is there any justification for a requirement that the 

death
Of allO looked 

or some 
f thesethe he 

patients 
nts 

should 
auto

matically be reported to a 

st 

should ensure that any death which occurs in a hospital and about which 
there is concern of any kind should be reported to a coroner by the doctor 
called upon to give the certificate. It will be noted that, in particular, the 
hospital doctor (like the doctor outside hospital) will be obliged to report 
to a coroner any death which he has reasonable cause to believe may have 
occurred during an operation or under or prior to complete recovery from an 
anaesthetic or arising out of any incident during an anaesthetic or where a 
report would be in the public interest. 

12.12 We are not aware of any suggestion that deaths of all hospital 
patients should be reported to coroners, nor do we believe that any such 
requirement would serve any useful purpose. But we have felt it necessary 
to pay more attention to suggestions that particular categories of deaths in 
hospital should be reported. The categories of hospital patients which arouse 
most concern arc the mentally ill, the mentally handicapped and those 
receiving or needing geriatric care. The first Report of the Director of the 
Hospital Advisory Service, published earlier this year,' was concerned with 
these three areas of hospital provision and gave what can only he described 
as a disturbing account of the physical conditions in many of the hospitals 
which were reviewed by his Service. After reading this Report, we were 
more than ever convinced that there is often very little practical difference 
between the conditions of large numbers of patients within the services re-
viewed and the conditions of other persons who are legally detained in 
institutions provided specifically for this purpose. 'there can be no doubt that 
mentally ill, mentally handicapped and geriatric patients can often be as 
completely cut on' front society as any prison inmate; they may receive no 
visitors and have no existence outside the confines of the immediate environ-
ment. 

12.13 Mindful of public concern for the welfare of these patients, which 
mirrors the concern which each of us feels as an individual, we have given the 
most careful consideration to the question whether any special safeguards are 
required in respect of the deaths in hospitals provided for thew categories of 
patient. We looked first at psychiatric hospitals. 

Psychiatric hospitals 
12.14 As we have seen, before the coming into force of the Mental Health 

Act 1959. various legal provisions made it obligatory for the death of any 
patient in hospital for the mentally disordered to be reported to a coroner. 
The Act of 1959 repealed all thew provisions and put a death in a psychiatric 
hospital on the same fooling as a death anywhere else. Partly in consequence 
of this change in the law, the number of deaths of patients in psychiatric 
hospitals reported to coroners has fallen from approximately 10,000 in the 
year before the Act came into operation to about 1,000 now. 

12.15 The present state of the law was briefly considered in the Report 
of the Committee of Enquiry into Farleigh Hospital --also published earlier 
this year .° The Committee had been set up following allegations about 

'National stealth Service Hospital Advisory Service, Annual Report for 1969-70. HMSO. 
' Cmnd. 4557 (1971). 
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ill-treatment of patients at Farleigh which led to the exhumation of the bodies 

of two patients and to proceedings against a number of nurses. That Com-
mittee thought that the evidence available to it was sufficient to enable it 

"to challenge the wisdom of leaving these matters [reports of deaths to a 
coroner] entirely to the doctor's discretion with patients who in life are 

completely disabled from giving account of anything which may happen 
to them." 

The Report went on to say that 

" from the standpoint of relatives of the patients and the general public 
a re-examination of this issue in hospitals for the mentally handicapped 
seems to be required." 

And concluded that 
the present discretion allowing doctors in hospitals for the mentally 

handicapped to decide whether or not the deaths of patients should be 
reported to the coroner is unsatisfactory." (Paragraph 192). 

The Committee recommended that 
"the present practice of reporting deaths to the coroner in hospitals for 
the mentally handicapped should be reviewed." (Paragraph 203). 

12.16 We think that it would be difficult, if not impossible, to conduct 
such a review solely in the context of patients In psychiatric hospitals. As the 
Hospital Advisory Service Report clearly demonstrates, there arc other 
patients whose general situation is very similar to that of patients in these 

hospitals and the description used by the Farleigh Committee in relation 

to psychiatric patients alone (those " who in life are completely disabled 
from giving account of anything which may happen io them ") itself has a more 
general application. It could apply to other categories of patient discussed 

in the H.A.S. Report, as, indeed, it could apply to patients not mentioned 
there, including, for example, young children or any patient in the terminal 

stage of disease or injury. To require a report to the coroner of the death of 
every person to whom this description could be applied would mean introduc-

ing a major new and alien principle into the new machinery we have recom-
mended for death certification and one for which there is no general evident 
need. We would be opposed to this. 

12.17 The alternative course is to categorise patients in these broad 
classes by some other identifying criterion than a doctor's subjective judgment 

of their mental, personal and social inadequacy. We do not think that it 
would be difficult to do this by producing for example a definition which would 
include any patient in a psychiatric hospital (whether provided for the mentally 

ill, the mentally handicapped or both). It would have to be accepted, however, 
that such a definition would be bound to produce anomalies. In the case of 
the mentally ill, for example, an increasing number of those who receive 
psychiatric treatment in a residential setting now receive it within the general 
hospital provision. The situation of these patients might or might not be 
very different from their fellows in psychiatric hospitals, but the fart that their 
deaths would not be automatically reported would be decided simply by their 
place of residence. We have not explored all the possible anomalies, but 

we have probed far enough to be satisfied that any definition based on a 

category of institution would produce anomalies of one kind or another. 
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12.18 If we are right in this view it is not possible to respond to 
the " challenge " raised in the Farleigh Report (paragraph 12.15 above) by 
making a recommendation which is both rational and practical. The question 
is simply whether in face of the certainty of creating an anomaly it would be 
advantageous to recommend that the death of any patient in a hospital for 
the mentally ill or mentally handicapped should automatically be reported 
to the coroner. Looking at our general proposals for death certification and 
at the coroners' service as we would like to see it in the future, we are agreed 
that to introduce such a requirement would not cause any special operational 
or administrative difficulty. But we are also agreed that on the very limited 
evidence directly submitted to us there are quite insufficient grounds for our 
suggesting a course of action which would restore completely the pre-1959 
situation and run counter to the advice of the Royal Commission. 

12.19 When every consideration has been given to the patient's situation, 
to the concern of the relatives and the anxieties of the general public, the 
fundamental question is whether or not society can trust administrative 
authorities and particular sections of the medical profession (acting separately 
or together) to bring auspicious deaths to the notice of the coroner. The issues 
which give cause for concern cannot be dealt with solely in terms of the 
law relating to the reporting of deaths to coroners, The main focus for public 
concern should be the wellbeing of live patients and, although we accept that 
the existence of a requirement to report deaths may have u salutary effect 
on those whose duty it is to care for patients and that the disclosure by a 
coroner of facts relating to the circumstances of life and death in particular 
hospitals can, and does, have value, we arc convinced that protection for 
patients can best be provided by improved administrative procedures shaped 
by the particular institutional setting. We are convinced, too, that it would 
be wrong for us to give any encouragement to the idea that the existence of a 
requirement to report deaths to coroners might in some way detract from the 
primary duty of those administrative bodies which are already in law respon-
sible for the care of hospital patients. In these circumstances it would be 
unrealistic and inappropriate for us to make firm proposals as regards 
psychiatric hospitals. 

12.20 The same considerations which we have discussed in relation to the 
deaths of psychiatric patients seem to us to have equal validity in relation 
to the deaths of any other defined category of hospital patient, including, 
specifically, the geriatric patient. We have not therefore made any recommen-
dation for an automatic report to the coroner of the death of any other 
category of hospital patient. 

(b) InsdmBans other than hospitals 
12.21 The places, other than National Health Service hospitals, in which 

can: or treatment is provided in an institutional setting defy categorisation. 
They range from large private clinics to small family group homes. The high 
standards of some of the former are internationally known and their reputation 
is jealously guarded. Standards in many of the smaller and less well known 
institutions are equally high, but, at the other extreme, there are those about 
which much less may be known and about which anxieties are sometimes felt. 
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In view of the consideration which we had already given to hospital deaths, 

we felt that it was necessary for us to consider also whether it would be possible 

to produce a definition of a patient, a death or an institution which could be 

_ used to ensure that the death which sometimes gives rise to concern is reported 

• as a matter of law and which would leave other deaths in "institutions" 

other than National Health Service hospitals to be reported or not reported 

a - in accordance with the obligation which we recommend should be placed 

on the " qualified " doctor (sea Chapter 6). 

12.22 A definition by category of illness is clearly a non-starter: it will 

not sort out the patient most at risk and since the nature of the illness might 

not be accurately determined until after death, the definition is also a 

"question-begging" one. Length of stay in the institution concerned is 

another completely arbitrary concept which is most unlikely to cover exactly 

those patients (if there be any in the particular institution) who arc most at 

risk. The possibility of defining an institution at first sight looked somewhat 

more promising. It would certainly be possible, we think, to require that all 

deaths in, for example, old people's homes or nursing homes should invariably 

be reported to the coroner—although definitions along these lines would 

again be bound to produce anomalies. But we can find no sufficient justifica-

tion for such a " blanket " recommendation. We were, however, aware that 

the absence of medical supervision in particular Institutions has sometimes 

been one of the chief factors giving rise to public concern and we therefore 

gave particular attention to the possibility of making a recommendation which 

would reflect this concern, for example by providing that tiny defined institu-

tion which has no resident medical practitioner or which is visited less than 

once a week by a medical practitioner charged with the general care of its 

inhabitants should be required to report every death. There are several 

reasons why, in the end, we decided not to make a recommendation of this 

kind. 

12.23 First, we felt that such a recommendation would be clearly at odds 

with the premise on which we base much of our report—namely that society 

can trust its medical practitioners to accept and to operate conscientiously 

the new obligations which we recommend should be placed upon them. 

Second, a formula for reporting deaths to the coroner based simply on sonic 

minimum specified degree of general medical supervision would have to be 

arbitrary; it would be unpredictable in operation because it would often 

overlap with the doctor's ordinary obligation to report; and it would bear 

hardly upon persons in charge of highly respected institutions whose concern 

for the persons in their care could not be faulted. Third, such a formula by 

its emphasis on regularity of medical attendance would be at variance with the 

principleleof recent
qualifications for thel  certifying 

which we have made the main element 

in the

12.24 We are aware that, in deciding not to make a recommendation in 

respect of this wide category of institutions, we do nothing to remove the 

fears of those concerned especially for the welfare of old people who end their 

days in an institution which may have a resident doctor but which, for one 

reason or another, may have a reputation as a" death house ". We recognise 
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that apprehensions are bound to arise in regard to places where death is an 
all too likely and frequent occurrence, but we must make it clear that we 
ourselves have received no reliable evidence of abuse occurring in this type of 
institution. It is tempting to think that it would do no harm and might 

do good to devise some additional set of obligations to ensure that coroners 
are informed of deaths occurring in such institutions; but having looked 
diligently at the possibilities we have concluded that further safeguards are 
impracticable. 

Foster children 

12.25 It has been suggested to us that children placed with foster parents 
are at special risk and that there should be a specific requirement that the 
deaths of all foster children should be reported to the coroner. Some of those 
who argued this recommendation upon us asked us specificially to restore 
what they described as the " pre-1958 " situation, clearly believing that before 
the passing of the Children Act 1958 there was a requirement that the deaths 
of all foster children should be reported.' In fact the provision in the Children 
Act 1908 which was repealed in the 1958 Act dealt only with the deaths of 

children who were privately fostered for reward and required private foster 
parents to report the death of any of their foster children to the coroner. The 
majority of foster children arc boarded out by the local authorities or volun-

tary organisations in whose cure they legally are. There has never been a 
requirement that the deaths of those children should be reported to the coroner 
either by the foster parent or by the local authority. 

12.26 As regards children who are privately fostered' the present position 
is that the foster parent is under a legal obligation to report the death of a 
foster child to the local authority in whose area he resides. We do not see the 
necessity to require a private foster parent to make two reports, particularly in 
view of our proposal that the doctor who is culled upon to give a certificate 
of the fact and cause of death must see the body before doing so and must 
also report Lite death to the coroner himself unless he can satisfy the stringent 
conditions which we lay down in paragraph 6.33 above. In these circum-
stances, we think it most unlikely that the death of a private foster child about 
which there is any suspicion will not be reported to the coroner. 

12.27 The majority of foster children arc In the care of local authorities 
or voluntary organisations who have boarded them out with foster parents 
under arrangements for which the local authority or the organisation remains 
responsible. Their stay in foster homes is subject to supervision under the 
Boarding Out of Children Regulations 1955, which among other things 

include a requirement that foster children must undergo regular medical 
examinations. Under administrative arrangements° local authorities have 
been required to notify the Home Office (now the Department of Health and 

' Both llavard " The Detection of Secret HomlcIde," 1959, p. 96 and the BMA Report. 
"Deaths In the Eommunity " (1961), Para. 17 seem to have been written under this belief. 

' The definition art roster child in section 2(I) of the Children Act 1958 has been amended 
by the Children and Young Persons Act 1969 and now included all children under school-
leavin age who are privately fostered for more then six days, Irrespective of whether Pay-
ment Is made. 

Home Omm Circular 28(64. 
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(" Social Security) of the death of any child in their care who is boarded out with 

~• foster parents. However, there has never been any 
requirement that the 

coroner should be notified automatically of the deaths of children in the care 

of local authorities and voluntary organisations and in view of the degree of

control already exercised over these children as well as the new obligations 

which we propose to place on doctors we are not satisfied that there is a case 

for making it a statutory requirement that the death of any foster child 

should invariable be reported to the coroner. In any case, we are informed that 

there would be no difficulty in Introducing such a requirement administra-

tively (by means of a circular letter to local authorities from the Department 

of Health and Social Security) should the need arise. 

Should there be any general obligation on non-medical persons to report deaths 

• to the coroner? 

M. 

12.28 As we pointed out earlier, the only statutory obligation upon a 

member of the public finding a dead body is an obligation to report the fact 

to the registrar of deaths. This arises from the legal requirement that all 

deaths should be registered and from the imposition of a duty to register 

which successively devolves from the nearest relative of the deceased to any 

person knowing of the death.' The existence of this obligation is not widely 

known and we understand that it is not considered to be very effective. It 

might seem logical, therefore, to strengthen the law by imposing on any 

person finding an apparently dead body a new duty to report to the coroner. 

Such an obligation would cover those circumstances in which the fact of the 

death might not otherwise come to light, for example, the death of an old 

person living alone or the discovery of a body lying in the open. 

12.29 After careful consideration, we do not favour introducing such a 

duty. When someone is found, apparently dead, either in a house or in a 

public place, the finder is not likely to think immediately of reporting his 

discovery to the coroner. Depending on the circumstances, he may summon a 

doctor, but it is more likely that he will summon the police or an ambulance. 

This is the most sensible action to take since, if there is any doubt that death 

has occurred, the ambulance service are likely to be better equipped than most 

doctors with the means to apply measures of resuscitation. It would be 

difficult to define an obligation to report to the coroner in terms which would 

attach it to the appropriate person in all likely circumstances, be comprehen-

sible to those who might be affected by it, and justify the imposition of a 

sanction for failure to comply. 

12.30 Even if this were not the considerable difficulty it appears to be, we 

strongly doubt whether there is any real advantage to be gained by formally 

enlisting the help of the general public in the reporting system. As we have 

already stated, the ordinary public interest in death and in the disposal of 

the dead ensures that virtually all bodies not otherwise accounted for are 

reported to the authorities. Responsibly-minded members of the public 

will act without the spur of the law; the evilly disposed will not. even if the 

law enjoins. In our view it is sufficient that every member of the public 

Chapter 3. 
142 

should have the right which he has now to report a death to the coroner where 
he believes that the investigation of the causes or circumstances of the death 
might serve the public interest. 

Reporting by the police 

12.31 At present, the only legal obligation upon police officers to report 
deaths to the coroner is the common law duty imposed on all persons to 
report a death to a coroner if it appears to be one on which a coroner is 
required to hold an inquest. The police are the authority to which the public 
are accustomed to report if they find a dead body in mysterious or unex-
plained circumstances. The police are also accustomed to receive reports of all 
deaths in which there is evidence of violence, whether deliberate or accidental 
or where there are allegations of criminality. These are all deaths in which 
the coroner has had and, under our proposals, will continue to have, a 
lawful interest; and they are reported to the coroner by the police in accordance 
with police standing orders. We have already recommended (see paragraph 
12.7 above) that there should be a statutory obligation on an officer in charge 
of a police station to report the death of any person in police custody. We 
do not think that there is any justification for imposing tiny other obligation 
on the police. 

Funeral staff 
12.32 It was suggested to us by representatives of the funeral service 

organisations (who were, or course, putting forward this proposal in the 
context of the existing law and without knowledge of our own proposals) 
that there might be some advantage in placing a duty to report deaths upon 
funeral staff. They argued that in the absence of a specific duly it was difficult 
for funeral directors or embalmers or their staff to contemplate reporting 
a death since a report would cause delay, occasion further distress to the 
relatives on whose behalf they were acting and perhaps call in question a 
doctor's certificate. We appreciate their concern to contribute towards 
society's defence against crime or deception. It would, however, be extremely 
difficult to define the persons on whom and the circumstances in which a 
statutory obligation of this exceptional kind could be imposed alongside 
the obligations that we have already recommended should be placed on doctors 
and others. In the general context of the recommendations we have made in 
this Report we do not think that they could or should be singled out for 
responsibility as they proposed. 

Sanctions 
12.33 Our view of the importance and interdependence of the various 

parts of the improved system we arc trying to construct for death certification 
and related enquiries suggests that legal obligations to report must be backed 
by legal sanctions in the event of failure to comply with those obligations. 
However inappropriate the criminal law may seem to certain parts of this 
difficult field, it offers the only basis for effective insistence on general standards 
of compliance; a voluntary system bused only on administrative codes would 
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not be satisfactorily enforceable. We therefore recommend that intentional 

failure by any person to comply with the obligation to report a death should 

be an offence punishable by a fine. We assume that such failure on the part 

of a person in a service having its own disciplinary code could be dealt with 

alternatively under that code if the occasion so warranted. 
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CHAPTER 13 

THE POWERS AND DUTIES OF A CORONER 

Territorial Jurisdiction 
13.01 A coroner normally has jurisdiction (the power to act) only in the 

area for which he has been appointed a coroner. Thus, a borough coroner 
may act only in the area of the borough to which he is appointed. In counties, 
there may be one coroner for the whole county or coroners may be assigned 
to individual districts in the county and, in normal circumstances, they each 
exercise jurisdiction only within their own district.' The coroner'sjurisdiction 
is based on the presence of a body within his district and Is not allected by 
the fact that the injury causing the death, or even the death itself, may have 
occurred elsewhere. However, it coroner may, with the consent of another 
coroner, order a body to be removed into the district of that other coroner in 
order, for example, to enable a single inquest to be held on several victims of 
the same accident! If the bodies of several persons who appear to have died 
as a result of the same occurrence arc lying within the jurisdiction of different 
coroners who do not, for sonic reason. agree among themselves to move them 
all into one jurisdiction, the Secretary of Stale may direct that such a transfer 
should he made.' 

13.02 In general, we arc satisfied with the present legal position whereby 
the coroner's power to act rests initially on the fuel that there is a body lying 
within his district. Some mean must be round of determining which coroner 
should be obliged to make enquiries into a dearth and n determination founded 
on territorial jurisdiction scene to us to he as rational as tiny. Nevertheless, 
there Is scope for some minor improvements in the existing law relating ton 
coroner's territorial jurisdiction. It m ight sometimes he sensible, where an 
incident (e.g. it road acci,Icnl) leading to de nth has taken place in one coroner's 
area and the death itself Ion occurred in the area of another, for inquiry Into 
the circumstances of the death to he conducted by the coroner in the area in 

which the Incident occurred. Moreover, we believe that when a competent 
courts orders an inquest, or a fresh Inquest, to be held. 11 should not he 
fettered In any way in its choice of coroner. Accordingly, we recommend 
that:--

(1) If the coroner in the area where the death occurred has grounds for 
believing that an Inquiry should be made into the circumstances of 

'Then an at last Iheee exceptions u, this general rule. Under section 25) of the Coroners 
Act 1944, donna iii. Illness, Incepaclly or unavoidable absence of a coroner for another 
district within she county, another coroner may hold an Inqunl within the lint coroner's 
district. Under salt.... 48 and 57 of the Prison Act I x63, a county prison in deemed, for 
coroner. purposes. m be within ilia ]urisdlcaon of the nppr.,pdalo county coroner rather 
than wlthln the jurisdiction of the coroner for the borough within which the Prison is 
situated. Moreover, when the lush Court oserclses It. Mower m etes ,anon 6 of the Coroners 
Act 1987 to order en °quest, or it fresh Inqural, to be held. II runt direct that It should be 
held by n coroner other than the coroner for a surrounding or adjacent county. 

'Section 16, Groner. (Antomlment Act 1926. 
'lair!. Section 17. 
4 See Chapter t9. 
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• the death and that they could more appropriately be made in the 
area where the incident leading to death occurred, he should be able to 
refer the death to that other coroner and the latter should then 

• have a duty to accept jurisdiction over the death. It should not be 
necessary to move the body for this purpose; 

(ii) where a competent court orders an inquest, or a fresh inquest, to be 
held, it should have power to direct any coroner (regardless of his 
territorial jurisdiction) to hold the inquest. 

The coroner's duly to enquire into a death 
13.03 The statutory basis of the coroner's duty to enquire into a death is 

contained in section 3 of the Act of 1887, as modified by section 21 of the 
Coroners (Amendment) Act 1926. The law requires two conditions to be met 
before a coroner may act. First, he must be informed that a body is lying 
within his jurisdiction; second, there must be reasonable cause to suspect,
that the death was a violent or unnatural death or a sudden death the cause of 
which is unknown, or that the death occurred in prison or in circumstances 
which require an inquest to be held in pursuance of any Act. If these con-
ditions are met, a coroner has a duty to make enquiries. He has a general 
duty to hold an inquest which is modified by discretion to dispense with as 
inquest in any case in which he has reasonable cause to suspect that the death 
is a sudden death the cause of which is unknown and he is of the opinion that 
a post-mortem examination may prove an inquest to be unnecessary. In any 
other case, the strict letter of the law requires a coroner to open an inquest. 

13.04 The coroner's legal power to arrange for an autopsy to be performed 
rests on a number of provisions. Under section 21 of the Coroners Act 1887 
a coroner has power to direct the medical attendant of the dead person (or, if 
no person was in attendance either at death or during the last illness, any 
doctor in practice in or near the place where the death occurred) to attend 
the inquest on that person as a witness and to make a post mortem examination 

• of the body. Under section 22 of the Coroners (Amendment) Act 1926 he also 
has power, once he has decided to hold an inquest to request any medical 

• • practitioner to make a post-mortem examination or special examination in 
preparation for an inquest. Finally he has power under section 21 of the 1926 

H Act if the death appears to him to be a sudden death the cause of which is 
unknown and he is of the opinion that a post-mortem examination may prove 

• an inquest to be unnecessary, to direct any practitioner whom he would be 
entitled to direct if an inquest were held, or he may request any other prac-
titioner, to make a post-mortem examination. These powers are restricted by 

• Rule 3 of the Coroners' Rules 1953 which Inter ellae requires that, whenever 
practicable, post mortem examinations should be made by a pathologist with 
suitable qualifications and experience and having access to laboratory 
services. 

`It has been held judicially that a coroner's jurisdiction exists If he genuinely believes 
information which frtrue, would give him power to act. R. vSrephenon (1884) 13 QBD 331; 

_ it Hull (1882) 9 Obn 689. 
See Chapter 23 below where we describe In more detail the restrictions on the coroners 

right to choose the doctor whom he will direct or request to make a post-mortem examina-
tion on his behalf. 
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13.05 Only if he holds an inquest is his duty in relation to the death 

featly set out. It is the duty of a coroner's jury, or of the coroner himself 
.1 lie sits without a jury, to determine at an inquest who the deceased was 
.nd how, when and where the deceased came by his death. If a coroner 
suncludes his enquiries into a death without holding an inquest, his only 
duty is to send to the registrar of deaths for the district in which the death 
occurred a certificate indicating the medical cause or death revealed by the 
autopsy. 

13.06 The previous paragraphs amply indicate the complicated state of the 
existing law. It is archaic, unwieldy and almost incomprehensible. It is 
oblique where it should be direct, rigid where It should be flexible. Whitt is 
required is a restatement of the powers and duties of the coroner. A new 
basis must be found on which he may perform the two functions of the 
"appropriate authority" which we identify in Part I1. Accordingly, we 
recommend that when a death is reported to a coroner who has a territorial 
Jurisdiction over the death (see paragraphs 13.01-03 above), he should have a 
duty 

(i) to determine, the identity of the deceased and the fact and cause of 
the death: and 

(ii) to make such enquiries as will allow him to decide whether it post-
mortem examination or an inquest or a reference to some other 
authority (or tiny combination of these) is required in order that he 
may determine the matters referred in (i) above; and 

(iii) to send a certificate incorporating the results of his enquiries to the 
registrar of deaths for the district in which the death occurred. 
In order that he may carry out the above duties, we further recom-
mend that the coroner should have a statutory power 

(iv) to require a post-mortem examination to he carried out, to open ti n 
Inquest or to make the reference referred to tit (ii) above. 

Powers of Investigation 
13.07 The existing statute law is silent about the existence of the coroner's 

detailed powers of investigation, and although it Is probable that he has certain 
common law powers, they are not well defined. We believe that it would be 
useful if these powers could be clarified In the legislation which we hope will 
follow this Report. Accordingly, we recommend that a coroner, or any person 
acting with his authority, should have an express power 

(i) to take possession of it body and to enter and inspect the place or 
wren where the body was found. and tiny place from which the body 
wits moved, or any place from which there is reasonable grounds 
to believe that the body was moved, before It was found: and 

(ii) to enter and inspect the places or urcus in which the deceased person 
was, or the places or areas in which there is reason to believe that 
the deceased person was, prior to his death, if in the opinion of the 
coroner, the entry and inspection of such places or areas is necessary 
for the purposes of his investigation. 
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We further recommend that if a coroner has reasonable grounds for believing 

that it is essential for the purposes of his investigation that he should proceed 

in this way, he or any person acting with his authority should have the express 

power 
(iii) to enter into any place to inspect or receive information from any 

records or writings relating to the deceased and to reproduce and 

retain copies therefrom: and 

tiv) to take possession of anything that he has reasonable grounds for 

believing is material to the purposes of his investigation and to 

preserve it until the conclusion of his investigation. When his 

investigation is complete, the coroner should have a duty to restore 

that thing to the person from whom it was taken unless he is author' 

ised or required by law to dispose of it in some other way.' 

could, indeed, throw a new light on the circumstances in which the death had 
occurred. We recommend that the finding of the second inquest should 
automatically replace the finding of the first, but whore the second inquest is 
conducted in the knowledge that an earlier inquest has already been held, the 
coroner conducting the second inquest should have power to take into account 
the evidence given at the first inquest. 

13.10 We do not imagine that there will be many cases in which a body is 
discovered after having been thought lost but, as an aid to dealing with such 
situations when they do arise, we further recommend that the Home Office 
should keep a register of the cases in which the Secretary of State has directed 
inquests to be held in the absence of a body and that coroners should consult 
the Home Office in cases where a body is found in circumstances which suggest 
that it might reasonably have been thought to have been lost. 

Power to act In the absence of a body I
13.08 When a coroner has reason to believe that a death has occurred in or I Deaths outside Englund awl Wales 

near his jurisdiction in circumstances which require an inquest to be held, but 1 13.11 We were informed that the exact nature of the coroner's power or 

the body has either been destroyed or is lying where it cannot be recovered, I duty to enquire into a death which has occurred outside England and Wales 

the Home Secretary may, upon application by the coroner, direct that as has been a matter of uncertainty to some coroners. The problem has been 

inquest be held, either by the coroner who has made the report or by any , raised recently in connection with deaths on or near off-shore drilling in-

other coroner.2 The power has been used to enable inquests to be held oa uallations, but deaths on oil rigs provide only one example of a general 

many different kinds of fatal accidents, deaths in mines, quarries or presumed problem. The letter of the law requires that, if a coroner Is informed that 

deaths from drowning being typical examples. Although the territorial M there lies within his district the body alit person who there is reasonable cause 
death, he hold inquest waters around the coast are not, strictly speaking, a•lihin the jurisdiction of a 

the Home Secretary has in the past ordered that an Inquest is to be

to suspect died a violent or unnatural must an regard-

less of where the death occurred. Some coroners, however, have taken the
held on the death of someone who disappears in coastal waters, presumably on view that when they have within their are
coroner, 

area the body of it person who has died 

the ground that the death occurred near to the coroner's jurisdiction. We a violent or unnatural death outside the country, they have no jurisdiction to 

believe that an inquest held in the absence of a body can often be a most hold an inquest. Others appear to assume that they have a discretion in those 

valuable procedure and we understand that it frequently assists relatives of the circumstances and do not, therefore, hold inquests on bodies which have been 

deceased by allowing them to obtain a certificate which will serve as proof of brought home for burial or cremation from overseas, 

death for a number of purposes. We therefore recommend that the Home 

Secretary should retain his present power to direct an inquest to he held in the I 13.12 We recommend that future legislation should ,make it clear that a 

absence of a body. coroner has discretion whether or not to act in tiny case where he is informed 
that within his area is the body of a person who died outside linglnnd and 

13.09 When an inquest is held in the absence of a body, it is. of course, Wales in circumstances which had they occurred in this country would have 

possible that the body may be recovered after the inquest has been held, given him jurisdiction to act. We envisage that coroners will learn of these 

Two hypothetical situations may be envisaged. First, the body might turn up deaths from funeral directors or from registrars of deaths when application is 
". in the area of the coroner who had already held an inquest in the absence of made for a " certificate of non liability to register (This certificate takes 

the body or, secondly, the body might be discovered in the area of another the place of a registrar's certificate of disposal in the case of it death outside 

coroner. In the first case, the coroner might he expected to connect this body  England or Wales). In accordance with 111e recotnmcndations in Chapter 6 

with the subject of his previous inquest but, In the second set of circumstances. above, registrars of deaths will continue to be obliged to report to u coroner 

the coroner might or might not be aware that an inquest had already been any death which appears to be one into which a coroner hits jurisdiction to 

held. Although the existence of two sets of papers in relation to the same enquire. 

death might pose minor difficulties for registrars of deaths, we do not think 

that there should be any objection In principle to the holding of a second 13.13 There are two reasons why it is necessary that a coroner should have 

inquest in either set of circumstances. The availability of the body for post  a discretionary power, rather than a duty, to act in rotation to it death which 

mortem examination might disclose the exact medical cause of death and has occurred outside this country. First, if the death has occurred in it foreign 
country rather than on board it ship or aeroplane (or otherwise in transit 
between two countries) it is likely that some enquiry will have been already The detailed recommendations In this paragraph are similar to those which appear In tie 

Report on the Coroners System in Ontario prepared by the Ontario tact Roman Comm4' 
,ion and published earlier this year by the Department of Justice In Ontario,  been made into the death beforepermission wasgiven for the body to be 

'See section 13 or the Coroners (Amendment) Act 1926, 
I
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Cl
removed. In these cases a further enquiry in this country may be supergut 
Second, even if there has been no other enquiry, or if such enquiry as has b 
made appears unsatisfactory to the persons concerned in this country, it r 
not always be practicable for a coroner to make worthwhile enquiries. 11 
the witnesses to the death are still in a foreign country he would almost
tainly be unable to secure their attendance at an inquest in this country. 

13.14 A completely different situation obtains it' the death has occur 
outside England or Wales and the body is for some reason not available. 
this case, a coroner has no power to act since there i, no body lying within 
jurisdiction and unless there is reason to believe th.0 the death occur 
" near" to the coroner's district (e.g. within a comparatively short distn 
from the coast), the Home Secretary has no power to issue a direction foi 
inquest to be held in the absence of a body. We considered, therefore, whet. 
in order to enable satisfactory inquiries to be made into deaths on board sl 
or oft shore drilling installations, the coroner's jurisdiction should be exten 
to cover cases where death occurs outside the country and the body has I 
disposed of or lost. 

I" 

it 

13.15 The present position is that in the case of a death on board forei; 
going British ships, there is provision in the Merchant Shipping Acts for 
inquiry to be held, whether there is a body or not, by a Superintendent 
Proper Officer of a local Mercantile Marine Office of the Board of Trai 
These inquiries are held immediately after the ship has docked and before 
crew is discharged. It has been suggested to us that this is not an entii 
appropriate function for an officer or this kind to undertake and that it ml 
more conveniently be assumed by a coroner. 

13.16 We can see logic in the argument that a coroner whose m - 
business it is to make inquiries into the circumstances of a death rather than 
civil servant from the Board of Trade whose functions are much more diveti

• may be the most suitable person to inquire into the circumstances of death 
board ship; we also appreciate that the present arrangements serve to fragmeo 
the uniformity of the system for enquiring into the facts and causes of deaths 

I ; But the problem of deaths on board ships is small and rather specialised 
It would not be easy to place this new responsibility on the coroners' scrvia 
as we envisage it developing in future. We have already indicated our vici 
that a coroner should continue to require a direction from the Secretary d 
State before holding an inquest without a body. It would hardly be possibb 
to obtain such a direction before a ship had docked and the crew were ready to 
disperse. There is the complication, also, of our recommendation for prig' 
publicity for any inquest (see Chapter 15 below). When the factors of ad 

• ministrative tidiness and general convenience are excluded from the reckoninj, 
it is still very doubtful whether the coroner's expertise in making inquiries itttl{ 
the circumstances of a death is to be preferred to the greater knowledge of sh 
and seamen possessed by the Board of Trade Superintendent. On balancti 
therefore, we do not recommend that the coroner should take over the* 
inquiries. 

13.17 The provisions in the Merchant Shipping Act 1894, to which wl 
have just referred, do not apply to oil rigs, but the Mineral Working (011 

' Now the Department of Trade and Industry. 
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more Installations) Act 1971 authorises the Secretary or State for Trade and 
Industry to direct that statutory inquiries should be held into accidents on 
wtlallations licensed by him. We do not know how this power will be used. 
but unless an inquiry is ordered whenevera person dies on such an installation 
"I the body is lost or otherwise disposed of, there would seem to be a risk 
that certain deaths, which would be reported to a coroner if they occurred 
dn•shore, will not be so referred or otherwise made the subject of an indepen-
dtnt inquiry. We do not find this to be an acceptable situation. We recom-
mend, therefore, that there should be legislation to provide that the death on 
M off-shore installation of any person ordinarily resident within the United 
kingdom whose body is, for any reason, not brought into the jurisdiction of 
d coroner should be reported to a coroner. This would put the coroner in a 
position, if he thinks it desirable and practicable, to make inquiries to as-
attain the fact and cause of death and, if lie wishes to hold an inquest, to 
wk the Home Secretary's authority for this. As a simple rule of thumb, we 
suggest that the coroner to whom n report should be made in any such case 
should be the coroner whose littoral jurisdiction is closest to the scene of the 
wath. Without knowing more about the scope of the powers in the new 
legislation, we do not feel able to make more specific recommendations for 
the detailed implementation of our general proposition. 

lrhunlation 
13.18 It is an offence under common law and under section 25 of the 

burial Act 1857 to disinter or disturb in any way without lawful authority a 
body that has been buried. it is recognised however that, under the common 
law, a coroner has power to order by warrant the exhumation of a body 
within a reasonable time after death for the purpose of holding an inquest if 
one has not already been held. There is no judicial authority for the length of 
time which might he termed " reasonable ", but it is implicit that the period of 
time should not be so long as to make an examination of the body useless. 

13.19 As we have noted in Chapter 4 above, exhumation is already a very 
tare occurrence and, as may be seen from Table J below, the power to exhume 
n body is very rarely exercised by a coroner. 

TAELE J 
Exhumations ordered by Coroners 1959-1968 Inclusive 

Year No. Year No. 

1959 
1960 

3 
2 

1944 
1965 

2 
3 

1961 
1962 

I 
3 

1966 
1967 

NIL 
1 

1963 NIL 1968 2 

With the continuing growth of cremation as the preferred method of disposal 
(see Table U below), the opportunity for exhumation will become rarer still; 
but we consider that it should remain open to a coroner to order the exhuma-
tion of a body if he feels that this is necessary in order to obtain evidence 
about the causes and circumstances of death. It would be more convenient if 
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.1 
his power was statutory rather than based solely on the common law. We 

therefore recommend that a coroner should have a statutory power to make 

an order for exhumation. We recognise that, in the majority of cases, ex-

. 'r  

humatioo is likely to be desired for the purposes of a police enquiry into a 

death but we believe that the decision whether or not to exhume is best taken 

by a judicial officer independent of the authority requesting the exhumation. 

Miscellaneous functions 

- - 13.20 Besides the duty to enquire into deaths, coroners have several other 

duties, each of them more or leas a historical survival, and bearing very little 

relation to the main content of their work. 

(I) Treasure trove I 
13 21 The coroner's duties relating to treasure trove were preserved by 1

13,24 The evidence of our witnesses, among whom were included all the 
learned societies in this field, suggested that the coroner's jurisdiction as it 
exists at present is not fully adequate for the modern purpose of protecting 
portable objects of archaeological value. The defects are two-fold. First only 
articles of gold and silver are protected, whereas from the archaeological view-
point it is essential to regard a hoard as a whole; even the containers in which 
treasure is deposited are often invaluable as historical clues. The second 
defect is that the coroner has no jurisdiction over objects in respect of which it 
is not possible to demonstrate an animus reverlendl. An example of this is 
where objects are buried in groves. 

13.25 Although we have felt it necessary to record these criticisms, it should 
be noted that they are not so much criticisms of the coroner's jurisdiction as of 
the definition of treasure trove and this Is not a matter which is within our 
terms of reference. 

section 36 of the Coroner's Act 1987, which reenacted word for word (fn 

the fourth year of Edward I. 
13.26 The Crown's claim to treasure trove, and the establishing of [hill

translation) some of the provisions of the Act of 
having this jurisdiction; the claim by a coroner, are respectively an end and a means which are distinct and 

be, Originally there were fiscal reasons for the coroner i 

accruing to the Crown through the discovery of hidden treasure were separate. We do not Interpret our terms of reference as requiring era ex- I g 
press an opinion on the desirability of retaining the prerogative rights of the sums 

once a not inconsiderable determi portion of the King's total revenue. It remains the 
hidden treasure is treasure Crown in this field, but In coming face to face with this question we have 

coroner's duty to determine whether a discovery of 
to 

supplement to the 
though treasure trove is no longer important as u become aware of the implications of any alteration orthe coroner's Jurlsdictton 

which, in its modern form, provides the sole menus ofprotection for portable 
trove even treasure 
Sovereign's revenues. In the absence of the concept of  trove, there 

treasure for the nation; they 
antiquities. While it nay appear that a coroner's treasure trove duties are an 

would be no way of conserving discoveries of
would normally belong to the finder or the owner of the land on which they

anachronism and ore out of keeping with his other functions there are ap. 
patently good reasons why this function should continue to be exercised by 

were found depending upon the circumstances of the discovery, coroners. First, in view of the possibly conflicting interests or the Crown, the 

13.22 There is no statutory definition of what constitutes treasure trove, 
finder and the owner of the land on which the find was made, It Is necessary 
that an Independent poison should exercise the judicial function of deciding 

but the definition which is generally accepted in England and Wales is that whether it particular find constitutes treasure trove, and If not what should he

given in Chitty'sld  prerogatives of the Crowns done with it. Second, the most important thing in the case of enquiries Into 

"Any gold or silver in coin, plate or bullion found concealed in a house, in treasure trove is to establish the facts so far as it is possible to do so and wince 

or in the earth, or in a private place, the owner thereof being unknown, 
the the nature of the proceedings are inquisitorial rather than uccudlorial this is to 

which case the treasure belongs to the Queen or tier grantee having 

franchise of treasure trove; but if he that made it he known or afterwards function which can better he carried out by it coroner's court rather than by, 
for example, a Magtetrale'+court. Third, it is important that there should ben 

discovered the owner and not the Queen is entitled to it, this prerogative local system of courts which meet, or can he convened, rairly quickly in order 

right only applying in the absence of an owner to claim the property." to decide on treasure trove cases. 

A find will normally only be regarded as treasure trove if: — 13.27 We have considered whether it might not be possible to deal with 
1. the articles are of gold or silver: treasure trove in sonic other way but It seems to us that the foregoing argu.
2. the ownership is unknown: 

it hidden in the ground or in a building with the intention 
of ments have a great deal of force and that, in the absence of it completely new 

system of jurisdiction to deal specifically with treasure trove, them is no 3. was 
subsequent recovery. I sensible alternative to the continued use of the coroner's court. In the circum-

13.23 If it is decided at an inquest that the articles found arc treasure trove 

but an cx gratin payment 
dances, we recommend that coroners should continue to exercise the duty of 
enquiring into gads of treasure until comprehensive legislation Is Introduced to 

they become the property of the Crown, normally 

to the full market value of the treasure is made to the finder in order 
it 

deal with the whole question of the protection of antiquities. 
equivalent 
to encourage prompt disclosure. If the find is not held to be treasure trove, 

is the owner of the articles—lot I (11) Fire Inquests Ira rhr City of London 
is the practice for the inquest to say who 

example, the finder or the owner of the land on which it is found. Such a 13.28 In the City of London, by virtue of a local Act', fires occasioning loss 
or injury must be reported to the coroner, who may hold an inquest In respect 

decision as to ownership is open to challenge in the civil courts. 

Chatty'$ Prerogatives of the Crown (1820), page 152.  'City of Landon Fire Inquest& Act, 1888. 
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of the fire if he thinks it proper to do so and must, if ordered to do so by the 

Lord Mayor, the Lord Chief Justice or the Secretary of State. The jury may 

find a verdict of arson against a named person, who must be committed for 

trial at the Central Criminal Court. 

13.29 This local jurisdiction is a specially preserved example of what used 

to be a general power to hold inquests of felonies generally. It cannot be said 

to serve any purpose today. From the technical point of view, all serious fi res 

IJ 
are properly investigated today by professional officers. The Commissioner of 

Police for the City of London has told us that he attaches no value to the 

provisions of the Act. We recommend that it be repealed. 

(iii) Sheriff's duties 

I I~'T 13.30 County coroners act for the Sheriff in certain circumstances where he 

• is disqualified by some pecuniary or other interest. These duties are ancient, 

•< comparatively trivial, very rarely exercised and apparently harmless. We have 

no recommendations to make for their' abolition. 

CHAPTER 14 

THE CORONER'S PROCEDURE WHEN A DEATH IS 
REPORTED TO HIM 

A. The Present Situation 

Preliminary enquiries 
14.01 When a death has been reported to hint, the coroner's first concern 

is to decide whether or not he has the legal right' to make enquiries about it, 
It is usual for him to make some preliminary enquiries, either in person, or 
through his officer,' into the circumstances of the death and the reason why 
it has been reported to him• These enquiries follow no set pattern and may 
amount to little more than a question or two on the telephone at the moment 
when the death is reported to him. On the other hand, if the coroner is in 
doubt whether there is any need for him to investigate the death, his prelim-
inary enquiries may take longer and may result in a decision not to take any 
action in relation to the death. 

8 Pink Form A 
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14.02 If, after considering the results of his preliminary enquiries, the 
coroner Is satisfied that neither tin autopsy nor an inquest Is necessary and that 
the cause of death may he certified by it doctor who has attended the deceased 
person. he concludes his enquiries by sending a notification to this effect to the 
registrar of deaths. tic does this by completing Part A out pink form issued 
by the Registrar General." The completed certificate is known as a •• fink 
Form A ". fink Form A is one hair or it dual-purpose certificate (Ilse other 
half is completed if the coroner concludes his enquiries after being notified of 
the result of an autopsy - see paragraph 14.05 below). Part A contains a 
space for the coroner to record the medical cause of death, but he does not 
take the final responsihilty for [his: an instruction on the form tells the regis. 
trar that, If the deceased was attended during his Inst illness by a registered 
medical practitioner, the cause of death must he entered from that doctor's 
certificate and not from the coroner's notification. When the coroner com-
pletes Part A of the pink form he is simply indicating to the registrar that he 
does not consider that the death is one into which he has jurisdiction to 
enquire. On receipt of it Pink Form A. a registrar is free to proceed with the 
registration of the death on the information given to him by the person 
registering the death and in accordance with the particulars given on the 
medical certificate of cause of death issued by the deceased person's doctor. 
In 1969 approximately II per cent of all deaths reported to coroners in 
England and Wales were dealt with in this way. 

Deaths requiring further Investigations 
14.03 Depending upon the circumstances of the particular death reported 

to him, a coroner will. If he decides that he has a duty to investigate a death, 

' Ste Chapter I3 above. 
'For an account of the work of the coroner's officer see the Antes to C7upter 21 below. 
'See Figure 5 on page 163. 

155 

RLIT0001858_0085 



roceed to do so with the help of either an autopsy or an inquest, or both.. 

The practice of individual coroners varies quite significantly (see Appendix 3), 

but, taking the country as a whole, autopsies are carried out in about 88 per 

cent 
f 

all 
 

deaths
are not disposed of under the Pink aForm A procedure.

lmdst 99 per cent of those 

deaths which 

14.04 At present, the decision that an autopsy should be performed is not 

t is ed to his ollicer who 

arsranges for autops es l o be performed in ays take rsonalY by the coroner 
lacco de 

t 
accordance with standing instruc-

tions. We accept that such a procedure is inevitable in districts with a large 

we o hold very 

responsib litypfortthede decision 
deaths. 

Otot 
s 

ask foran autopsy t 
strongly
o be corned out should 

continue
which umay sometimes have considerable 

himself.
implications for tits family of the 

deceased person. When it is known that 
a relative,nsIder  or 

other 
at the decision   'c lo se  to theays 

deceased, is objecting to an autopsy 

be taken by the coroner himself. 
 was 

14.05 The coroner's power to arrange for an autopsy to be 
performed

discussed in Chapter 13 above (see paragraph 13.04). If, when he hits seen the 

results of an autopeY, it becomes clear to a coroner that a death wits due to 

natural causes
comet nlytd no 

further
ar  ed usn the 1" Pink tForm 

e13arY. he will 
 procedure 

adopt
, The 

rocedure. ame pink form t which we n 

paragraphn1402 tabove but, this slime, he Complet 

ereferred

seds tohe registrar the s the SecotdpartO a 
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certifying the medical cause of 

deathetia since the registrar 

coroner is, in effect, Y ing 8  on the brat 

Ifust 
there is a 

in
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arose ths the cause of denth 
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by a
point of t view, therefore, n Pink 

ust disregard this a s
is 

uperior category 
ficate. From 

 of 
registrar's
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re
erecommend

ecomned men that 
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u pose " ccrtitic ne

ink srm 
o which 

weel

should,ferin however,   placed
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Y
IS below 

refer in more detail in Chap 

Auendance at an autopsy 

14.06 The Coroners 
v

rde 
t

or various 
 Bo f the do

ories of 
e

. hour am 

informed by the coroner, wheneerh s is practicable

place at which the post_mortem 
 orto be represented set 

mination will be 
ache ex

e 
andnminaion. 

person 
The 

to have the right to
relative 

be present  of his 

include 
to attend or be represented, thee 

re6 

regular 
notified the

attendant of therdeceasedean 

if the deceased person did in hospital, the authorities of the hospital, I 

addition, the coroner is obliged in certain 
p tof Factories, a On ernme

anced to notify the pneum 

coniosts Medical Panel for the 
area, the Inspector 

Department or the Chief Officer ed by a  as he case 
otfcer, the 

may
her a uthor t t

The Cli 

Officer of Police may be represented by a police

' Rule 4, Coroner,  Rules 1953. 
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must be represented by doctors unless they themselves are doctors.' We 
formed the Impression, after discussing these matters with some of our wit-
nesses, that it is usual for coroners to notify the deceased person's medical 
practitioner and the hospital, rare for anyone to attend or be represented 
when the autopsy is carried out, and even more unusual for a relative to be 
aware of his right to be represented on such an occasion. We have received a 
few representations from individuals to the effect that they would have liked 
to have made use of their right to be represented if they had known of it. 
Although we do not think that It would be practicable to impose a legal 
obligation on coroners to inform relatives of their rights we recommend that 
they or their staff should seek on opportunity to mention the possibility of 
representation at the autopsy when they explain to relatives the reason why 
It is necessary for an autopsy to be carried out. 

The inquest 
14.07 As we indicated in the previous chapter the coroner is absolutely 

obliged to hold an inquest on all violent or unnatural deaths, deaths In prison 
or deaths Occurring in circumstances in which an inquest is statutorily re-
quired. He must also do so for any sudden death the cause of which remains 
insufficiently determined after post-mortem examination. If the coroner 
proceeds to hold an inquest he becomes responsible for ascertaining not only 
the cause of death hut also the particulars which are required for the purpose 
of registration. He is obliged to supply the registrar with all this information 
on a document known as a " Certificate after Inquest "s In the column 
headed " Cause of Death " on this certificate, the coroner records not only the 
medical cause of depth but also circumstantial cause,, of death. On receipt of 
this document, the registrar registers the death without requiring the personal 
attendance of an informant. He is required to copy the whole of the entry In 
the " Cause of Death " column into his register of dent hs and it follows that 
all this appears on the copy of the entry in the register (the document com-
monly referred to as the " death certificate "). 

14.08 'file requirement that an inquest should invariably be held on all 
"violent or unnatural" deaths has meant that some inquests are now held 
which, in view of a number of our witnesses, serve little useful purpose. 
Several witnesses suggested that it coroner should have power to dispense 
with an inquest in certain arses. The ilriti,h Medical Association, for example, 
suggested that the power to dispense should he extended to " simple accident 
cases" and the Police Federation made a similar suggestion in respect of 
"cases where the verdict is it mere formality . . . " The suggestions of 
other witnesses varied from a proposal that the coroner should have virtually 
s complete discretion to one that he should have no discretion at all. Our 
own conclusion, hosed on the evidence submitted to us and on a priori 
grounds is that the existing law is too inflexible in that it requires the coroner 
to hold an inquest on a number of occasions in which there seems to be no 
reason in the public interest for doing so. Clear cases of suicide, sonic deaths 
of elderly persons following falls at home and certain road accident deaths 
are most Often quoted as examples of unnecessary inquests. but examples can 

'ibid. 
' See I'laure eon page 164, 
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be found within each of the categories of death in which an inquest is man-
datory. We are satisfied that the only way to improve the situation is to give 
to the coroner what will be virtually a complete discretion as to whether or 
not he should hold an inquest. We consider the implications of this 
conclusion in the second half of this chapter. 

B. Our Proposal for the Future 

14.09 In Part 11 of out Report we have stated our belief in the value of 
retaining the coroner's office as the most convenient form of " appropriate 
authority " for carrying out two functions:—

(a) establishing the medical cause of death, when for one reason or 
another, certification by a doctor is impracticable or inappropriate, 
and 

(b) for initiating enquiries into circumstantial curses of death where this 
seems desirable in the public interest. 

For coroners to be able to carry out this role we conceive the basic require-
ments to be that 

(I) coroners should be recipients, not seekers, of reports of deaths which 
call for their investigations; 

(ii) coroners' enquiries should extend so far as, but no further than, is 
necessary to enable them to complete the task of establishing the 
cause of death. 

14.10 We recommend that, in future, subject to three exceptions, a 
coroner should have a complete discretion as to the form which his enquiries 
may take after a death has been reported to him. In the case of the three 
exceptions we consider that an inquest should he mandatory. The exceptions 
concern 

(a) deaths from suspected homicide, 

(b) deaths of persons deprived of their liberty by society, and 

(c) deaths of persons whose bodies are unidentified. 

14.11 We consider that it death from suspected homicide is pre-eminently 
a death in which there should he some form of public inquiry. At present, 
the forum for this inquiry is more often a criminal rather than it coroners 
court. We hope that this will continue to be the situation. We therefore 
recommend no change in the existing Inw under which a coroner must ad-
journ his inquest if he is informed that anyone has been charged with causing 
the death and which prevents him from resuming an inquest until the question 
of responsibility for a death has been finally determined by the criminal courts. 
In any case in which someone is charged with causing the death the coroner's 
inquest should continue to be merely formal in character. But it is important 
that a coroner should open an inquest even when he knows that the principal 
enquiry into the cause of death will be conducted in the criminal courts. When 
murder is an issue, the disposal of the body is too important a matter to be 
left to a registrar of deaths. The determination of when the disposal of a body 
may be allowed is essentially a judicial decision and by opening an inquest a 
coroner will put himself in a position to make that decision. Coroners are 
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accustomed to maintain contacts with the process of criminal investigation 

and they are likely to be much better placed than registrars to know, for 
example, whether or not defence counsel is likely to require a second post-
mortem examination of the body and to decide when disposal may safely be 
allowed to proceed. We recommend in Chapter 28 below that a registrar of 
deaths should be responsible for the issue of certificates authorising the 
disposal of a body in any case in which a coroner has not opened tin inquest. 

14.12 It is even more important that an inquest should be held in any 
case of homicide or suspected homicide in which there arc no criminal pro-

ceedings in connection with the death, for legitimate public interest in these 
deaths is it least as great as it is in deaths which become the subject of criminal 
proceedings. An inquest held in such circumstances could demonstrate 
publicly that there was no need for any further enquiry into the death (for 

example, because the person likely to have caused the death was himself dead) 
or it could indicate that police enquiries into the death were still continuing. 
But in any case it would he unrealistic to attempt to differentiate between a 
death from homicide which later becomes the subject of criminal proceed' 
Ings and one which does not. At the moment when a death is reported to him 

a coroner will alien have no idea into which category it will ultimately fall. 

We therefore believe that it coroner should be required to open on inquest 
whenever he suspects that it death reported to him may be a homicide. 

14.13 Ily our reference to persons deprived of their liberty by society we 

intend to cover all those persons ntenuoried in Chapter 12 above, whose 

deaths we have recommended should automatic fly he reported to a coroner. 

We have in mind, in particular, persons detained in police custody or in 
prison service establishments and persons detained under the Mental licalth 
Act 1959. Most people. we think, want to have assurance that prisoners (and 
other persons set ,part from society is a whole) do not die from maltreatment. 
We accept that it is perfectly proper for it coroner's inquest to be used for 

this purpose and that, to he fully etTective, the procedure must apply to all 

deaths occurring in such circumstances. We believe that the pain to family 

and friends caused by such inquests is likely to be minimal and that they may 
well have a strong desire for tin independent enquiry into the death. 

14.14 We pr opt ,w that an inquest should also be mind ivory whenever the 

coroner is informed that there is lying within the area in which he exercises 
jurisdiction the body of a person whose identity is in doubt but who appears 

to have died within living memory. An inquest in such a case will provide the 
best possible opportunity for witnesses to come forward with information. 

We believe that the finding and subsequent disposal of an unidentified hotly 

is always it matter of legitimate public interest. 

14.15 'rlic three exceptional categories described above are not likely to be 

large, so that the general effect of our proposal to give coroners it discretion 

to decide the form of their enquiry will he to place them In an entirely new 
situation. In future, a coroner will have , free choice In nearly every dash 

which Is reported to him, either to arrange for an autopsy it) he performed or in 

hold an inquest (with or without an autopsy) or to dispose of the case on the 

heals of his preliminary enquiry. We now consider how he should exercise 

this discretion. 
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r .I 14.16 When a death is reported to him the coroner's first task should be to 

satisfy himself as to the identity of the body and that it lies within his area. 

After these facts have been established his principal duty should be to ascer-

tain the medical cause of death. 

14.17 We recognise that some of the deaths reported to the coroner will 

not require him to make more than a preliminary enquiry, e.g. of the doctor 

with evident knowledge of the case. There are two reasons for this. First, the 

operation of the new procedure for certifying the fact and cause of death, 

which we have recommended in Part! above, will probably ensure that some

deaths are reported to coroners for " technical " 
reasons even though a 

doctor has great confidence that he knows the medical cause of death. So- I 

cond, a few reports may be frivolous or malicious. Accordingly, we recom-

mend that the coroner should retain the right to accept the cause of death 

given to him by a doctor, but, having done so he should take responsibility 

for certifying the cause of death. He should send his certificate to the registrar 

on the basis of the information which the doctor has provided. We would 

expect a coroner to decide to certify after a preliminary enquiry only in 

w y straightforward cases. He might certify in this way when, for example, a doctor 

who is in other respects qualified to give a certificate of the fact and cause of 

death is disqualified from doing so only by reason of a lack of recent at• 

tendance, or when a doctor who has been treating a patient is temporarily 

unavailable and a partner, who has access to the deceased person's case notes 

is confident that he knows the cause of death. provided that he can be 

satisfied that the cause of death is already accurately known, a coroner might 

also choose to act in this way in relation to some of the hospital deaths 

reported to him because they occurred during surgery or under or before 

IoM recovery from the effects of an anaesthetic. 

ri' 14.18 If, however, the report made to the coroner raises any doubt as to 

the cause or circumstances of death, it will be his duty to resolve this doubt 

a using the most suitable means at his disposal. In sonic cases, he may be able 

to resolve any doubt simply by making further enquiries. More often, how' 

`Y ever, it will be necessary for him to arrange for nn autopsy to be performed, 

and. on some occasions, he may feel it necessary to hold an inquest. 

14.19 We think that it is possible to identify and command certain 

principles of public interest which coroners should bear in mind when they 

consider the form of investigation which they propose to undertake into 

deaths reported to them. We have already referred to the concept of the 

"public interest" in our consideration of what deaths should be reported to 

coroners (sec Chapters 6 and 12 above). We now use the phrase in it slightly 

different context. Below we suggest some grounds of public interest which we 

believe that a coroner's enquiry should serve. These arc: 

(i) to determine the medical cause of death; 

(ii) to allay rumours or suspicion; 

(iii) to draw attention to the existence of circumstances which, if on. 

remedied, might lead to further deaths; 

ry (iv) to advance medical knowledge; and 

Lf~ (v) to preserve the legal interests of the deceased person's family, heirs 

h I or other interested parties. 
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The determination of the medical cause of death 

14.20 We have argued that it should be the principal aim of any system of 

death certification to ensure that the cause of death is accurately ascertained In 

every case because we believe that the ascertainment of the cause of death of 

individuals is important to the whole community. It is, therefore, with the 

simple intention of improving the accuracy of certificates of the fact and cause 

of death that we have recommended, in Chapter 6, that doctors should be 

placed under a new statutory obligation to report any death to the coroner if 

they cannot confidently certify its cause. The operation of this requirement 

is likely to increase the number of deaths reported to the coroner for purely 

medical reasons. We hope that coroners will respond by using their power to 

order autopsies in any case in which the medical cause of death is in doubt. 

We doubt if they will need to resort to inquests except on those infrequent 

occasions when it number of doctors are known to disagree on a point of 
substance, or the results of an autopsy arc vitiated in any way (e.g. by the 
state of the body or the length of time since death), or when an inquest may 

be the best means of elucidating, by circumstantial enquiry, the opinions of 
medical practitioners. 

Investigation to allay Honour or .suspicion 

14.21 At present the coroner fulfils an important function in the alloying 

of gossip and. in some cases, suspicion. to which a death can sometimes give 

rise. At worst, these rumours and suspicion arc harmful to individuals and, 
even at best, they leave a feeling of unease In the community concerned. We 
believe that coroners should be ready either to arrange an autopsy or to hold 
an inquest in order to allay such rumours and suspicions. The knowledge 

that an autopsy hits been performed by a reputable independent pathologist 

may often he enough to clear up such doubts. On occasions, however. 

coroners may well feel it necessary to hold inquests in order to demonstrate 
publicly that adequate enquiry hits been made into the circumstances of death 

and that there are no grounds for alarm, suspicion or self condemnation. 

Publicity for clrrunruanres which. if unrumerlied, might lead to further deaths 

14.22 A coroner should consider, on the basis of his preliminary enquiry, 
whether it is in the public interest that he should hold an inquest in order to 

draw attention to it possible fatal harard so that an adequate warning can be 

given to the public and precautions taken, whether by individuals or by it 
responsible authority, against any new fatality. In Chapter 16 we develop 

our views on the coroner's right to make public comments on particular 

matters and his right to refer his papers to an appropriate authority. 

The advancement of medical knowledge 

14.23 So far its we are aware, coroners' autopsies and inquests have never 

been overtly in order to advance medical knowledge. We do not think that the 

coroner's powers should be sought as a last resort by doctors who fail to get 

the consent of relatives to an autopsy which they wish to conduct for 

purely research purposes. But we do not discount the possibility that a 

number of deaths could occur. either within a particular district or nationally 

which, although they could be certified by doctors under the procedure we 

have proposed in Part I, might appear to indicate the presence of some hitherto 
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unsuspected hazard, and justify research in the interests of public health 

generally. We believe that if such research were promoted and the 
systematk 

.r' co-operation of coroners were deemed essential, individual coroners would 

•' be justified in ordering post-mortem examinations, and. If necessary, in Pro' 

fi r'• seeding also to inquests, in order to determine the relative significance of 

factors leading to those deaths and in order to enable possible methods of 

prophylaxis to be studied. 

The preservation of rights of the deceased person's family, heirs or ot6e,

' interested parties 

i
} 14.24 A coroner's investigation can often help to safeguard the legal 

interests of persons affected by a death. For example, the results of a post 

.,. -„. mortem examination can be useful in helping to decide questions of inherit 

14. :> ance, where there may be a question as to which of two relatives died full 

ill Again, a coroner's inquest can, on occasion, be an extremely valuable method 

of enabling relatives to assess the chances of a successful civil claim, and 
11 ` sometimes the record of evidence given nt all inquest may be of prime in 

„ penance in a subsequent claim for compensation. But these are incidental 

- by-products of the system and not intrinsic to it. Indeed, we are convinced 

that it would be against the public interest for the scope of the coroner's in 

vestigations to be enlarged in the area of civil liability. At present the coroner 

Ohm . is precluded (by Rule 33 of the Coroners' Rules 1953) from returning any 

verdict which may appear to determine any question of civil liability. We 

tr recommend that this restriction should be retained. It is inevitable, however. 

Y~c• that a coroner should sometimes have to face the question whether a parliculal 

inquest, if held, would be likely to turn largely into a "dummy-run" fol 

subsequent civil proceedings. We suggest that the consideration which should 

weigh most with a coroner in such circumstances, is whether if an inquest is ad 

held, the true circumstances of the death will become known. If it seems to 

dr the coroner that it is most unlikely that the circumstances of a death will be,

come known if net inquest is not held, he should have it bias towards holdinf 

an inquest. 

14.25 It is an essential feature of the changes we have proposed in ti 

and the preceding chapters that coroners should have wide discretion 

decide what form of enquiry (if any) they should adopt in particular cat 

By way of guidance, we have suggested some simple operational principl 

There remains the question whether there will be need for sonic measure 

outside influence. In Chapter 19, we consider proposals for rights of app 

against a coroners decision not to hold an inquest (and other aspects of 

activity). In our Conclusion we consider the need for a continuing revi 

of the way in which the coroner's discretion works in practice No t'

coroners may be advised of any changes which are considered desirable in 

practical exercise of this discretion. 
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CHAPTER I5 

THE INQUEST—ADMINISTRATIVE MATTERS 

15.01 This chapter deals with a number of matters to which the coroner 

must give attention before he actually begins an inquest. On most of them, the 

existing law relating to coroners has little if anything to say. This situation 

reflects the comparatively slight importance attached to administrative details 

at a time when the population was much smaller and the scope of coroners' 

inquests was much narrower than it is today. But it is also characteristic of 

the freedom which coroners have always enjoyed to conduct their affairs as 

they themselves think fit rather than in accordance with principles expressly 

established for the convenience of the public. We regard it as a matter of the 

highest importance that, in currying out their central role in the public service 

of enquiring into and certifying the causes of death, coroners should continue 

to have regard to the highly personal aspects of their work in individual cases 

and should always be ready so far as possible to accommodate their actions, 

and those of their stuffs, to the feelings of distressed relatives. 
Coroners, 

bereaved relatives, doctors, witnesses and other interested parties 
should all 

he partners in a collective effort to find and then to communicate the relevant 

facts relating to a death. 

(dent tfrcation of the body 

15.02 It is one of the functions of an inquest to determine " who the 

deceased was "(Coroners' Rules 1953, Rule 26). It is usual for a corpse to be 

identified to the coroner or his officer by someone who knew the deceased well 

enough in life to make a positive Identification after death. 

15.03 There are no rules governing the procedure by which it coroner 

dtould satisfy himself as to a deceased's identity. A survey' of attitudes of 

bereaved relatives to the coroner system showed that the most common 

procedure was fora near relative or close friend to identify the body, but in the 

Greater London area it was notable that such persons were asked to under-

take this duty in fewer than 40 of the 82 inquests in the survey. The survey 

also suggested that many of those concerned would welcome a greater 

willingness on the part of coroners to excuse relatives from a duty which is 

often a painful and harrowing experience. More than half the persons in-

terviewed in the survey who had been called upon to identify bodies found 

the procedure " very upsetting" or " rather upsetting ". 

15.04 We do not believe that the identification of bodies is It procedure 

that can or should be subjected to hard and fast rules. In some circumstances 

relatives nay be anxious themselves to make the identification, in others they 

may feel too distressed to do so. What is chiefly important is that the coroner 

(and his officer) should make himself acquainted with and he sensitive to the 

feelings of the bereaved on this matter. In our view there is no reason why, 

Conducted by Sales Research Services Ltd. 
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when the relatives immediately concerned are known or thought to he re-
luctant to undertake the task themselves, the coroner should not obtain help in 
identification from a doctor, work-mate, neighbour, or other knowledgeable 
person. We have no doubt that many coroners already adopt a flexible 
approach to the problem of initial identification. We recognise the dif-
ficulties of finding a convenient solution that avoids distress in any particular 
case. But we are concerned—and urge all coroners to be concerned--that 
the process of identification should not be conducted as a vexatious or 
mechanical preliminary; it may well be the fi rst impression that a member of 
the public receives of the procedures for which a coroner is responsible. 

15.05 It is impossible to be dogmatic about the interval in time that should 
elapse between death and identification. We have been informed that when a 
coroner receives a report of the death of some person whose identity is in 
doubt it is not unusual for him to delay for is week or so before reaching a 
conclusion on the cause of death and sending his certificate to the Registrar. 
Such a period is usually sufficiently long for any friend or relative to hear of the 
death and to come forward. 

1 +' 15.06 A particular incident which well illustrates the need to take special 
care to avoid causing unnecessary additional suffering to persons already 

• under emotional stress was brought to our attention during the course of our 
enquiries and we feel it may be sadutory to make it specific reference to it. 
A young child wits killed in a road accident and the mother was twice called 
upon to identify the body of her child. This happened because the death was 
one in which both the coroner and the police had an interest. The coroner was 
concerned because an inquest wits necessary and the police because they were 
considering the possibility of taking criminal proceedings against someone 
for causing the death. For both purposes it formal identification of the body 
was considered necessary and both the police and the coroner independently 
arranged for one to be held, thus causing it considerable measure of com-
pletely unnecessary distress for the mother concerned. 

View of the body 
15.07 Except where the Inquest is held by the direction of the Secretary of 

State in the absence of it body, or where an inquest is ordered by the High 
Court, or is held after a previous inquest which has not been completed, a 
view of the body is essential to give the coroner jurisdiction to proceed.' 

15.08 The" view " as a means of discovering the cause of death has been 
rendered obsolete by the autopsy which is now a part of almost every Inves-
tigation of a death which proceeds to an inquest. The " view " has no value 
for identification, for the identity of the deceased person is nearly always 
established before the inquest by someone who know the deceased person 
sufficiently well in life to be able to recognise the body after death. We are 
satisfied therefore that the compulsory view of the body by the coroner 
serves no useful purpose and we recommend that this requirement should be 
abolished. 

Coroners (Amendment) Act 1926, a. 14(l). In medieval times, the notion that Inquests 
must be hold super strum rorports was followed literally and the body was self a most 
important exhibit. The main purpose of this procedure was to discover evidence of any 
Injuries which might have accounted for the death; but It was also a means of demonslnning 
that a body existed and of establishing identity. 
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Notification of arrangements for holding Inquests 

15.09 At common law, any person who is able to give evidence about a 
death which is the subject of an inquest is bound to attend the coroner's 
court in order to do so. But a coroner is not, at present, obliged to give public 
notice of his intention to hold an inquest; nor is he statutorily obliged to 
notify witnesses, next-of-kin or other interested parties of his intentions. In 
practice, the procedure for notifying such persons varies from one part of the 
country to another. It is not entirely satisfactory, particularly so far as 
reaching relatives is concerned. There have been a number of instances 
reported to the Home Office in recent years in which relatives have had just 
cause to complain about the lack of information relating to a death with which 
they were legitimately and deeply concerned. 

15.10 There are at least four distinct categories of persons with whom is 
coroner should be concerned when he makes arrangements for holding an 
Inquest. They tire; 

(i) witnesses of the fact or cause of death; 

(Ii) relatives; 
(iii) other parties with an interest in the death, such as an insurance 

company which has issued a policy on the life of the deceased 
person; and 

(iv) the press. 

We shall discuss each in turn. 

(i) Witnesses 

15.11 A coroner is obliged by statute' to examine on oath " till persons 
having knowledge of the facts whom he thinks It expedient to examine S' it 
follows that he must take steps to ensure the attendance of these persons. 
Some coroners issue a formal summons in every case, but more often wit. 
nesses are %imply told informally, usually by a coroner's officer. that their 
presence is required. Informality of proceedings is a valuable feature of a 
coroner's inquest and we suggest that coroners should continue to use their 
discretion to decide whether It is necessary to serve it formal summons on tiny 
witness. A witness who has been formally summoned should continue to he 
subject to a line for non-attendance. 

15.12 We propose one small change in the law in connection with the 
coroner's power to summon witnesses. At present, a coroner's summons raps 
only within the area of the county or borough in which he lute jurisdiction. 
If a witness is required to attend from outside the area in which the coroner 
has jurisdiction, the coroner can only compel his ntlendnnce by obtaining a 
sub-poem from the Crown Office. We see no renson for this restriction on the 
coroner's ability to obtain evidence which lie requires and we recommend, 
therefore, that every coroner should have authority to summon witnesses from 
anywhere in England and Wales. Coroners should also have a similar power 
to compel the production of documents and exhibits and there should be 
appropriate penalties for non-compliance. 

' Section 4 of the Coroners Act 1887. 
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15.13 We also propose a change in practice. When a witness is notified 
that he is required to attend an inquest, whether that notification is given to 
him formally or informally, the information which he is given is usually 
limited to details of the place, date, time and subject of the inquest. We 
believe that this information could usefully be amplified by some reference to 
the right of " properly interested persons " to be represented at an inquest, 
Under Rule 16 (1) of the Coroners Rules 1953, any person who, in the opinion 
of the coroner is a properly interested party, is entitled to examine any wit-
ness either in person or by counsel or solicitor. Coroners are not required to 
publicise this fact and we have been informed that interested parties do on 
occasions appear at inquests without legal representation in circumstances 
where such representation is in their best interests. We recommend, therefore, 
that when witnesses are told about the arrangements for an inquest, whether 
formally or Informally, they should be told that, if " properly interested 
persons "; they are entitled to legal representation. 

(ii) Relatives 
15.14 It is often the close relatives of the deceased person who are placed 

at the greatest disadvantage by the present procedures. There is, in law, no 
obligation upon a coroner to inform even the closest relatives of a deceased 
person of the result of an inquest, let alone of the arrangements which are 
proposed for holding the inquest. We have been supplied with examples of 
the consequences of failure to keep close relatives informed of inquest pro-
ceedings. In one fairly recent case about which complaint was made to the 
Home Office a fatal motor accident occurred in a place some distance from 
the deceased person's own home. An inquest wits opened and adjourned 
whilst criminal proceedings were first considered and later taken, but the' 
deceased person's parents only learned of the result of the proceedings in both 
the criminal and coroner's courts after the coroner's certificate had been 
sent to the local registrar of deaths. They were understandably very concerned. 
Close relatives have an obvious deep interest in the process of events from the 
initial decision to hold an inquest right through to the outcome. We know 
that it will not always be easy for a coroner to trace relatives, but we think it 
entirely reasonable that a coroner should be obliged to make reasonable 
efforts to find out who is the nearest close adult relative of any person whose 
death has been reported to him and that, if he succeeds in finding this out, he 
should be obliged to notify that persona of the date and time of any inquest 
which he may decide to hold. We further recommend that if such person 
(i.e. the nearest surviving adult relative whose existence Is known to the 
coroner) is for any reason not present at the inquest, the coroner should be 
obliged to notify him of the findings of the inquest and to Inform him that a 
certificate can be obtained from the registrar of births and deaths to whom the 
coroner's own certificate has been sent. 

(iii) Other persons 
15.15 There are other persons. besides relatives, whose presence at an 

s inquest maybe desirable but we do not feel able to recommend that the coroner 

'In Chapter 16 below we suggest that attain persons should have an absolute fight to to 
considered as " properly Interested persons "—see pamgmph 16.60. 

a This person might be advised by the coroner that he would be expected to make any 
necessary contact with other members of the family or friends or the deceased. 
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should be responsible for notifying to each and every one of these the ar-
rangements for the inquest. Such a recommendation would be unrealistic; the 
coroner would have no assured means of establishing the identity of every 
person with a close interest in a particular death. Instead we recommend 
that, if a coroner is told that any person, who is a properly interested person,' 
has made a request to be kept informed of the inquest arrangements and has 
supplied a telephone number or address at which he can be contacted, he 
(the coroner) or his office should be obliged to undertake this responsibility. 

15.16 Interested persons who do not make known their interest in this way 
could be expected to learn about the inquest arrangements if they had op-
portunity to see or hear some official notification of the date and time at 
which the inquest is to be held. This matter is of all the greater importance 
because, in Chapter 16 below, we recommend the introduction of a new 
procedure (the short inquest) which is contingent upon interested persons 
having knowledge of the coroner's intentions, before the proposed short 
inquest is opened. We therefore recommend that every coroner should be 
required to exhibit a list of the inquests which he proposes to hold (together 
with u list of the witnesses to be called to each) on a notice board outside his 
office and outside the place or places most commonly used as a coroner's 
court. 

15.17 Some witncase. told us that coroners not infrequently postpone an 
inquest at the last moment and, conversely, that some inquests are started 
earlier than the little indicated to those concerned. There may sometimes be 
good reasons for changes of this kind, but they can and do cause distress and 
resentment and should be avoided where possible. We recommend that 
changes of this kind should nor be made without adequate notice to the 
persons concerned. 

15.18 We appreciate that for some coroners our proposals will bring a 
novel and unwelcome rigidity of procedure in place of the more casual 
methods evolved when coroners activity wits much more limited. We arc 
convinced however that if the coroner%' office is to have the increased elfec-
tiveness and status we think desirable, it mud adopt itself it, the demands of 
good public relations its well its to the technical needs of the service it offers. 

(iv) Press 

15.19 We have considered whether special facilities should he provided for 
the press. The National union of Journalists proposed to us, among other 
things, that the local press should invariably be informed in advance of the 
date, time and place of the holding of an inquest. In many parts of the 

country there are already informal arrangements between individual coroners 
and individual newspapers under which the press does receive this advance 
notice. We believe that these arrangements can he very valuable and we hope 
that more coroners will adopt them. Our proposal (paragraph 15.16 above) 
for a list of forthcoming inquests to he publicly exhibited should also be help-
ful to the press. 

'See Chapter I6, paragraph 60, 
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C.y Recording the evidence 

15.20 In cases of murder, manslaughter or infanticide, the coroner is 

required by law to take format depositions at the inquest. In all other inquest 

cases, the only requirement is that the coroner should make notes of the 

evidence,[ The content of the notes is left to his discretion, but he is expected 

to make fairly comprehensive notes in cases which are likely to be followed by 

subsequent legal proceedings. 

15.21 Several of our witnesses criticised the existing procedures for 

recording evidence at inquests. The police and representatives of the legal 

profession complained that, for their purposes, notes made by coroners at 

inquests were often incomplete and sometimes bore little or no resemblance to 

the evidence given in court. There was criticism, too, of the length of time 

taken to complete formal depositions which sometimes delayed the com-

pletion of inquests. On the other hand, coroners pointed out that it was not 

': possible for them to make comprehensive notes of All the evidence and nt the 

same time pay proper attention to or take an active part in the proceedings. 

• 15.22 We accept the need for a permanent record of inquest proceedings 

and we consider that, in general, the present methods tire inadequate. Those 

of our witnesses who gave evidence on this aspect of the coroner's inquest 

suggested that in order to improve the situation, coroners should be provided 
~..: with shorthand writers or tape recorders. We agree that this is desirable And if 

• as we envisage, the total number of inquests fulls off sharply its a result of our 

recommendation in paragraph 14.10 above giving the coroner a large amount 

of discretion whether or not to hold one, we do not think that it would be'

impracticable. Accordingly, we recommend that a transcript should be 

taken at every inquest. 

Assessors 

15.23 Although we received no representations on this subject. we have 

examined the question of whether there should be provision for a coroner to 

'I ... . sit with an assessor when his inquiries involve technical matters, 

15.24 The Secretary of State for the Environment (formerly the Minister of 

Transport) has power, upon application by a coroner, to Appoint it person 

with special knowledge to act as assessor to a coroner at an inquest on a 

death arising out of a railway accident;2 but, so far as we are Aware, there is 

no other statutory provision for the appointment of an assessor. In practice, 

• if a coroner feels himself in need or specialised advice, he obtains it In one of 

two ways. First, he may consult with whom he pleases before the inquest 

begins or in an interval before the announcement of u verdict, Alternatively, he 

may call a witness to give expert evidence on the matter before him. Frequently, 

a person giving expert evidence is the same person with whom the coroner has 

consulted informally beforehand. This arrangement has much to commend it 

since the evidence of an expert witness has the advantage of being given in 

• 
,• open court and being therefore open to challenge. 

' Coronas Rules, 1953 V. 30. 
iResutation or Railways Act 1811,s. 8. 
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15.2$ We do not think that the practice of appointing assessors is par-

ticularly appropriate for coroners' proceedings. In most cases where an 

exhaustive enquiry is required into a death where technical matters are at 

issue, it is already the practice for a separate enquiry to be held. In our view, 

it is not a part of the function of a coroner's inquest to probe too deeply into 

technical matters: nor would it be right for him to indicate which persons, in 

a complicated range of circumstances, should bear the blame for an accident. 

We do not therefore recommend any change in the law with regard to the 

appointment of assessors. 

Publicity and publlcarinn of proceedings 

15.26 It wits not until 1953, when for the first time coroners' procedure 

became subject to Rules, that it was clearly established that the public had a 

right to he present at an inquest. It appears from the authorities that before 

then, coroners had under the common law a discretion to decide on the degree 

to which their inquests should be open to the puhlic. They also had for many 

years the power, analogous to that possessed by examining magistrates. to 

exclude the public from their courts it later criminal proceedings were likely 

to be prejudiced by their presence. The present position is that all inquests 

are open to the public, except where in the interest of national security the 

coroner decides otherwise.' 

15.27 Apart from an Act prohibiting the publication of indecent medical 

details calculated to Injure morals' there is no restriction of Press reporting 

of cases in it coroner's court. It is the practice of most coroners, which we 

commend, to refrain from reading out the full details of notes left by suicides. 

and In addition coroners sometimes request the Press not to publish par' 

ticular matters. Such requests, when reasonable, are usually respected. 

Sometimes coroners task for publicity to be given to dangerous circumstances, 

and the Press tire generally cooperative in this way also. 

15.28 Only one of our witnesses suggested that public inquests were 

unnecessary. Nevertheless, we have thought it worthwhile to examine this 

question, since we recognise its it general principle that intimate family matters 

should he publicised only to the extent that the public Interest requires. Our 

conclusion is that it is the essence of an inquest that it should he held in public. 

At the moment. the decision whether or not to hold tin inquest lies in the 

coroner's hands only in a limited range of cases. One result of this situation 

is that among those cases where an inquest is mandatory tire some where we 

believe there is little or no public Interest served by the publication of the facts. 

In the future, if our recommendation (sec paragraph 14.11 above) that coroners 

should have nn almost complete discretion whether to hold nn inquest is 

accepted. one of the first factors which coroners will wish to consider when 

making their decision will he the desirability or drawing public attention to 

the Issues surrounding a death. A pause for such consideration should he 

enough to ensure that Inquests are held only when the public Interest, as 

opposed to the public curiosity, demand them, We do nut doubt that cases 

of suicide will often he Among those in which coroners will decide to exercise 

Rule 14, Coroners Rules 1953. 
' Judicial l'ro eedinas (Reaulatten of Reports) Act 1926. 
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their discretion not to hold an inquest. We therefore propose no change in 

'w. 

the present requirement that inquests should be held in public—subject, as 

now, to the coroner's discretion in cases where national security is involved. 

15,29 Criticism of press reporting of coroners' inquest proceedings has 

concentrated on inquests on suicides and inquests on deaths which may later be 

the subject of a criminal trial which, it is claimed, may be prejudiced by any 

premature publication of the facts of the case. Many of our witnesses chose 

r ; ' to put their own recommendations in general terms. The British Association 

of Forensic Medicine suggested that the reporting of inquests should be con-

fined to the verdict; the Police Federation proposed that the coroner should 

+?`• have a discretion to restrict the reporting of details at inquests; the British 

Medical Association, the Royal College of Physicians, the British Academy of 

Forensic Sciences, the Association of Municipal Corporations and a branch 

of the Police Superintendents' Association proposed that the reporting of 

inquests should be confined to brief details in all cases of suicide; and the 

Coroners' Society and the Law Society proposed that restrictions on the 

reporting of committal proceedings similar to those imposed in magistrates'

r 

courts should apply to Inquests. The basis of our own approach to this ques-

tion is the assumption that only very strong arguments can justify any re, 

striction on reporting of inquests which are open to the public. 

15.30 One argument in favour of a restriction on the reporting of suicide 

cases rests on the peculiar delicacy of the circumstances of these deaths. Notes 

and letters left by suicides are often recriminatory in tone, and may cause 

distress to, or even positively damage the reputation of, persons mentioned in 

them. If. however, our recommendation that the coroner should have dis-

cretion whether to hold an inquest is accepted. it seems likely that there will 

be many less inquests in cases of suicide and the considerations which we have 

set out in paragraph 27 above in respect of the admission to inquests of meat-

hers of the public will apply equally to the question of Press reporting of cases. 

Another argument sometimes advanced in favour of restrictions is that 

• f newspaper reports mentioning a particular form of suicide may lead other 

persons who are contemplating suicide to adopt the same method, However, 

even if this is so, it is difficult to know whether the effect of the publicity is to 

increase the number of suicides or merely to popularise a particular method, 

If after one person has committed suicide in u particular way it number of 

other people commit suicide in the same way, there is a natural tendency to 

think that Press publicity increases the number of suicides, whereas the truth 

may be that almost the same number of people would have committed suicide, 

•, but would not, in the absence of Press publicity, have all chosen the same 

method. Whether this be so or not must be a matter of opinion, but we think 

that the argument that publicity increases the number of suicides is insuf-

ficiently supported by clear or irrefutable evidence to justify so controversial 

a step as the total prohibition of Press reports. Nor do we think that It would 

be satisfactory to give coroners a discretionary power to prohibit Press 
• reports, since the effect of this would often be to place coroners in a most 

invidious position. Different coroners would almost certainly exercise their 

• discretion in different ways and we think it undesirable that there should be 

local variations in the amount of reporting of these cases. 
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15.31 In general terms we are satisfied that the present practice of coroners 

in not reading out suicide letters, or only reading out the minimum necessary 

part should suffice, given the continued co-operation of newspaper editors, 
to ensure that inquests on suicides are reported in a responsible way. We are 

not, therefore, in favour of any legal restriction on the principle of a free press 
specifically to take care of suicide cases, 

15.32 If the procedure at inquests in respect of deaths which may have 

been criminally caused is changed along the lines which we propose in the 

next chapter the difficulty arising out of Press reports of such proceedings 

should dwindle. Very little of the evidence which is submitted to a coroner is 
likely to be similar to the evidence advanced before examining magistrates and 

it is not therefore likely to be prejudicial in subsequent criminal proceedings. 

It might still be said that the mere publication of the facts surrounding the 

death would be prejudicial, but we are satisfied that this is too slender a basis 
on which to propose any restriction of reporting, even if such restrictions 

were practicable in relation to coroner's proceedings. 

Delays In the completion of coroners inquests 

15.33 If the completion of a coroner's inquest is unduly drawn out or 

delayed for any reason, it is the bereaved relatives who are likely to suffer the 

most. We have already made clear our belief that the coroner's enquiries should 
Intrude as little as possible into private grief. We are equally concerned that 

the inquest should not be a cause of prolonging that period of anxiety in which 
the bereaved usually find themselves on losing a close relative or friend; nor 

should it inconvenience them or cause them to suffer hardships which some-
times arise because a dependant's pension is not payable until the depth 

certificate (the copy of the entry in the register of deaths) is produced. When 

an inquest is held, such a certificate cannot he obtained until after the 

registrar of deaths receives the coroner's certificate after inquest. 

15.34 Ideally, every Inquest should be completed within 7 days oft death. 

This is the period within which most bodies are disposed of (see Chapter 27) 

and, since the Initial stress suffered by a bereaved relative is unlikely to sub-

side to any extent until the funeral Is over, a 7 day enquiry cannot be said to 
prolong the suffering of the deceased. As it is, 48 per cent (140) of the 290 

Inquest cases covered by the Saks Research Services survey were said In have 

been completed within a week. We are satisfied, however, that, in (many cases, 

it is not possible to complete an inquest within 7 days. There is a considerable 

amount of work involved in preparing for and holding an inquest, both for the 
coroner and his staff. Before the inquest stage is toached, they must find and 

question witnesses, take statements, inspect medical records and other re-
levant evidence, arrange for an autopsy to be performed and consider the 

evidence xo obtained and summon those witnesses who the coroner considers 

should be present at the inquest. Having regard to the extent of the prelim-

inary enquiry, we think that 14 days cannot seriously be regarded as an 
excessive period in which to complete an inquest. 71 per cent (206) of the 290 
Inquests in the survey were completed within this period. 

15.35 We turn now to the reasons for delays in the completion of coroners' 

enquiries and consider what measures might he taken to improve the situation 
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still further. The start of an inquest is sometimes delayed because the evidence 
is incomplete, witnesses cannot be traced or are too ill to attend or simply 
because the coroner is too busy to hold it any earlier. An inquest once started 
may also be delayed by an adjournment. 

15.36 Fortunately, many of the reasons for delays should disappear once 
our recommendations are implemented. The acceptance of written evidence 
at an inquest (Chapter 16) should reduce the number of occasions in which 
proceedings are held up to wait for witnesses who are temporarilyin. 
capacitated. It is to be hoped that in future there will be fewer inquests and, 
as a consequence, there will be less reason for a coroner to delay inquests 
because of his own other commitments. We hope that coroners will seek to 
develop and maintain a relationship with doctors both in general practice and 
in hospitals which will help to reduce the number of occasions when inquest 
are delayed because of the need to collect additional medical information. The 
problems involved in tracing necessary witnesses and other relevant evidence 
may not be so easily solved, but the new civilian coroner's officer should haw 
considerable resources made available to him in order to minimise any delays 
resulting from any such difficulties. 

15.37 It is reasonably clear from the results of the SRS opinion poll that, 
in general, coroners are mindful of the need to reach a conclusion as quickly as 
possible. None of the respondents suggested that there was anything butt 
genuine reason for such delays as did occur, which indicates that coroners use 
the discretion which they have over the use of the adjournment wisely. One 
legitimate complaint which was brought to our notice by the Home Office
concerned an inquest which was adjourned until 5 months after the death of 
the deceased, thus causing the widow considerable inconvenience. In this case, 
a witness was incapacitated through injury for 2 months, but thereafter the 
only reason for the delay appears to have been that the coroner wanted the 
case to wait until such a time as he required a jury for another inquest, rather 
than summon one especially for one short case. We are satisfied that such 
incidents are rare and express the hope that coroners will see to it that they do 
not occur at all in future. 

15.38 Delays caused by adjournments probably cause greater incon. 
venience than for any other reason because bereaved relatives sometimes have 
to wait many months before they can obtain from the registrar the copy of the 
entry in the register of deaths, which provides proof of their claim to en-
titlement to insurance monies and pensions. It was suggested by some of our 
witnesses that where it appears to a coroner that an inquest will have to be 
adjourned and its conclusion date accordingly delayed, he should he obliged 
to issue an interim certificate of the fact of death so as to enable dependants to 
claim insurances and pensions. We understand that the Coroners' Society has 
in the past attempted to establish a similar procedure by suggesting a form of 
letter that a coroner might give to insurers, but we were informed that, in many 
instances, insurance companies are not prepared to accept such notifications in 
the absence of any statutory requirement that they should do so. The Home 
Office has informed us that on the rare occasions when complaints have been 
received about such delays, they too have suggested to coroners that they 
should give a note explaining the reasons for the delay in issuing formal 
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documents and confirming the fact of death. We can see no reason why the 
coroner should not complete an "interim certificate of the fact of death" 
when be knows that this will serve a useful purpose. We believe that this 
would be likely to be of considerable benefit to dependants when inquests have 
to be unavoidably delayed for long periods. We therefore recommend that 
the coroner should be required to complete and deliver to the next of kin an 
Interim certificate of the fact of death in cases where the conclusion of an 
enquiry is likely to be delayed. We believe that this certificate should be 
acceptable to third parties e.g. insurance companies as evidence of the fact of 
death. 
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CHAPTER 16 

THE INQUEST—PROCEEDINGS IN COURT 

introduction 
16.01 In Chapter 14, we have proposed a radical change in coroners' 

procedure when deaths are reported to them. We have recommended that in 

future coroners should have what would amount to an almost complete 

discretion whether or not to hold an inquest in respect of every death reported 

to them and we have set out certain principles by which we suggest that 

coroners should be guided in reaching their decisions as to what course to 

follow. The number of inquests held annually is already fulling steadily 

(see Appendix 3). We welcome this trend because it is our belief (see Chapter 

14) that many inquests are held without real necessity. We envisage that the 

implementation of our recommendations would lead to a much more dramatic 

fall in the total number of inquests held. But there would be it number of 

circumstances in which, following our principles, coroners should feel impelled 

to hold inquests; in this chapter we are concerned with the procedures 

which they should follow in such a situation. 

The objectives of at: inquest 

16.02 The present scope of a coroner's inquest is defined in Rule 26 of the 

Coroners Rules 1953 in the following terms: 

The proceedings and evidence at an inquest shall be directed solely to 

ascertaining the following matters, namely: - 

(a) who the deceased was; 

(b) how, when and where the deceased came by his death: 

(c) the persons. if any, to be charged with murder, manslaughter or 

infanticide or of being accessories before the fact should the jury 

lind that the deceased conic by his death by murder, manslaughter 

or infanticide; 

(d) the particulars for the time being required by the Registration 

Acts to be registered concerning the death, " 

A further limitation on the scope of inquest proceedings is contained in Rule 

33 which provides that" no verdict shall be framed in such it way us to appear 

to determine any question of civil liability". The effect of these two provisions 

is to make it clear that it is no part of a coroner's function to be concerned 

with any matter of civil or criminal liability—with an exception for homicide 

cases contained in Rule 26(c). The coroner's proceedings are inquisitorial in 

nature: for the most part the task of questioning witnesses is carried out by 

the coroner himself, although (as we shall see in paragraph below) other 

persona have a right to ask questions at an inquest. 

16.03 The evidence of our witnesses, and more particularly the evidence 

of our two social surveys, suggested that there was no widespread 

dissatisfaction with the nature of inquest proceedings or with the manner 
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in which they are conducted by individual coroners. This is scarcely 
surprising. At many inquests the facts surrounding the death are self. 
evident and all that is required from witnesses is a brief description of 
the circumstances in which the deceased person met his death or was found 
and, in the case of medical witnesses, an opinion as to the medical cause of 
death. But in a minority of cases contentious issues do arise. There may be 
more than one version of the facts and diametrically opposed views may be 
sincerely held by different interested parties. It is in these circumstances that 
an inquest may lead to controversy and even acrimony; these are the occasions 
on which a coroner must take the greatest care to be (and to be seen to be) 
completely impartial. For the most part, we believe that coroners manage 
this difficult task very well, but we arc satisfied that there are some few 
occasions on which criticism of particular inquest proceedings is justified. It 
can happen, for example, that during the course of a coroner's inquest a 
person's conduct is impugned without his having received tiny prior notice 
that this might happen and without any adequate opportunity for him to 
prepare or put forward an explanation. Less frequent, but still an occasional 
source of legitimate grievance, is a situation in which a coroner allows only 
part of the evidence to be heard or rejects evidence which might have put an 
entirely different construction on the actions of someone whose conduct was 
being impugned. 

16.04 The law does little to preclude the possibility of such situations 
occurring. Regardless of the circumstances Surrounding a death or the Sort 
of situation which a coroner may at the outset foresee its a possible develop-
ment, the only information which he is obliged to give to is person he wishes to 
summon as a witness Is the date, time and place of the inquest and the name 
of the deceased person.' Consequently, witnesses who arc interested parties 
may be unaware that they are cat iced' to be mad may need to he legally 
represented at an inquest. We have already made in Chapter 15 above a 
recommendation designed to improve this Sitation. But even when a person 
is represented. or is otherwise prepared to reply to any criticism made of him 
at an inquest, there is no guarantee that the coroner will grant an oppor-
tunity for an explanation or a repudiation, because lie is not required to do so 
unless he is satisfied that a person is tin interested party and that any proposed 
statements or questions arc relevant to the inquiry.' 

16.05 Several witnesses suggested that the dilfculties to which we have 
referred would he less likely to arise if inquest proceedings could he accusa-
torial in nature. '[he Law Society went so far as to Suggest that 

"where there arc reasonable grounds for the coroner to anticipate that 
an iniplunl ion of culpability or against reputation may arise, the pro-
ceedings in rotation to that issue Should he conducted in accordance 
with the rules of evidence and procedure applicable to the accusatorial 
system." 

No-one proposed that all the proceedings could he exclusively accusatorial; 
and we do not ourselves believe that it would be possible to apply accuse-

' Coroners Ruin 1933, Third Schedule. Form 6. 
x Ibid. Rule 16(l). 
x I66y. Rule 16 (1) W. 
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tonal rules of procedure properly to inquest proceedings where there are no I 

parties, no indictment, no prosecution and no defence. The Law Society's 

proposal would involve obliging the coroner and those involved in his inquest 

to move from an informal to a formal-procedure without notice and with the 

real risk of being asked to readopt informal and then formal procedures 

indefinitely within the one inquest. To state the proposition is to see how 

difficult would be its achievement. But it would not be necessary to adopt 

any such procedure if the scope of the coroner's enquiries were to be limited 

in the ways we suggest later in this chapter. It is a sufficient purpose for a 

coroner's inquest to inquire into the cause of death; to identify the person 

who might have been responsible for causing it is properly the function of an 

accusatorial court. 

16.06 We start therefore from the promise that the coroner must continue 

to conduct his proceedings in an inquisitorial fashion. Because, however, the 

inquest, like the coroner's other enquiries, should be directed to the limited 

end of ascertaining the cause of death without identification of personal 

responsibility, it is essential that in future the inquest should be divested of 

those features which allow, if they do not actually encourage, the examination 

of issues of criminal or civil liability which should be the concern of other 

courts. On the positive side, we think that more can be done to protect the 

individual party or witness to an inquest against the risk of prejudice. In this 

chapter, therefore we consider, first the basic question of the line of defnarca-

tion between the inquest and other proceedings in relation to issues of criminal 

and civil liability. We then turn to various aspects of the procedure related 

to the inquest in regard to which we received criticisms or proposals for change 

or for which we are satisfied that change is called for by the radically altered 

objective of the inquest that we wish to see and have already described. 

THE PROBLEM OF INDIVIDUAL RESPONSIBILITY 

A. Criminal Llabillty: Homicide Casa 

16.07 Strictly speaking, the only criminal issue with which it is at present 

in order for a coroner's court to be concerned is the most Important criminal 

issue of all—homicide. Although nn inquest is not generally concerned to 

determine questions of criminal liability, it has remained a specific duty of a 

coroner's jury to set forth a verdict which should, in the case of tiny finding 

that a deceased person came by his death by murder. manslaughter or infan-

ticide, name the person or persons, if any, whom they find to have been 

guilty of the offence, or of being accessories before the fact.1 Such it finding 

has the same effect as the preferment of a bill of indictment and any living 

person named in such an inquisition must be committed for trial for murder, 

manslaughter or infanticide. The coroner must specify, in his warrant of 

committal, the court before which the person named Is to be tried and he has 

to inform the Director of Public Prosecutions that he has committed this 

person for trial. At the assizes, the accused may be arraigned upon a coroner's 

inquisition in the same way as a proper bill of indictment; and he may be 

tried and sentenced upon it. 

See ectIon 
4. Co , t1 7 

as amended by the Coroners (Amcnoment, An rom 

Also Rule 26. Coroners Rules 1953. 
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16,08 In practice, coroners only very rarely find themselves holding in-
quests in full on deaths from suspected homicide; and the use of the power to 
commit for trial is even less frequent. For the most part, when a coroner deals 
with a murder case, he simply opens his inquest, takes evidence of identifica-
tion, medical evidence of the cause of death, and other particulars required 
(or registration purposes, and then adjourns' his proceedings until the results 
of any proceedings In the criminal courts are known. When the results of 
these proceedings are known, even if magistrates have found no case to 
answer, the inquest is, in practice, not resumed. Instead, a coroner sends to 
the registrar a certificate in which he records the findings of the criminal 
court. 

16.09 It is only if the suspected murderer is dead (a situation which ob-
tains in a remarkable number of family murders)2 or if, in the view of the 
prosecuting authorities, there is insufficient evidence to justify a charge 
against a living person, that the inquest proceeds. The coroner is thus left 
to handle those cases where there is no suspicion against anybody, or where 
there may be an clement of suspicion but for one reason or another it has not 
been possible to bring charges. 

16.10 But these few "homicide" inquests can cause great dificultics and 
very occasionally do so. It can happen, for example, that the evidence given 
on oath by witnesses at an inquest puts a new complexion on the case, or 
that the coroner's jury differs from the police and the Director of Public 
Prosecutions in their opinion as to the weight which should be attached to 
Ike facts. When this happens, with the result that someone is charged on the 
loquisition with murder, manslaughter or infanticide, the coroner has no 
option but to commit this person for trial. It is then usual for the Director of 
Public Prosecutions or the police to institute separate committal proceedings 
before magistrates, either for the same offence, or for a lesser offence arising 
out of the sam e set of facts, If the magistrates decide to commit, the accused 
person will shad trial on an indictment framed on the basis of the evidence 
given in the magistrates' court and the inquisition is left on the file at the 
Assizes. But whether or not the magistrates find there is a case to answer the 
individual committed by the coroner must appear at Assizes. 

16.11 A notorious example of what can still happen occurred in 1966. 
the death in question was an obvious case of murder which was investigated 
by the police and considered by the Director of Public Prosecutions before a 
decision was taken that there was insufficient evidence to justify charging 
anyone with the crime. In the absence of any proceedings in the criminal 
courts, a coroner was left with it legal obligation to hold an inquest; and his 

my 

were left with the duty set out in paragraph 16.07 above. As it happened, 
features emerged at the inquest which led the jury to return a verdict of 
murder against a named person and the coroner had no option therefore but 
to commit the named man for trial to an assize court. Immediately after-

' Coroner (Amendmcn0 Act, 1926. Section 2011). Sec Table K—" Inquests adjourned 
coder section 20 or the Coroners (Amendment) Act 1926, which It has been decided not to 
Name." 

'See " Murder 1937 to 1965" (Report by Home 0111ce Statistical Division), London, 
base, 1916). 

7CC 179 

RLIT0001858_0097 



wards, committal proceedings against the same individual were institutes. 

before magistrates, who ruled that there was no case to answer. 
Despite this, 

the accused person was kept in prison for more than a month awaiting trial 

on the coroner's inquisition. No evidence was offered for the prosecution at 

the Assizes and the man was released. 

The case for reform 

16.12 The duty of a coroner's jury to name the person they find guilty of 

homicide and the coroner's consequential duty to commit that person far 

trial are survivals from a time when the coroner's inquest wits a substantial pan 

of society's defence against crime. They survive from a time when the present 

system of investigation of crime by the police and of committal for trial by 

examining magistrates did not exist. These duties are now widely regarded as 

archaic and unnecessary. Their abolition was recommended by the Depart' 

ed in 1936 

were 
al almosttnuntee on Coroners which 

animous in support of that tCommitee's drecommendati
 our own oenses 

16.13 The strongest argument in favour of the abolition of both these 

duties is that they are incompatible with present day concepts of justice, 

which arc firmly founded in an aecusestoriul system incorporating proper 

protection for suspected persons. The inquisitorial nature of a coroner's 

proceedings places u suspected person in u position of considerable disadvan-

tage. He may be compelled to give evidence in public In a court whose rules 

offer him protection much inferior to that which he could expect to find in a 

magistrates' court and which, unlike a magistrates' court, may go so far us to 

name him as guilty of the most serious crime of all, Moreover, the parson 

whose reputation may sutler or whose liberty may be removed by these 

proceedings may be someone who, before the inquest begins, has no red 

awareness of the extent to which he was likely to fall under suspicion. 

16.14 On those few occasions when a coroner finds himself obliged to 

hold a full inquest on a death front homicide, his proceedings may hear a 

much closer resemblance to u criminal trial than do committal proceedings 

before magistrates. The fact that this is so arises directly from the shape or 

the two sets of proceedings. At committal proceedings in the magistrates' 

court, a suspected person is faced with a definite charge; he need make no 

statement and will not normally do so; no judgment is passed on the value. 

of the evidence in his favour and the committal proceedings can only be i

reported at the request of the defence. At an inquest, on the other hand, 

there is no restriction on press reporting, there is no specific charge ageing 

anyone and no-one has the right to address the coroner or the jury on the 

facts.° The rules of evidence applicable in ci vil or criminal proceediop 

cannot apply to inquests and. since there is no specific charge, the inquiry 

may range over matters which would be of no relevance to such a charge, it 

it were made, but which may be prejudicial to a person accused in subsequea 

criminal proceedings. It Is true that a witness may refuse to answer question 

on the ground that the answer may incriminate him, but this may sometime 

appear to a coroner's jury to be an admission of guilt. Nor is it only it witnes 

under suspicion who is placed in an awkward situation. In order to help hi 

inn' determine whether or not they should find any person to he guilty a 

Rule 31, Coroners Rules 1953. 
igo 

homicide, the coroner may have to examine closely a witness against whom 
suspicion has been levelled in order to clarify his statement, Yet, through all 
this, he must try to preserve the appearance of impartiality. 

16.15 In face of these clear disadvantages attaching to the jury's duty to 
name an individual and the coroner's jury to commit a named person For 
trial, we believe that only the strongest argument on grounds of usefulness 
should suffice to justify the retention of these features of a coroner's inquest. 
We have not found tiny such justification. 

16.16 The number of coroners' committals for the ten years 1961-1970, 
together with the results of subsequent trials, are shown in Table L, annexed 
to this chapter. Table M, also annexed to this chapter, shows the number ul' 
committals by magistrates for murder, manslaughter and causing death by 
dangerous driving throughout the same period. It is clear from these figures 
that the number of committals from coroners courts, by comparison with 
the total number of cases in which proceedings are instituted for the ollenccs 
in question is very small. Compared with the 8,055 persons who were com-
mitted for trial by magistrates during this period charged with either murder, 
manslaughter, inl'unticide or causing death by dangerous driving, only 105 
were committed by coroners. In the great majority of these cases, proceedings 
were also taken before magistrates, and in about two-thirds the defendant wits 
committed for trial on indictment tie well as on the coroner's inquisition. 
At the Assizes, not it single conviction was recorded on the coroner's inquisi• 
tion alone. 

16.17 But for the coroner's Inquest, would these cases have been before 
the magistrates its all? Our own view, based largely on evidence submitted 
to us by the Director of public Prosecutions, is that inquest proceedings are 
scarcely ever decisive in lending to it decision to prosecute. We were told by 
the Director that there find been very few cases in which the view of prosecu-
ting authorities that there wits insufficient evidence to justify it prosecution 
had been changed its it direct result of proceedings before it coroner's court. 
We leave concluded that, in most caves in which there are two sets of conunittti 
proceedings, before it coroner and before magistrates. the magistrates 
court proceedings would have taken place in tiny cone, 'flare leave certainly 
been occasions on which a prosecuting authority line deferred its decision 
whether or not to prosecute until the outcome of the proceedings before the 
coroner, but we understand that the evidence brought out by these proceed-
ings has been only one of seveel factors lending to a decision to prosecute. 

Abolition of duty to asters sloth and power of ronrrrrltm! 
16.18 We have concluded that the practical value of the coroner's duly 

to enquire into the identity of killers te nd of his power of committal, its factors 
leading to the successful prosecution of offenders who might otherwise have 
evaded justice, is minimal. They arc not essential features of criminal Investi-
gation procedure te nd we have no reason to believe that, with the developing 
efficiency of the science of criminal investigation. the removal of the coroner 
from this sphere is likely to have even the least damaging effect. On the other 
hand, the damage which these features of a coroner's inquest care sin to an 
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individual needs no further emphasis and we believe that the case for their 

disappearance is overwhelming. We therefore recommend the abolition of 

the duty to name an individual and of the obligation to commit a named 

person for trial. 

16.19 Unfortunately, simple abolition of the jury's duty in homicide cases 

to name the guilty party and the coroner's consequential obligation to commit 

that person for trial will not itself be sufficient to remove from a coroner's 

proceedings those features which have in the past aroused justifiable concern. 

Unless the whole character of homicide inquests is changed, so that there is 

no longer any possibility that individual liability for a death may become an 

issue, the damage which may be done to an Individual's character or repu-

tation is unlikely to be reduced by the fact that he is no longer named in the 

verdict or committed for trial. The mere substitution for the power of com-

mittal of a duty to refer papers to the Director of Public Prosecutions, favoured 

by several of our witnesses, would therefore be no solution to what we see as 

the major difficulty—the investigation of the circumstances of a homicide 

by an inquisitorial tribunal. Nor will the changes which we have proposed 

remove the issue of homicide altogether from the purview of a coroner. He 

may still have to deal with the type of case in which the suspected murderer is 

dead, as well as those in which there is evidence of homicide but it is insufficient 

to justify a charge against anyone. He may also be confronted with n situation 

in which homicide is not at first an apparent issue. In all these cases an 

individual's reputation, and even in some cases his liberty, may he at risk; 

and this fact must be balanced against the need to safeguard the public by 

ensuring that every suspicious death is properly investigated. 

Homicide inquests—our proposals for the future 

16.20 We have concluded that the best way of solving the problem of 

balancing the interests of the individual who is liable to suspicion against the 

need to protect the public interest would be to give to the coroner greater 

discretion than he has now to terminate the inquest proceedings in order to 

hand over further consideration of the issue of homicide to it mere appro• 

priate authority. We recommend therefore that there should be express 

provision for the coroner to refer his papers to the Director of Public i'rose• 

cutions at whatever stage in the inquest seems to him to be most appropriate. 

At that stage, provided that he is able to certify the medical cause of death, he 

should normally conclude his own investigation into the death by sending his 

certificate to the local registrar of deaths with an endorsement to the effect 

that the death has been referred to the Director of Public Prosecutions. 

16.21 We do not suggest that the coroner should always conclude his 

inquest and make his report to the Director as soon as credible evidence 

inculpating an individual emerges. The timing of such a decision must be 

left to the discretion of the coroner in the light of all the information available 

to him. No hard and fast rules can be laid down to suit nil circumstances; a 

decision to refer may sometimes be more damaging to a particular individual 

than a decision to carry on with the inquest and a coroner will wish to hear 

enough evidence to satisfy himself that he is fully justified in taking the serious 
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step of reporting to the Director. But as a general rule, we suggest that when 
lite coroner realises, us a result of evidence adduced during his inquest, that 
there is a real likelihood that if his proceedings are continued they will lead, 
directly or by inference, to a suggestion of guilt against a particular person 
he should conclude his inquest at that point and refer the matter to the 
Director of Public Prosecutions. 

16.22 A decision to refer it case to the Director should be announced, in 
neutral terms, in open court. We appreciate that such an announcement may 
have the effect of pointing the finger of public suspicion at a particular indi-
vidual, but this is a disadvantage inherent in all forms of public investigation 
and can only be eliminated by holding all enquiries in private or by not 
holding them at all; neither is a course which we can recommend. What we 
can do is to take away from the coroner his function of assessing the extent of 
an individual's criminal liability and to make it clear that this function is one 
which belongs to the prosecuting authorities and the criminal courts. 

16.23 It may be helpful if we now consider how this now procedure might 
work in relation to the kind of circumstances mentioned in paragraph 16.19 
above. 

16.24 In the first case, in which the suspected murderer is dead and the 
police are satisfied that there is no need to make tiny further enquiries into 
the death, the procedure is not appropriate ill all. Nothing could be gatined 
from a report by the coroner to the Director. We suggest iliac the coroner 
holding the inquest on the victim should take medical evidence of the cause of 
death and such other evidence as is necessary to show that the deceased died 
as a result of homicide. He should then take a statement from an appropriate 
representative of the police force which has investigated the death. It would 
be convenient for this statement to be in standard form and for it to be to the 
effect that it was not proposed to take proceedings in rclatiun to the death and 
that police enquiries had been completed. The coroner should avoid making 
any statement directly implying that the dead person thought by the police 
to be the murderer was, in fact, responsible for the death. The argument 
which we outlined and accepted before recommending (in paragraph 16.18 
above) that there should no longer he may duty on as coroner's Jury to name 
any living person its guilty of homicide applies with equal, if not greater, 
force to the naming of a dead person. The coroner who holds the Inquest on 
the suspected person may not always be the same individual as the coroner 
who holds the inquest on the victim, lie also should avoid as far as possible 
any implication that the subject of his inquest may he a murderer. 

16.25 An inquest held in circumstances in which there is no reason to 
suppose that the murderer is dead but in which there Is insulticient evidence 
to bring charges against any living person, Is likely to prove much more 
difficult. Here, the coroner's problem will be to avoid asking, or allowing 
others to ask, questions which bear on file responsibility ,rany individual for 
the death. As we have already indicated. we do not believe that it should be 
any part of a coroner's function to assess these matters. We suggest that when 
an inquest is held in circumstances such as those which we have just outlined, 
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the coroner should begin his inquest in the way which we have suggested in 

the previous paragraph. Having taken medical evidence and whatever other 

evidence is necessary to show that the death was homicide, it should be open 

to the coroner to explore the circumstances in which the death took place, but. 

following the guide line which we indicated in paragraph 16.21 above, he 

should conclude his inquest as soon as evidence is taken which appears to 

indicate that an identifiable individual may be responsible for the death. 

Taking the case quoted in paragraph 16.11 as an example, the coroner would, 

under our proposal, have been able to cut short his proceedings and report to 

the Director of Public Prosecutions us soon as it seemed to him that suspicion 

was beginning to fall on an identifiable person. The present law is too rigid to 

permit this. Once a coroner has opened an inquest in circumstances similar 

to those which we have been considering, he has no option but to continueto 

the point at which his jury may conclude that a named Individual, who has 

not been on trial, is nevertheless guilty of the crime of homicide. Our proposal 

would do away with that necessity. 

16.26 The remaining circumstance in which it coroner may hnd himself 

dealing with the issue of homicide is one in which the possibility of homicide 

emerges only after an inquest has been opened. No trouble need arise so long 

as there is no evidence to suggest who might have committed the homicide. 

The coroner will be able to pursue his enquiries into the acts and events 

which led up to death without any danger of suggesting that any particular 

individual may be guilty. On the other hand, where the identity of the person 

responsible for the acts In question is known or suspected, it may he impossible 

to ascertain the facts without identifying, expressly or impliedly. the person 

responsible. In some circumstances such an idendliettlon might amount to 

a statement of guilt. The prejudice which might result from such a situation 

needs no underlining'. it is the basis of our recommendation to abolish the 

power of committal. 

16.27 A fictitious example will illustrate the situation we have in mind. 

An elderly woman is found burnt to death beside her fireplace, and at the 
material time there is only one other person in the house with her. Preliminary 

enquiries suggest that she tell into the fire when alone in Ike room, but during 

the inquest evidence emerges which shows that the lady nary not have fallen 

accidentally but may well have been pushed anti that, if she was pushed, the 

only person who could have done it must have been the other person in the 

house. If, in such a case, the coroner were to hear the evidence in full and then 

announce a finding (as he is entirely free to do at present) that ilia deceased 

was deliberately pushed into the lire, that would be tantamount to a statement 

of the guilt of the other person in the house, even though the coroner were 

to be precluded from actually naming that person or commillltg him rot 

trial. In terms of prejudice to the individual at risk, such a conclusion would 

be scarcely less damaging than a finding of guilt and a committal. Undo 

our proposal, a coroner would no longer be required In pursue his enquiries 

to the point at which an individual is manifestly at risk. In the hypothetical 

example we have quoted, we believe that the coroner should conclude lib 
inquest and refer the case to the Director as soon as he hours the new evident

that the woman may not have fallen accidentally. 

16.28 It is conceivable that there will be occasions when, having received 
the inquest papers from the coroner, the Director of Public Prosecutions will 
conclude, after any further enquiries he may make, either that there is still 
insufficient evidence on which to base a case for prosecution or that the person 
whose actions were Implicitly questioned by the coroner's decision to refer 
his papers to the Director of Public Prosecutions is round to be absolutely 
blameless and there were no concrete grounds for suspicion in the first place. 
Should this happen, it is vitally important that the good name of the Individual 
should be restored immediately and, as the effects of the adverse publicity 
following the coroner's action are liable to be felt by that individual more 
within his own area than elsewhere, the most suitable and effective manner in 
which to right the situation would be through the local press. This would not 
be an appropriate task for the office of the Director of Public Prosecutions. 
We therefore recommend that, in a case where a coroner has concluded his 
inquest and sent his inquest papers to the Director of Public Prosecutions, 
and no further court action ensues, no matter for what mason, the Director 
should notify the coroner and the coroner should publish a statement to the 
effect that the Director of Public Prosecutions is satisfied that upon the 
evidence presently available there is no case for any criminal proceedings. 
The Director's notification would be likely to be in non-committal and stun- 
dard terms covering Indiscriminately the case where there wits no evidence 
of an offence and the case where the occurrence of an offence was clear but 
the evidence against the suspected offender wits insufficient. 

16.29 We appreciate that, in some cases, this formula might not entirely 
dispel all suspicion about the circumstances of the death and the part played 
by an individual in contributing to it. We have to recognise, however, that 
it would nut be open to the coroner to make more elaborate public statements 
Interpreting the detailed circumstances of particular decisions by the Director. 
Nevertheless. it should be clearly understood that when, under our proposed 
procedure, a coroner reported the Director's conclusion that there was no 
case for criminal proceedings this would not necessarily imply that an offence 
had actually been committed, let alone that suspicion had pointed to any 
particular individual being responsible. 

16.30 At present, the results of criminal proceedings arc required to be 
included with the registrable particulars on the coroner's Certilicate after 
Inquest and, because he cannot complete an inquest until after the conclusion 
of any related criminal proceedings, it is usually necessary for the coroner to 
adjourn the Inquest until such time its the required information is available 
to him. This situation will be changed by our recommendations. In accor• 
dance with the flexible procedure which we have recommended in Chapter 
14 above, a coroner will he able to conclude his enquiries Into a death in 
respect of which there tire also criminal proceedings its soon as he has cstab. 
fished the Identity of the deceased and the medical cause of death, At this 
point, he will be able to send his certificate to the registrar of deaths, 'There 
will no longer he any need for an inquest on a death which is also ilia subject 
of criminal proceedings to drag on until those proceedings are finished. The 
same situation will obtain ifs coroner feels compelled by the evidence adduced 
at an inquest to exercise him power to conclude his enquiries and send his 
papers to the Director of Public Prosecutions (see paragraph 16.20 above). 
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He will send his certificate to the registrar at the same time as he makes that 

f.'•'. reference. It remains to be considered, therefore, how a registrar is to learn 

of the results of criminal proceedings or of the further enquiries made by the 

Director, or by the police on his behalf. We believe that the simplest and 

most practical solution would be to give to the coroner the responsibility for 

notifying the registrar. As proposed in paragraph 16.28 above, the coroner 

will be notified by the Director of Public Prosecutions of the result of his 

reference to his Office and there is already an arrangement under which the 

clerk to the appropriate court notifies the coroner of the result of criminal 

proceedings. 

IT.'. B. Criminal LIabilty—Cases Other than Homicide 

(i) Road accident cases

:". 16.31 A coroner is at present obliged by law to hold an inquest on the 

, •c' victim of a road trullic accident. It is usual for a coroner to open his inquest 

soon as convenient after the death in order to take evidence of identification as 
and medical evidence of the cause of death and then to adjourn his proceed' 

L04 ings while the possibility of a criminal charge is considered. He is obliged to

adjourn his inquest for at least 14 days if he is required to do so by a chief 
rs ~_ officer of police on the ground that a person may be charged with that offence 

and he may adjourn for longer periods at his own discretion.' If someone is 

charged under section 1 of the Road Traffic Act 1960 with causing death by 

dangerous driving the coroner is obliged to adjourn his inquest until the 

result of those proceedings is known and if there is to he a prosecution for a 
hh '" lesser offence the coroner often similarly adjourns his own proceedings. In 

death those cases in which criminal proceedings are taken in relation to the 

the coroner need not resume his inquest and. In practice, scarcely ever does so. 

Instead he sends his certificate to the registrar notifying him of the medical 

cause of death, the other registrable particulars which he is bound to supply 

and the result of the criminal proceedings. 

1 16.32 It follows from what we have said in the previous paragraph that 

before the coroner finds himself holding a full inquest in a road traffic case the 

'st'; • police are likely to have given at least some preliminary consideration to the 

question whether someone should be charged in connection with the death. 

For this reason it is unlikely that there will be many occasions on which there 
!!! is a real possibility that the culpability of an individual may he indicated for 

the first time at an inquest. If a coroner does decide to hold an Inquest on a 

road traffic death which has not been the subject of any criminal proceedings, 

1 •',.; we suggest that he should have available to him the same power to refer a case 

to the appropriate prosecuting authority as we have recommended should be

~. available to him in homicide cases. He should exercise this power in accordance 

with the same principles which we have previously discussed  in relation to 

homicide cases. 

(ii) Other offences 
16.33 Leaving aside questions of homicide, it is possible that evidenced 

other offences may come to light at an inquest. Jr. during the course of as 

2 Coroners Rules 1953, Rule 22(l). 
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inquest, evidence is adduced for the first time which suggests that an offence 
which has a bearing on the cause of death may have been committed, the 
coroner should make a report to a responsible public authority and announce 
in neutral terms that he is doing so. He should not, however, concern himself 
with an alleged offence which has nothing to do with the circumstances in 
which the death occurred. 

C. Civil Liability 
16.34 As we have noted in paragraph 16.02 above, the scope of it coroner's 

inquest is limited by Rules 26 and 33 of the Coroners Rules 1953 in such a 
way as to preclude an inquest from touching on any question of civil liability. 
We do not wish to see any change in these provisions for we take the view 
that the arguments against involving the coroner in matters relating to 
criminal responsibility apply with equal force to questions of civil liability. 
But we are not entirely satisfied that the spirit of the Rules is always strictly 
followed. Some of our witnesses admitted frankly to us that inquests were 
sometimes used as "dummy runs" for subsequent civil proceedings. We hove 
no doubt that the early obtaining and recording of evidence at an inquest can 
and does play a valuable part in ascertaining the merits of a claim for damages 
by the dependants of a deceased person. In some cases it is only as a result of 
evidence taken and recorded at inquests that it is possible for a relative to 
establish it civil claim. We can see the merits of this procedure from the point 
of view of relatives and we do not wish to recommend that it should cease. 
Indeed, we have argued in Chapter 14 above that the preservation of the civil 
rights of is deceased person's family is a legitimate ground of public Interest 
on which it coroner might decide to hold an inquest. But It will be convenient 
to repeat here the note of caution which we have already expressed in that 
chapter. Questions from interested parties at inquests should he confined to 
theelucidation of factswhich bear on the issues to be determined bythe coroner, 
irrespective of whether or not they affect mutters of civil liability. 

The verdict 
16.35 The official record of an inquest is embodied in a written document 

called an Inquisition. On the form of Inquisition contained in the Third 
Schedule to lite Coroners Rules 1953, there is provision for the findings of the 
court to he described under live headings: 

1. The name of the deceased (if known). 

2. The injury or disease owning death. 

3. The time, place and circumstances at or in which the injury was sus. 
tubed. 

4. The conclusion of the jury coroner as to the death. 

5. Particulars for the time being required by the Registration Acts to be 
registered concerning the death. 

It is the " conclusion of the jury/coroner as to the death " which is popularly 
referred to as the "verdict ", and it is in this sense Ihat we use the term 
verdict in this chapter. 
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16.36 A standardised range of verdicts is recommended in the Rules. The 

complete list comprises the following categories:—

Murder Justifiable or excusable homicide 
Manslaughter Natural Causes 
Infanticide Industrial disease 
Killed himself Want of attention at birth 
Attempted/Self-induced abortion Chronic Alcoholism/Addiction 

to drugs 
Accident/Misadventure Aggravated by lack of care/self-

neglect 
Execution of sentence of death Open verdict 

Some of these verdicts are classifications which have some meaning and 
consequences in law; others are expressed in medico-social terms. An analysis 

~.-• of verdicts in coroners' courts for the period 1901-1969 can be found at 
Appendix 4. 

Ii.'.
16.37 One of the original purposes of an inquest was to determine whether 

a death had resulted from a criminal act and, if so, the identity of the person ,•,4' 
responsible for the act. Thus, the verdict was in its origins (and still is) the 

to pronouncement by a coroner's jury which decided whether a person was 

4.+ stand trial for homicide. It is this function of the inquest which accounts for 
the existence not only of the verdicts of murder, manslaughter, and infanticide, 
but also, by necessity, for the existence of the residual categories of misad• 

1c! 
venture and natural death, Justifiable and excusable homicide, and execution 

of sentence of death. 

16.38 A verdict of suicide was also in origin is verdict which had legal 
consequences. Until the beginning of the last century. suicide attracted 
barbaric penalties. The goods of a person who committed self-murder(felodc 
se) were forfeited to the Crown and his body was unceremoniously buried 
with marks of infamy to denote the ecclesiastical condemnation of his uffcace. 
If, however, the deceased person was "of unsound mind" at the time, hens 
not guilty of self-murder and none of these harsh consequences followed his 
death. It was for this reason that juries began the practice of returning e 
verdict that the deceased person killed himself whilst of unsound mind and. 
although the verdict of feb de se disappeared following the recommendations 
of the Departmental Committees of Coroners 1910 and 1936, the practice of 
finding that the deceased person was insane at the time when he killed him-
self continued up to 1953, when the new Coroners Rules introduced a 
standard list of verdicts. Many coroners even today still add the words 
" while the balance of his mind was disturbed " to their verdict in suicide 
cases—although the practice has fallen off since 1961, when suicide ceased to 
be a criminal offence. 

16.39 The remaining verdicts do not purport to have tiny legal coast• 
quences, but they are surprisingly similar in character to the verdicts whirl 
impute criminal guilt. The Coroners Rules 1953 make clear (in Rule 26) tha 
the sole purpose of the inquest, save in cases of murder, manslaughter a 
infanticide, is, in accordance with section 3 of the 1887 Act, to establish wile 

the deceased was, how, when and where the deceased came by his death, and 
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the particulars for the time being required by the Registration Acts. Since 
the purpose of this Rule is presumably to discourage comment upon the civil, 
criminal or moral responsibilities of the parties concerned, it is curious that, 
upon examination, the recommended categories of conclusion should appear 
to have been framed so as to answer the question " was someone responsible 
for this death?' Even those which attempt to categorise the nature of the 
responsibility of a deceased person for his own death can bear this interpre-
tation. 

16.40 The conduct of any legal proceedings is inevitably affected by the 
character of the conclusions which they are required to reach, and inquests 
are no exception. We have already seen (paragraphs 16.07-19 above) how 
far the conduct of an inquest may be influenced by a requirement to decide 
whether the cause of the death was unlawful anti. if so, who was guilty of the 
crime. If this requirement is abolished the original purpose of the verdict, 
which, as we have seen, was to indicate legal responsibility for the death, will 
virtually have disappeared. In future the function of an inquest should be 
simply to seek out and record as many of the facts concerning the death us the 
public interest requires, without deducing from these facts any determination 
of blame. A continuing requirement to reach a conclusion in terms like 
those prescribed In the Coroners Rules would be inconsistent with this purpose. 
In many cases, perhaps the majority, the facts themselves will demonstrate 
quite clearly whether anyone bears tiny responsibility for the death; there Is 
a difference between it form of proceeding which affords to others the oppor-
1 unity to judge un issue and ono which appears to judge the Issue itself. 

16.41 In Chapter 14, we have attempted to define the categories ol'public 
interest which in our view justify the holding of an inquest. None ot'these 
purposes is any better served by a requirement that the court should roach a 
formal conclusion than it would he by a duty of a coroner to record the facts 
of death. liven rumour or suspicion could, we think, he dispelled by proceed-
ings which do not conclude with a formal attribution of or exoneration from 
blame. The facts themselves will be sufficient for this purpose. 

16.42 But will these facts be sufficient for the Itegisi rar-General's statis-
tics? The coroners service is an indispensable part of the procedure for certi-
fying the causes of deaths land it is important that registrars should receive 
adequate information upon which to register and classify the death as much 
in cases which call for inquest (where, by the nature of the case, the cause of 
death is often more complicated) as in non-inquest cases. The first essential, 
that the registrar should learn the medical cause of death, presents no difficulty. 
In the case of a death which is solely due to it natural cause, a description of 
this will be all that is required. Where there is some circumstantial element 
in the cause of death, the coroner must give the registrar sufficient information 
shout the circumstances of the death to enable the Registrar General's office 
to ascribe the death to one or other of the statistical categories which arc used 
in the international classification of cause of death, To it great extent, coro-
ners already shape their descriptions of the circunistunces of the death to 
meet this requirement. For instance, in the case of a motor accident, the coro-
ner will normally record on his inquisition, and on the Certificate after 
Inquest, whether the deceased person was the driver of or it passenger in the 
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vehicle and whether any other vehicle was involved. For the benefit of the 

registrar, he will also record on the Certificate, not as part of the verdict but 

separately, such details as whether the death occurred at the deceased's home 

or in a public place. We recommend that the coroner should continue to 

record circumstantial details of this kind and that in future he should do so 

on a new certificate on which he should notify the registrar of births and 

deaths of his conclusions in respect of all deaths reported to him whether or 

not he has held an inquest, In Chapter 18 we discuss in more detail the whole 

question of documentation after a coroner's enquiries and we append to that 

chapter a suggested draft form of our proposed new certificate. 

16.43 We consider it essential that a change be effected in what the public 

expect of an inquest, away from the attribution of blame and towards a 

merely fact-finding inquiry. In the long term, we can think of no more 

effective means of achieving this change than to abolish the " verdict" in its 

popular sense by abolishing the form of inquisition and with it the require-

ment to reach a formal "conclusion as to the death." We recommend that 

the term " verdict " should be abandoned and replaced by " findings." 

The coroner's Jury 

16.44 Since 1926, a coroner has had discretion to sit without a jury in 

certain cases, but he must always empanel a jury if there is reason to suspect 

that: 
(a) the deceased came to his death oy murucr, martsrawarr... ..• •.. 

fanticide; or that 

(b) the death occurred in prison or in such place or in such circum-

stances as to require an inquest under any Act other than the Coroners 

Act, 1887 or that 

(e) the death was cause by an accident, poisoning or disease, notice of 

which is required to be given to a Government rkpartncnt, or to 

any inspector or other officer of a Government Ueparlmenl, under 

or in pursuance of any Act; or that 

(d) the death was caused by an accident arising out of the list of a vehicle 

in a street or public highway; or that 

(e) the death occurred in circumstances the continuance or possible 

recurrence of which is prejudicial to the health or safety of the public 

or any section of the public.' 

In 1969 only 31 per cent of all inquests were held with juries°. 

16.45 For a coroner's jury not less than seven and not more than eleven 

jurors must be summoned$. Coroners' juries have often to be called together 

quickly and for this reason the ordinary rules for summoning juries do not 

apply to them. So long as the coroner obtains the statutory number of 

duly qualified persons, the method by which he does so is left to his discre-

tion. Under common law he can direct a sheriff to return a jury before Will. 

but in practice the jury warrants are directed to coroners' officers, who make 

out the summonses to be served on the persons selected. While the jurors 

'Section 13, Coroners (Amendment) Act 1926. 
'See Table N annexed to this chapter. 
'Coroners Act 1887 eccilon 3 (1). 
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summoned do not need to be on the register of electors, it is often the practice 
to make use of the register in summoning the jury. 

16.46 The only qualification required of persons summoned to serve on a 
coroner's jury is that they should be " good and lawl'ui men ". Jurors may 
be of either sex. The statutory age limit. (21 to 60) Imposed by the Juries 
Act 1825, section I, does not apply to coroners' juries, but it is usual not to 
summon persons over sixty. 

16.47 The exemptions contained in the schedule to the Juries Act 1870, 
as extended by subsequent enactments, apply to coroners juries us they apply 
to other juries. Persons in the following categories are disqualified from 
serving on coroners' juries: 

(1) where an inquest is held on the body of a prisoner who dies within 
a prison, on officer of the prison or a prisoner therein or a person 
engaged in any sort of trade or dealing with the prison 

(ii) where an inquest is held on the body of a sailor in detention who 
dies in a naval prison, a member of the stuff of, or a person detained 
in such prison, or a person engaged in any sort of trade or dealing 
with the prison? 

(fii) a person having it personal interest in, or employed in or about, 
or in the management of the factory in or about which an accident 
occurred or an industrial disease was contracted! 

(iv) a person who has been attainted of any treason or felony or convicted 
of any crime that is infamous, unless he has obtained it free pardon;° 

(v) aliens, until they have been domiciled in England and Wales for 
ten years: 

(vi) persons having tiny knowledge of the facts of the inquest or such 
strong prejudices as to render them biased :° 

In addition, Rule 35 of the Coroners Rules 1953 requires that no person may 
be summoned on more than three occasions in it year. 

16.48 Several of our witnesses so ggestcd, and we accept, that the role of a 
coroner's jury today is no more than symbolic. 1)espite 1ho habitual care of 
coroners in explaining to their juries the procedure of an inquest, we believe 
that jurors often approach their task with it sense of bewilderment, as they 
realise the extremely limited nature of the role they have to play. Unless they 
have some expert knowledge upon which to base pertinent questions to 
witnesses, as for instance In an industrial accident case and it is rare for 
jurors to he selected with this sort of consideration in mind they can play 
no effective part In the proceedings until the time comes for the verdict to be 
given and a rider, if any, attached. The range of verdicts is limited and in 
many cases the final verdict Is effectively, and of necessity, dictated to them 

'Coroners Act 1887, section 3 (1). 
Coroners Act 1857. x"llon 3(2). 

'Naval Detention quarter, Regulation 1942, ma. 32. 
' Factories Act 1961. section 83(21(4). 
'Juries Act 1870, section 10. 
° This Is a common law requirement. 
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by the coroner. Where juries have returned a verdict contrary to the guidance 
of the coroner—most notably a verdict of " manslaughter" in road traffic 
cases—subsequent proceedings have usually shown that their judgment was 
in error. 

16.49 So long as it has remained one function of an inquest to determine 
the responsibility of an individual for the death of another person, it has been 
difficult to consider the abolition of a coroner's jury. But this situation will 
be changed by our recommendations, which should alter the whole character 
of a coroner's inquest. In this new situation we see no reason why it should 

• continue to be mandatory for a coroner to summon a jury to deal with any 
particular category of death. At the same time, we can see that occasionally a 

• coroner may feel the need for a jury to assist him, or he may feel that the 
finding might be more acceptable if given by a jury than by himself. We 
recommend that the mandatory requirement to summon a jury for inquests in 
certain categories of death should be abolished, but that a coroner should 
retain the power to summon a jury where he considers that there are special 
reasons for doing so. 

16.50 If in these exceptional cases a jury is summoned, care should be 
4, taken to ensure that those who arc summoned are fully representative of the 

local community. In particular, we think that women, who are rarely, if ever, 
• called for service on a coroner'sjury, should in future be given the opportunity 

to perform this service. When a coroner decides to sit with a jury, we recap' 
o- mend that it should be summoned in accordance with the same rules as are 

used by the High Sheriff in summoning juries for other courts. 

Riders, recommendations and animadversions 
16.51 Several of our witnesses saw considerable merit in the power of a 

coroner (and his jury if he is sitting with one) to draw attention to a public 
danger by means of a rider attached to the verdict of the court. We have some 
sympathy with this point of view. The publicity given to the attachment of 
a rider can result in action being taken which is urgently required and which 
might not otherwise have been taken. On the other hand, riders have been 
criticised (also with some justification in our view) on the ground that they 
give, or appear to give, ajudgment on issues which have only been superficially 
considered in the evidence. In addition, it is argued that a rider can sometimes 
cast blame on individuals or on institutions who have had no opportunity to 
make a proper reply. Since we sympathised with both points of view on this 
question, we considered whether a way might not be found of retaining the 
advantages of the rider without its objectionable features. 

16.52 The right to attach a rider to a verdict is already limited to the 
extent that a coroner is prohibited from recording any rider which is not, in his 
opinion, designed to prevent the recurrence of fatalities similar to that in 

• respect of which the inquest is being held i  and he Is required to draw the 
attention of his jury, if he has one, to the existence of this provision .2 But, 
as the opponents of riders point out, the existence of this prohibition still 

Rule 34, Coroners Rules 1953. 
' mid, Rule 32. 
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leaves the coroner or his jury with plenty of scope for recording riders which, 
In certain circumstances, may be unfair to individuals or to public authorities. 
When there is concern, for example, about the circumstances of a particular 
death in hospital, the coroner is, at present, in a somewhat invidious position. 
If it appears to him that someone's conduct is blameworthy and he says so in 
public, then he may, in fact, be doing an injustice to the person criticised. 
However, if he says nothing, then it may well appear to those dose to the 
deceased person that the coroner is evading his duty. Our own position in 
this particular controversy may be simply stated: a coroner's court is not the 
right place from which to attribute blame and the coroner should not therefore 
do so. Our solution to the difficulty which may arise when it appears to a 
coroner that there may have been some departure from proper standards 
which, if uncorrected, might result in further danger to individuals, is to 
suggest that he should have a right to announce in public and in neutral 
terms that he is referring the circumstances of a death to an appropriate 
expert body or public authority for such enquiry and action as it may think 
fit. We have considered, whether, after a referral, the coroner should be 
empowered to call for a report from the authority concerned. While we have 
no doubt that, as a matter of courtesy, the authority would send him a reply 
in any event, we think it would be unwise for this to be made an obligatory 
procedure. The decision whether any further action is required may depend 
on many factors of which the coroner will know nothing and we think that 
these mutters would beat be left to the expert authorities concerned. 

16.53 We therefore recommend that the right to attach a rider to the 
fi ndings of a coroner's court should he abolished; that the coroner should 
confine his enquiry to ascertaining and recording the facts both medical and 
circumstantial which caused or led up to a death; and that, where he thinks 
that action should be considered to prevent recurrence of the fatality, he 
should have it right to refer the matter to an appropriate expert body or 
public authority, and he should announce that he is doing so. 

16.54 Most of the factors of which we have taken account in our considera-
tion of the coroner's power to attach a rider are relevant also to a consideration 
of his practice in making comments or recommendations during the course of 
inquest proceedings. Comments by coroners tire often well publicised. 
particularly when they are critical of action (or, sometimes, luck of action) 
by a named individual. Relative to the number of inquests held annually, 
animadversions are uncommon, but, because they may be extensively reported, 
they may harm reputations far more than the coroner over intended. 
Comments on the morals, ethics or professional standards of those who have 
no opportunity to answer back made by someone who speaks from a position 
of privilege are reprehensible and we should like to see them discontinued. 

16.55 At present, a coroner is prohibited from expressing any opinion on 
matters other than those which it is the business of an inquest to determine.' 
We do not think that tiny further restriction is necessary to banish the mischief 
of the animadversion. We have no wish to " gag " the coroner. We do not 
want to prevent him, for example, from commending the conduct of an 
individual or an institution, provided that this can be done without prejudice 

1 Rule 27, Coroners Rules 1953. 
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to others. Nor do we think that coroners should be precluded from drawing 
the attention of the public to the existence of a danger which might be averted 
by the taking of sensible precautions. Such a public warning may often 
prove just as beneficial in its results as a publicly announced reference to an 
authority with power to take remedial action. Indeed, it may sometimes 
be the preferable course. Not every danger is capable of being removed or 
mitigated by action which it is within the power of an expert body or public 
authority to take. 

MISCELLANEOUS PROCEDURAL MATTERS AND REFORMS 

16.56 We turn now to a review of various aspects or the proceedings of an 
inquest which have an important bearing on the character of this form of 
enquiry and on the protection of the persons who have an interest in it. 

(i) The right to participate in inquest proceedings 
16.57 Rule 16(l) of the Coroners Rules 1953 provides that any person who, 

in the opinion of the coroner, is a properly interested person, shall be entitled 
to examine any witness either in person or by counsel or solicitor. This rule 
has often been interpreted wrongly as meaning that no-one has a right to 
examine witnesses at an inquest unless the coroner so decides; and, in conse-
quence it has been the subject of unjustified criticism. What the rule means 
is that, once the coroner has established that a person is a properly interested 
person, that person has an absolute right to put relevant questions to witnesses. 
It is true, however that difficulties may arise from the fact that it is not until 
an inquest has begun that a party or his legal representative can know for 
certain whether a coroner will permit him to ask questions. We think that 
there would be some advantage in removing some of this uncertainty by 
defining the more obvious categories of properly interested persons so as to 
give them an automatic right to be present and to ask relevant questions. 
Accordingly, we recommend that the following categories of persons should 
be given an absolute right to be present and to ask relevant questions: either 
by themselves or through their legal representatives: 

(a) the next -or -kin of the deceased; 

(b) the parents, children and personal representatives of the deceased; 
(c) any beneficiary of a policy for insurance on the life of the deceased 

and any insurer having issued such a policy; 

(d) any person whose act or omission on the part of himself, his servants 
or agents, irrespective of whether it may give rise to civil liability, 
may be thought to have caused or contributed to the death of the 

• deceased; 

(e) a chief officer of police; 

(f) any person appointed by a government department to attend the 
inquest. 

In addition we recommend that the coroner should retain a discretionary 
right to allow any other person to appear. In cases of industrial injury or 

194 

disease, the existing right of a Trade Union representative to examine a 
witness at an inquest should be preserved.' 

16.58 Under the present law a chief officer of police (unless he is present 
only in a personal capacity) has the right to examine a witness only through 
counsel or solicitor. We appreciate that there may be occasions on which it is 
desirable that a police officer who may take an active part in subsequent 
proceedings in another court should not appear personally before a coroner, 
but equally there are other occasions on which no possible harm could 
follow from questions by a police officer. Other interested parties (e.g. insurance 
companies or representatives of Trades Unions) need not be represented and 
we recommend that coroners should have a discretionary power to waive the 
requirement that the police should appear only by legal representative. 

(if) Legal aid 
16.59 There is power in the Legal Aid and Adsice Act 1949 for the Lord 

Chancellor to make a statutory Instrument which would enable legal aid 
provisions to apply to proceedings in coroners' courts, but this power has not 
yet been exercised. We understand from the Lord Chncellor's 011lce that 
there has been little or no demand for legal aid to be made available at Inquests 
and we must record that our own witnesses were almost all silent on this 
question. Since there are, strictly speaking, no parties at an Inquest there is 
prima facie less reason for the persons involved to require legal assistance 
than is the case in either civil or criminal proceedings. Nevertheless we cannot 
profess ourselves wholly satisfied with u situation in which a person's ability 
to be represented at an inquest which may be of very great personal importune 
to him may depend entirely on whether or not he has the means to pay for 
such representation. 

16.60 The general arguments which led to the introduction of legal aid in 
relation to other forms of legal proceedings apply also to that minority of 
coroners' inquests in which legal representation is desirable. They are well 
known and they need no elaboration here. Legal aid offers important 
assistance to those who are unable, financially, to appoint solicitors or counsel 
to represent them when the circumstances in which they are placed make 
such representation essential, Such circumstances arise only rarely in coroners' 
courts even under present law and our own proposed changes in coroners' 
procedure should be able to make them still less likely -.but we consider that 
legal aid should be able to meet them when theydooccur. Accordingly we recom-
mend that existing legal aid provisions should be extended so as to cover the 
representation of properly interested persons (as defined In paragraph 16.57 
above) at an inquest. Such persons should he told when they are notified 
of the inquest arrangements (see paragraph 15.04 above) that legal aid may be 
available. 

16.61 We do not consider ourselves competent to consider the technical 
details of the arrangements for making legal aid available, but, bearing in 
mind the strong desirability that inquest proceedings should be concluded as 
soon as possible after death we hope that whatever arrangement is devised 

Sec Factories Act 1861, s. 83 (2) (b) and Rule 16 or Coroners Rules 1933. 

195 

RLIT0001858_0105 



will impose a minimum of delay. One possibility might be to allow the 
Secretary of the Local Legal Aid Committee (to whom residents of England 
and Wales normally apply for the grant of legal aid in civil proceedings) to 
issue an emergency legal aid certificate pending proper consideration of an 
applicant's means. Another might be to allow the coroner himself to grant 
legal aid on application rather as a clerk to a magistrates' court can do in 
criminal cases. 

(iii) Written evidence 
16.62 At present, documentary evidence as to how the deceased person 

came by his death is not admissible at an inquest unless the coroner is satisfied 
that there is good and sufficient reason why the maker of the document should 
not attend the inquest. If such documentary evidence is admitted, the inquest 
must be adjourned to enable the maker of the document to give oral evidence 
if either the coroner or any properly interested person so desires.,  Although, 
therefore, the existing law makes it possible for a coroner to accept documen-
tary evidence, the bias is against this and we are informed that in practice 
documentary evidence is only rarely admitted at inquests. 

16.63 It is understandable that hitherto the law has placed a certain 
emphasis on the value of oral evidence: the inquest is, and is intended to be, 
a public enquiry to serve the public interest, We are satisfied, however, that, 
provided the" public" features of the inquest arc preserved, there is nothing 
to be lost and much to be gained by allowing the coroner greater discretion 
to accept written evidence. It often happens that the evidence of a particular 
witness, although essential to the coroner's enquiries, is uncontroversial, 
appears unlikely to be disputed and is not, in the event, questioned. If the 
attendance of every such witness has to be arranged in every case the whole 
process of convening and conducting the enquiry is unnecessarily made more 
complicated, burdensome and productive of delay. Accordingly, we 
recommend that, subject to the same right of objection for properly interested 
persons as exists under the present law,' coroners should in future have a 
general discretion to accept documentary evidence from any witness at an 
inquest. 

16.64 We appreciate that this recommendation opens up the possibility 
that the coroner may be able to hold an inquest at which all the evidence is 
given in writing, We believe that subject to safeguards (which we specify in 
pragraphs 16.66 and 67 below) coroners should indeed have discretion to hold 
a "short inquest" in this form. Such a procedure would have important 
advantages for the witnesses who would not have to attend court: they would 
be spared a possible ordeal; they would save time; and they would possibly 
save also the expenses of legal representation. There should also be some 
saving of time for coroners in the disposal of inquests and the community as a 
whole would gain from the procedure since there would he a saving to public 
funds. 

16.65. It might be asked why, if a particular inquest can be turned into a 
"paper exercise ", it should be held at all: why complicate the law by allowing 

+See Rule 28, Coroners Rules 1953. 
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for an all-documentary inquest? Why not encourage the coroner to dispose 
of the matter privately on the basis of the written evidence already obtained 
as a result of his preliminary enquiries? We have considered these questions 
with care, but we have concluded that it is neither realistic nor desirable to 
draw a hard and fast line between private and public enquiries in these terms. 
There are a number of inquests held today which are completely non-conten-
tious but which serve a useful purpose by drawing attention to hazards or 
dangers which may be avoided by the taking of proper precautions. There 
are some inquests at which, although the facts themselves are not In dispute. 
some public reference to the evidence and findings of a coroner's court may 
be desirable. The total number of inquests which the individual coroner 
might think it appropriate to conduct on the basis of exclusively written 
evidence might be small, but we think that at this stage in the evolution of the 
coroners' service it would be advantageous and sensible to introduce this 
further measure of flexibility. 

16.66 A prime virtue of the inquest procedure is that any person having a 
proper interest can come forward with fresh evidence or, with the leave of the 
coroner, can probe the evidence already given. It would obviously be impor-
tant, therefore, to introduce safeguards against possible allegations that 
matters had been " hushed up " at an all-documentary inquest, Our proposals 
for this are as follows: 

(a) a properly interested person' should have the right, and be given the 
opportunity, to object to the holding of an inquest based exclusively 
on documentary evidence; 

(b) a coroner should he obliged to give at least 48 hours notice of his 
Intention to hold such an inquest; 

(c) such notice should be given in two ways -by display on notice 
boards outside his office and outside the place or places most com-
monly used as the coroners' court, and by written notice to the person 
to whom he proposes to issue a certificate allowing the disposal of the 
body; 

(d) once an nil-documentary Inquest has been opened u properly interested 
person should have the same right as he now has in relation to any 
inquest at which documentary evidence is admitted to require that 
the inquest he adjourned so that a particular witness may give oral 
evidence. 

16.67 If an inquest based exclusively on documentary evidence is to 
preserve its character as a public enquiry serving the public interest, it is 
essential that the evidence on which the coroner buses his finding should be 
given in public. We recommend therefore that in any case in which a coroner 
has decided to hold an exclusively documentary inquest, he should be obliged 
to read out those statements or portions of statements which are directly 
relevant to his investigation before announcing his finding. 

([v) Hearsay evidence 

16.68 Hearsay evidence is already admitted a great deal more frequently in 
a coroner's court than in other courts—u situation which reflects the different 

' As defined in paragraph 16.57 above. 
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nature of his proceedings. The coroner is conducting an enquiry into the 

facts, not a trial. The value of his enquiry would be diminished if there were 

any attempt to restrict the evidence which he could hear to evidence that would 

be admitted in an accusatorial court. Provided, therefore, there is no objection 

from a properly interested person (see paragraph 16.57 above), we can see 

no harm in the present practice of admitting hearsay evidence at inquests. 

(v) Leading questions 

16.69 The Society of Labour Lawyers suggested that leading questions 

should, in general, be prohibited at inquests. The present practice, we under. 

stand, is less restrictive. A witness is usually taken through his proof by the 

coroner, who may well find that leading questions are the quickest way of 

disposing of non-controversial matters. The witness may than be examined 

successively by advocates who may be against or on the side at' the witness 

concerned. In the former case, the witness's credibility may, on occasion, 

be challenged; in the latter case leading questions are likely to be suggested 

to the witness for his ready assent. The one is not easily separable from the 

other—and when pushed to extremes can certainly put undesirable pressure 

on witnesses. There is a risk—accentuated by the limited resources in many 

coroners' courts for recording the proceedings—that the resulting depositions 

may be misleading, particularly if they arc later used in other proceedings. 

This problem would be made even more significant if, as we recommend in 

Chapter 19, provision is made in the law for new forms of appeal against a

coroner's findings. 

16.70 We have much sympathy with the aim behind the proposal of the 

Society of Labour Lawyers, but we do not think It would be helpful to impose 

a general restriction on leading questions as they suggested. The fact that its 

procedure can be informal is, in our view, one of the merits of an inquest. If 

however, informality is to be encouraged, it is important that the coroner 

himself should exercise strict supervision to gee that it is not exploited for 

purposes other than the true purpose of the inquest and to the prejudice of any 

properly interested persons. It is, therefore, our firm conviction that, is 

general, coroners should allow advocates and other representatives to make 

only sparing use of leading questions and questions challenging a witness's 

credibility and then only when such questions will help to carry out the purpose 

of the inquest, namely to establish the cause and circumstances of the death, 
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inquests adjourned under section 20 of the Coroners (Amendment) Act, 1926, 
which It has been decided nut to resume-1949 

Total number of inquests ad- Number of Inquests adjourned because oft charge of:' 
journad

ngs 
results of criminal 

proceeding's Causing death by 
Murder Msnslaugh- Infanticide dangerous driving 

ter 

I. Accused acquitted 
(and not found guilty or any 
lesser offence). 21 21 - 162 

2. Accused found guilty of 
offence charged. 64 69 II 403 

3. Accused round guilty of 
offence charged but Insane. ) 2 14 

4. Accused Indicted for olTence 
charged but found insane on 
arraignment. 7 

5. Other results. 44 IS 46 

TnTar IN 110 II 625 
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TABLn M 
Number of Persons Committed for Trial by Magistrates' Courts 1961-1970 

Source: Home Office Criminal Statistics for England and Wales, 1961-1970 

Year Murder Manslaughter Infanticide 
Causing death 

by 
dangerous driving

Total 

1961 144 44 13 428 629 

1962 155 55 17 371 598 

1963 149 55 13 393 610 

1964 161 58 15 513 747 

1965 189 64 15 590 858 

1966 242 61 17 593 913 

1967 227 82 17 633 959 

1968 267 81 22 496 866 

1969 279 78 14 561 932 

1970 293 66 12 582 943 

TOTALS: 2,096 644 155 5,160 8,055 

TAILR N 
Analysis of Inquests Held, 1969 

1. Number of inquests held (excluding treasure trove) 

a. with Juries ... ... ... ... ... 7,747 

b. without juries ... ... ... ... ... 17,359 

TOTAL ... ... ... ... ... ... 25,106 

2. Number of inquests held on treasure trove... .., 15 

3. Inquests held by order of the High Court ... 1 

4. Inquisitions quashed or amended by the High Court I 

5. Number of exhumations ordered by the coroner 1 
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CHAPTER 17 

THE CORONER'S PROCEDURE IN RELATION TO 
PARTICULAR CATEGORIES OF DEATH 

17.01 We have already dealt, in general terms, with the coroner's pro-
cedure when a death is reported to him and with the conduct of an inquest. 
should he be required or decide to hold one. In this chapter we look in more 
detail at the coroner's procedure in relation to particular deaths. The deaths 
which we single out for special mention in this chapter are necessarily selective. 
We do not presume to suggest to coroners how they should behave in every 
conceivable circumstance. But we arc anxious to do justice to those of our 
witnesses who were concerned about the coroner's interest in particular 
categories of death and we also think that it will be useful to follow up some 
of the consequences of our earlier conclusions as they will apply In different 
situations. 

Death from Industrial accidents and diseases 

17.02 At present, a coroner is obliged to hold an inquest on any death 
which he has reason to believe may have been caused by an industrial accident. 
This is not a consequence of any specific provision in the law; it arises rather 
front his duty to hold an inquest on any " violent or unnatural" death. In 
accordance with our recommendation in paragraph 6.33 above, such a death 
will continue to be reported to the coroner, but, in future. in accordance with 
our recommendation in paragraph 14.10 above, a coroner will have a discre-
tion whether or not to hold an inquest. None of our witnesses suggested that 
inquests on industrial accidents had been held unnecessarily In the past and 
we are not ourselves of this opinion. It seems to us that an inquest on the 
victim of an industrial accident may often be justified on the ground of" public 
interest" which we describe in paragraph 14.19. Other enquiries may be 
held (e.g. by Government Departments) under statutory powers or in connec-
lion with claims for industrial death benefit under the Industrial Injuries 
Acts; but an inquest may be the only form of public enquiry into the circum-
stances of a death. Indeed, we arc aware that an inquest can have an impor-

tant effect on the outcome of a claim to benefit under the industrial injuries 

scheme. In exercising his discretion whether or not to (told an inquest on the 
victim of an industrial accident the coroner should have those factors in 
mind. In particular he should take into account the known wishes of relatives 
and other interested persons (for example, representatives of employers or 

trade unions) and the views of any Government Inspector, if the death is one 
notice of which must be sent to a Government Department. In any event, it 
should be standard practice for him to ascertain whether or not any other 

enquiries arc to be held into the accident and whether proceedings under the 
criminal or civil law are being contemplated. lithe coroner decides to open 

an inquest, he may find it appropriate to adjourn it while these matters are 

being considered. Such a procedure need not cause any inconvenience to 

relatives through delay in registering the deaths if, in accordance with u 
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a 
recommendation which we make in paragraph 15.38 above a coroner is given 

power to issue an interim certificate of the fact of death and the appropriate 

authorities are willing to accept the certificate as proof of death for the various 

purposes for which a certificate issued by a registrar of deaths is usually 

required. 

17.03 The operation of the existing law ensures that any death which Is 

known or suspected to have been caused by an industrial disease is reported 

to a coroner—either by a doctor or by a registrar of deaths, In accordance 

with the recommendation we made in Chapter 6 above, this will continue to 

be the situation. The coroner's position in relation to an industrial disease 

prescribed under the Industrial Injuries Acts is somewhat obscure. Although 

he Is required to summon a jury' if he holds an inquest on such a death, his 

duty to hold an inquest arises (like his duty to hold an inquest on an indus-

trial accident) from his general duty in relation to violent or unnatural deaths. 

In law, therefore, a coroner is required to consider in every case whether a 
death which seems likely to have been caused by a prescribed industrial 

disease is or is not "unnatural." In practice, coroners invariably have the 

results of a post-mortem examination to assist them in this consideration. 
Many coroners feel obliged to hold an inquest whenever there is reason to 

believe that a prescribed industrial disease may have contributed to a death. 
Others have been known to conclude their enquiries into such deaths after 

seeing the results of a post-mortem examination without proceeding to an 

inquest, even if the post-mortem examination confirms that death was due to 
an industrial disease. In other words, some coroners use the" Pink Form B" 

procedure. Whether the certificate sent to the registrar of deaths is a Pink 

Form or a certificate after inquest, the cause of death entered in the register 

is provided by the coroner and it is the copy of the entry in the register which 

is used by relatives as a " death certificate." The cause of death entered on 

this document can have more than ordinary significance for relatives because 

it may raise false hopes in connection with a claim for industrial death benefit 
under the Industrial Injuries Acts. It is not, however, the cause of death 

found by a coroner which decides the question of entitlement to benefit in 
these cases. The Industrial Injuries Acts provide an entirely separate pro-
cedure for deciding whether death was the result of an industrial accident, or 

prescribed industrial disease. 

17.04 The industrial disease with which coroners are most often concerned 
is pneumoconiosis and several of our witnesses drew our attention particu-

larly to the coroner's procedure for enquiry into deaths which it Is suspected 

may have been caused by this disease, 

17.05 Where under the Industrial Injuries Acts a death Is accepted as 

having been caused by pneumoconiosis, industrial death benefit may he payable. 

Under the Acts, the question whether or not benefit is payable is determined 

by independent statutory authorities. In" death" cases, they take into account 

the evidence obtained by coroners and, in particular, the reports of post' 

mortem examinations carried out on their behalf. The statutory authorities 

1 Coroners (Amendment) Act 1926, s. 13 (2). 
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also have the benefit of an opinion by the members of pneumoconiosis medi-
cal panels, who make their own independent examination of the thoracic 
organs and whose duty it is to consider whether, for the purposes of the 
Industrial Injuries Acts, pneumoconiosis has caused or materially accelerated 
death. We were informed by the Department of Health and Social Security 
that the panel doctors have a wide experience of pneumoconiosis in all its 
forms and that they have the advantage of being able to correlate the findings 
of medical examinations they have made in life in connection with claims for 
disablement benefit, with the findings at death. 

17.06 The existence of two separate enquiries causes no difficulty so long 
as there is no conflict in their conclusions. Unfortunately, this is not always 
the case. We were informed by the Department of Health and Social Security 
that there had been a significant minority of cases in which the statutory 
authorities (in the lust resort, the National Insurance Commissioner) have 
decided that there were no grounds for a conclusion that pneumoconiosis 
had contributed to a depth, even though the disease has appeared as a cause 
of death on the coroner's certificate. In all these cases, it dependent, usually 
a widow, had suffered a grievous disappointment. It is, however, only fair to 
point out that we were informed by coroners of cases in which appeals against 
the initial refusal of death benefit had succeeded on the statutory authorities' 
interpretation of all the evidence, including that provided by the coroner's 
pathologist. We have no wish to take sides in this matter; rather we have 
considered how these conflicts of opinion could best he avoided in future. As 
background to this consideration, it will be convenient for us to look first in 
a little more detail at the operation ol'the present arrangements. 

17.07 When u coroner has a suspected pnetumoconiosis death referred to 
him, he will invariably arrange for a post-mortem examination to he made. 
In accordance with the Coroners Rules 1953, this should he performed by a 
"pathologist with suitable qualilicat Ions and experience and having access 
to laboratory facilities.' In accordance with these same Rules, u coroner Is 
also required to Inform the local pneumoconiosis medical panel when and 
where the post-mortem examination will be made and the Rules permit the 
panel to he represented at the post-mortem n examination.' '1 he Rules prevent 
a coroner front requesting or directing a member of the pneumoconiosis 
medical panel to carry out the post-mortem examtulion.~' the procedure 
laid down in the Rules has been supplemented by advice' from the flame 
Office, in which coroners are asked to supply the medical panel with the 
thoracic organs unit tiny at liar relevant pathological material in good con dr 
tion. 

17.0g It was mode clear to its that, in the absence of the report of n post -

.I 

mortem examination carried out for a coroner and the pathological mntoriul 
which is usually made available to the panel after this examination has been 
made, the task of the statutory authorities in determining claims to industrial 

II death benefit would he much more difficult. We recommend therefore, that 

Rule 3 (a). 
9 Rule 4. 

Home ( mac Circular 401% and 79/69. 
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coroners should continue to arrange for post-mortem examinations to be made 
ff whenever a suspected pneumoconiosis death is referred to them, that these 

post-mortem examinations should be carried out by pathologists attached to 
• specialist thoracic centres and that relevant pathological material should 

• continue to be sent to the pneumoconiosis panels. We were informed by the 
Department of Health and Social Security that the assessment of non-perfused 
lungs out before fixation is extremely difficult and we understand the associ-

-:.. ation  representing clinical pathologists has strongly recommended that the 
{{,, lungs in pneumoconiosis cases should always be perfused with formalin via 
ti- the trachea. We endorse this recommendation. 

17.09 We have referred (in paragraph 17.06 above) to the disadvantages 
that follow from different conclusions by the coroner and the pneumoconiosis 
medical panel about the significance of the presence of pneumoconiosis in a 

• deceased person.t We are convinced that the possibility of such disagree-
ments would he substantially reduced if there could be a better liaison than 
evidently exists in some areas between the two forms of inquiry. Liaison must 

• be a two-way affair. It is not enough that a pathologist acting for a coroner
,~. should supply information and material to the pneumoconiosis medical 

a,.. panel. Panel members should also be ready to supply pathologists with the 
results of their examinations. We think that there might also be advantages 
to both parties if. in a given area, there was one centre at which thoracic 
organs could be examined both by panel members and by the pathologist 
acting for the coroner; although the two parties would make their own examin-
ations, they would, in appropriate cases, meet and discuss any difference in 
their findings. Disagreements might also be avoided If coroners would invari-
ably postpone their own conclusions on the cause of death until the advice of 

"' pneumoconiosis medical panels was available to them. This is already the 
practice in some areas and we understand that it now has the Support of the 

E.' Council of the Coroners Society of England and Wales. While we appreciate 
the necessity for the pneumoconiosis medical panels to make thorough 
enquiries, we trust that they will pursue these urgently and make their opinons 
available to coroners as soon as possible. Conversely we hope that coroners 
will arrange for copies of post-mortem reports to be sent to the appropriate 

_ panel as soon as they are available. 

17.10 In accordance with our recommendation in Chapter 14 above, 
there will no longer be any question of its being mandatory for the coroner to 

r,i •s hold an inquest on every death which is known or suspected to he caused by 
t i• pneumoconiosis. In future, he will have a discretion whether or not to do so.

• We suggest that, in exercising that discretion, coroners should have regard to 
y •",5,;^ the factors which we have already mentioned in paragraph 17.02 above. If a 

coroner does decide to hold an inquest, he will probably wish to adjourn his 

'It wassuggested to us by the Department of Health and Social Security that this sometimes 
happens because of the presence an the standard form of a post-marten report or a section 

" 
+ 

under the heading (ti) in which the pathologist Is asked to record the presence or other 
death, but to the disease • 

,. . . 
e •" 

significant conditions, contributing to the not related or condition 
causing It." The Department suggested that because pathologists are accustomed to list as 
many pathological conditions as possible, the present wording of the form encourages a 
tendency to record under this heading conditions which did not materially contribute to the 
death. Our own proposals for a new certificate of the fact and cause of death which, motels 

..s, nmmndts, should be applied also to the form of the post-mortem examination export should 
'., do away with this difliculty (sec Chapter 7 above). 
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proceedings until he has the findings of the pneumoconiosis medical panel, 
but, even if he decides that an Inquest is unnecessary, we hope that he would 
delay the issue of his certificate until the panel's findings are known. In 
suitable cases, at the request of relatives or executors of the deceased, he 
should be prepared to issue an interim certificate of the fact of death (see 
paragraph 15.38 above), 

Deaths associated with surgery and anaesthesia 
17.11 We have recommended in Chapter 6 above that a doctor called 

upon to certify the fact and cause of death should not give such a certificate 
if he has reason to believe that the death " occurred during an operation or 
tinder or prior to complete recovery from an anaesthetic, or arose out of any 
Incident during an anaesthetic." The operation of such a rule should ensure 
that coroners receive reports of a number of deaths in which the " public 
interest" is only slight, and several in which the medical cause of death is 
not in doubt. A major surgical operation carried out for therapeutic purposes 
just before death may be as successful in revealing the exact cause of death as 
u post-mortem examination carried out afterwards. We express the hope, 
therefore, that coroners will consider the circumstances of those deaths most 
carefully before deciding whether to arrange for an autopsy to he performed 
or deciding to open an inquest. 

17.12 Our expert witnesses (i.e. those representing surgeons and amics-
thetists) recognised the need for the coroner to have the fullest possible 
information to assist him in the investigation of these deaths. Indeed, the 
Association of Anaesthetists of Great Britain and Ireland suggested to us 
that coroners might find it helpful to receive a standard form of report to 
assist their investigation of" deaths associated with therapeutic or diagnostic 
procedures." This terns was used by the Association in place of the more 
usual reference to deaths associated with surgery or anaesthesia. The Asso-
ciation suggested to us that this report should be completed both by the 
surgeon and by the anaesthetist concerned with the particular operation. We 
agree that this might be it useful procedure land we append a copy of the 
Association's draft form as an Annex to this chapter. 

17.13 There arc very few of these unexpected deaths associated with 
therapeutic or diagnostic procedures, but they arc amongst the most Impor-
tant which will continue to be reported to coroners. They are important 
because successful research into their causes only prevent other deaths of a 
similar nature. 

17.14 We were advised that the exact cause of an unexpected death on the 
operating table (e.g. the death of a young person undergoing a " routine •• 
operation) is often difficult to detect during the course of a gross autopsy. 
It may be due, for example, to a disturbance of physiology or biochemistry 
and, in these circumstances, a comprehensive investigation by a number of 
experts may be necessary. Such an investigation can rarely be conducted 
quickly and it may not always be possible for a coroner to wait for the results 
of such an investigation before giving the certificate which relatives will 
require if the death is to be registered. If a coroner knows that a long and 
detailed investigation will be necessary, we suggest that he should be prepared 
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to issue his certificate (see Chapter 18) on the basis of the information avail-
able to him. 

17.15 It is outside our terms of reference to recommend the setting up of 
an expert body to examine the small minority of deaths under anaesthesia 
which are" true" anaesthetic deaths (i.e. deaths which would not have taken 
place but for the administration of an anaesthetic), but we are aware that 
there is substantial evidence' that the existence of such a body examining 
reports made on a voluntary basis by the anaesthetist principally concerned 
with a fatal incident can actually reduce the number of preventable deaths. If 
and when such a body is established in this country, we hope that coroners 
and those who undertake pathology on their behalf will co-operate fully with 
its activities. 

Cot deaths 
17.16 The term " cot-death" is used to describe the circumstance in 

which a baby is found dead with no obvious explanation of the cause of death. 
Although the term is sometimes used as though it were a cause of death, it 
does not usually appear on medical certificates of the cause of death. It is 
not known with any certainty how many " cot-deaths " occur in England and 
Wales each year. We have seen estimates varying between 600 and 6,000. 
Our own guess is that the true figure (i.e, the number of deaths of young 
children for which no plausible cause can be found even after an expert post• 
mortem examination and extensive tests) is nearer the lower figure. 

17.17 Before the last war, it was usual for these deaths to be reported to 
the coroner and for them to be certified by him as being due to some form of 
accidental suffocation—usually with some implication of negligence on the 
part of the parents. Modern paediatric knowledge has disproved the old 
theories of "over-lying" by the mother or suffocation by bedclothes and 
there is a general acceptance among doctors of the view that such a death is 
rarely due to any negligence or ill-treatment. It is clearly in the interests of 
medical science, and hence of children and their parents generally, that "col 
deaths " should be investigated from the medical aspect as fully to possible. 
A report to a coroner provides an opportunity for this investigation to take 
place. The new obligation to report deaths to coroners, which we have recom• 
mended in Chapter 6 above, should ensure that, in future, doctors report at 
"cot deaths" to coroners. We must now consider the procedure which a 
coroner should follow when such a death is reported to him. 

17.18 Our witnesses told us that the investigation of n cot-death oftel 
involves difficult problems of interpretation and that it may require knowledge 
and experience only possessed by pathologists who have specialised in paedia 
tric work. It could best be carried out in a hospital with a special interest is 
paediatric pathology and with good facilities for microscopic work. One d 
our specialist witnesses told us that there were about 50 such pathologists 
holding posts in hospitals all over the country. Interest in paediatric patholon 
is growing and we believe that it should be possible, without too much incon- 
venience to the people involved, for these comparatively few autopsies as 
infants to be carried out in the best possible conditions. 

r See, for example, the Medical Journal of Australia 1970 1:573 (March 21)--Report A 
Special Committee Investigating Deaths under Anaesthesia 1960-68. 

208 

17.19 In the investigation of a "cot death", a good clinical history is 
almost as important as a good poet-mortem examination. Where the death is 
reported to the coroner by a doctor, his report should contain a good deal of 
the necessary information, since he will need personally to have considered the 
circumstances of the death in order to arrive at the decision whether or nor to 
report it to the coroner, If the report does not contain all the necessary infor-
mation, or if the death was reported by someone other than a doctor, the 
coroner will need to make his own enquiry into the circumstances leading up 
to the death. We hesitate to offer guidance on how this enquiry should be 
carried out. We hope, however, that the peculiar poignancy of the "cot-death" 
situation will encourage the coroner to make imaginative use of all sources of 
information, which may sometimes include the social work department of a 
local authority. A coroner should consider with the greatest care whom he 
should ask to visit the home and attempt to obtain from the parents relevant 
information about the history of events leading to the death. 

Deaths of" donors" to transplant operations 
17.20 Tissue or organ transplant operations raise controversial issues, 

some of which have implications for the subject of our enquiries. One issue 
about which there has been public concern is whether the moment of time at 
which death occurs is always properly determined. That is essentially a 
question for clinical judgment—falling well outside our terms of reference—
and we therefore express no opinion about the various tests for death which 
have been proposed from within the profession. In Part I of this report we 
were concerned with the circumstances in which a doctor may issue a certifi-
cute of the fact and cause of death, but we excluded from our discussion any 
consideration of the clinical procedure which a doctor should follow before 
giving such a certificate. Similarly, in our consideration of the role of the 
coroner in relation to a transplant operation we shall avoid expressing any 
view on the question of when death can be presumed to have occurred. 

17.21 The law relating to the removal of organs and tissues from human 
bodies in Great Britain is contained in the Human Tissue Act 1961. When the 
Act was passed, the transplantation of vital organs, such us the kidney, had 
hardly begun: the tissues then being grafted, such as cornea, skin and bone, 
did not have to be removed immediately after death. Moreover, tissue could 
be obtained in a satisfactory condition from most dead bodies and there was 
no danger that delay in obtaining tissue in any particular case might impede the 
saving of life. It was therefore generally accepted at the time that the Act 
should make some provision for consultation with surviving relatives and, if 
the donor had died in circumstances which made the death one into which the 
coroner had a duty to enquire, with the coroner. The Act provides that 
"where a person Into; reason to believe than an inquest or post-mortem 
examination may he required by the coroner " authority for removal of tissue 
should not be given or acted upon " except with the consent of the coroner,"' 
and that, unless the deceased himself has authorised the removal of tissue 
from his body after death, " such reasonable enquiry as may be practicable" 
should be made to ascertain that neither the deceased nor his surviving spouse 
ear any other surviving relative would object 2

Section 1(5), Human 'tissue Act 1961. 
Section 1 (2) Human Tissue Act 1961. 
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17.22 We understand that, since 1961, the transplantation of such tissue 

as cornea, skin and bone has proceeded without difficulty, but that since the 

transplantation of kidneys from dead bodies has become an established 

procedure and a start has been made on the transplantation of other vital 

organs, there have been suggestions that the need to obtain the consents 

required by the Human Tissue Act has given rise to unnecessary and unaccept-

able delays. Indeed, we have seen suggestions that the time involved in ob-

taining these consents has made it so difficult to obtain the organs that patients 

"'- whose fives could have been saved by transplant have died for the lack of the

necessary organ. The bodies of persons who have been killed in road accidents, 

or who have otherwise died suddenly while still in good general health, can 

1,l _ provide vital organs in the condition most suitable for transplantation. But;

the number of persons who die in this way (and so the number of potential 

donors) is relatively small and the fact that the identity of an accident victim 

is not always immediately apparent can make it difficult to trace relatives.

Further limitations on the use of vital organs flow from the fact that the 

' tissues of donor and recipient need to be closely matched if transplantation of 
any vital organ is to have the best chance of success, and from the fact that

the vital organ must be removed from the donor within a very short time 

after death—the time varies with the organ concerned. 

17.23 But alongside the publicly expressed desire of surgeons and others 

with a close interest in the development of transplant surgery for an easement 

of the " consent " conditions of the Act of 1961, there have been equally 

sincere calls for the establishment of proper safeguards for potential donors, 

17.24 Following a period of intense public discussion of the problems and 

implications of operations to transplant vital organs, the government of the 

day appointed an Advisory Group on Transplantation Problems in January 

1969. The Group was asked to advise on problems arising in the field of 

transplantation which were of public concern and in particular to advise 

urgently on any amendment of the Human Tissue Act 1961 which might seem 

17.26 The published Advice from the Group said very little about the role 
of the coroner in relation to a transplant operation. At paragraph 3(g) they 
remarked as follows: 

" Co-operation of coroners and procurators fiscal is essential. It should 
be made clear that coroners can rely, in appropriate cases, upon authori-
tative pathological reports from hospitals. This point is commended to 
the attention of the Brodrick Committee and of the Crown Agent in 
Scotland." 

We are not sure whether this remark was intended to be a statement or a 
recommendation. We are not clear, for example, in what context " the co-
operation of coroners is essential." We presume that in referring to " authori-
tative pathological reports " they had in mind pathological reports on the 
state of the deceased person's organs on removal. We agree that this would 
be very relevant to the coroner's enquiry into the cause of death of the donor 
of a vital organ. At paragraph 5 (a) the Group also recommended that the 
written record of the findings of the two doctors, who they had previously 
recommended should be required to decide that life was extinct, should be 
made available to the coroner. This last recommendation is important since 
much of the controversy that surrounded Britain's third heart transplant oper-
ation centred on the fact that the coroner who held the inquest on the donor 
did not take any evidence about the circumstances in which it was decided 
that death had occurred and that the heart might he removed. 

17.27 Under the existing law, a coroner may be concerned with the 
circumstances of a transplant operation at two distinct points in time. First, 
u we have noted, if the body of it donor is one on which there is reason to 
believe an inquest may be held or on which a post-mortem exantinution may 
be required by a coroner, the coroner's consent is necessary before an organ 
can be removed.' Second, tiller the death has been reported to him it becomes 
the coroner's duty to establish the cause of death. We shall consider his role 
on each occasion separately. 

to be desirable. I The coroners coastal to the removal of an organ 

17.25 The Group'smme  report was published in July 1969 (Grand. 4016). le 17.28 Because time (i.e. the interval between the death of it donor and the 

unanimously recommended a number of safeguards in the interests of possible moment when the organ is tranx lanted into another person) ofe n of crucial B p p ) 

donors. The principal safeguard recommended by the Group was concerned 
a

'mportance to the success of it transplant operation, there have been sugges-
lions that the law should he amended so us to give a coroner an explicit right w,. ` with the determination of death. They emphasised their belief that this was& 

and pointedor  out that the doctor clinicallyotor  responsible for the to give consent to the removal of an organ before it has been decided that the 
clinical a 

potentialcare of a  donor would not be the same doctor us the one clinically door is dead. The Human Tissue Act does not specify when a coroner's 

for a prospective recipient. They recommended that before 

are removed two doctors should certify in writing that life is extinct, 

consent should be obtained, but he can have no legal g g hl to give that consent right 
until a potential donor has in fact died. Since the coroner hits no jurisdiction 

organs 
At least one of the two doctors should have boon registered for live years and over a live body, the most that he could do in the period before death is to 

each should be independent of the transplant team and should take his 
transplant. The Group went on 

state an intention to give consent when it has been decided that the donor is 
dead. We do not believe that he should he allowed or required to do any more 

decision without regard to the possibility of a 
that where resuscitation is being maintained by artificial than state this intention, Quite apart from the legal difficulties, we think it 

1
to recommend 
means, the decision to continue or discontinue such support should be reached I would be quite wrong to put the coroner in a position in which It could be 

ai'st without regard to the possibility of a transplant. that the two doctors should alBg ested that his consent amounted to permission to switch oil a machine 

record their findings independently and that these records together with thou which was keeping a potential donor alive. We agree with the several eminent 

of subsequent action should be available to the coroner or procurator fiscal. a Section I (e) Human Tissue Act 1961, 
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members of the medical profession who have stated that the decision to 
switch off such a machine is a clinical decision that can be taken only by those 
charged with the medical care of the patient. 

17.29 Nevertheless, we see a great deal of value in what we understand 
to be the present practice of consultation between doctors and the coroner at 
an early stage in the consideration of a potential transplant operation. The 
prime advantage of early notification is that it enables a coroner to make 
what enquiries he thinks necessary before death takes place so that he will he 
the better able to express an opinion when he has jurisdiction to do so. 

17.30 The present requirement that a coroner should be consulted and 
should consent to a transplant operation before it can legally be carried out, 
bears the implication that the coroner has a right to refuse his consent. His 
discretion to give or refuse his consent appears to be absolute, although, in 
our view, a coroner should never object in principle to transplant operations, 
It is not his function to place obstacles in the way of the development of 
medical science or to take moral or ethical decisions. He should refuse his 
consent only if lie is aware that there may be later criminal proceedings in 
which the organ may be required as evidence or if he believes that the removal 
of the organ might impede his own further enquires. 

" - 17.31 At the present time the demand for vital organs for transplantation 
is mostly for kidneys as kidney transplantation is the most successful of the 
major organ transplants. Defects in the kidneys are not in practice the cause of 

"` - accidents so that coroners can permission transplantationgive  for their trans 
relatively freely. The position with regard to the heart, however, is different, 

s1w Sudden and sometimes brief failure of its pumping action is a well recognised 
cause of accidents particularly on the road. Therefore, before giving permis-
sion for the use of the heart from the victim of an accident, the coroner 
should ascertain that the deceased has been the passive victim of violence—
as for instance in the cave of a motorist struck by a car crossing over the 
central reservation, in contrast to the case of the driver of it car which has 
suddenly and mysteriously deviated from its normal course. Such a pro-
caution is also an aid to the surgeon proposing to transplant the heart as it 
provides a measure of protection against unwittingly transplanting it defective 
organ. The demonstration of a significant defect requires such u detailed, 
and to the organ itself destructive, examination that it would be rendered 
useless for transplant purposes. It is essential that, bet'ore taking his decision, 
the coroner should seek advice from the police and from expert medical opinion. 
In order to be useful for transplant purposes, it is necessary that the required
organ is healthy; therefore. the possibility that it has contributed to the death 

t of the donor is never anticipated. Nevertheless, it will occasionally happen 
that the organ is found to be unsuitable. In such cases it should be the duty 
of the surgeon to make it available to the coroner along with a report of hit 

V grounds for regarding it as unsuitable. 

('p The coroner's enquiries into the death oJ'a donor 
17.32 Because of the circumstances leading up to the death, coroners 

already find themselves with a duty to enquire into the death of many donors 
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in a transplant operation involving a vital organ. We envisage that this will 
continue to be the case when effect is given to our recommendation in Chap-
ter 6 that a new obligation to report deaths to coroners should he placed on 
doctors called upon to certify the fact and cause or death. What should be 
the coroner's procedure when he is called upon to investigate such a death? 

17.33 In Chapter 14 we recommended that a coroner should have dis-
cretion whether or not to proceed to an inquest on almost every death reported to him. We suggested that he should be guided in reaching his decision 
whether or not to hold an inquest by reference to some principles of " public 
interest" which we not out In that chapter. When a coroner comes to take 
this decision in the context of the death of the donor of a vital organ, he will 
often have to evaluate difficult and delicate factors. On the one hand he will 
be aware of the public interest in the development of transplant surgery and 
of the argument that the public has it right to know what is done in its name. 
On the other hand, he may have to pay due regard to the wishes for privacy 
of the relatives of both the donor and the person receiving the organ. We 
considered whether we should recommend that, for the foreseenhle future, a 
coroner should always hold an Inquest on the death of the donor of a vital 
organ, but we concluded that it would be inure consistent with the general line 
we have taken in this report to leave the coroner with a completely unfettered 
discretion to take his decision in the light of all the circumstances known to 
him. 

17.34 However, if a coroner does decide to hold tin inquest on such is death 
we believe that he should always make the fullest possible enquiry. In par-
ticular, we suggest that he should always take evidence' from the doctor or 
doctors who took the clinical decision that the donor wits no longer olive. 
Medical evidence of the cause of tlettth should not he restricted, its on occasion 
it has been restricted in the past, to evidence from the pathologist who has 
conducted it post-mortem examination land who may be able to describe the 
injuries resulting from tin accident but who can say nothing about the vital 
organ used in the transplant operation other than that it has been surgically 
removed. We hope that the evidence taken from doctors responsible for the 
decision that death has occurred will always he token in such it way it, to 
demonstrate publicly that they are entirely independent of the doctors involved 
In the transplant operation, shut they had no personal interest in its success 
or failure and that the beat available treatment had been given to the donor 
before the decision was taken that life hold ceased. Such it demonstration 
seems to us essential if public confidence in transplant operations is to he 
maintained. 

Deaths of etr•nthrcr of certain religious groups 
17.35 A category of death which is invariably reported to a coroner 

under the existing arrangements and which will continue to be so reported 
under the new system which we have proposed in Part I of this Report, is the 
death of someone who has not been attended before death by a doctor. If 
such a death is not reported by u doctor called in to establish the fact of death, 

' In awnrdance wilt, our rcconsnendadons about the use of documentary evidence at inquests (see paragraph 16.63 above), this evidence could be given In writing. We would expect a coroner to adopt this procedure, provided that he has no reason to suppose that a properly Interested person would object to this, 
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it will certainly be reported by a registrar as an "uncertified" death. We 

recognise that there are some persons to whom the perpetuation of this 

situation may be particularly unwelcome. We refer to those whose religious 

beliefs prevent them from receiving orthodox treatment from medical prac- 

titioners and whose deaths will, therefore, be reported to coroners as a matter 

of course. Perhaps the best known of those who take this attitude to the 

ministrations of the medical profession are Christian Scientists, from whom 

we received both written and oral evidence. 

17.36 In a Memorandum prepared for our benefit, the First Church of 

Christ, Scientist, explained that its members 

"seek to maintain their health entirely through the practice of their 

faith, rather than by having recourse to the more usually accepted 

remedies of the medical profession." 

17.37 In their evidence, Christian Scientists told us that they accept than 

a report to a coroner is an inevitable consequence of the faithful practice 
or 

his religious beliefs by one of their members, but they were critical of some of 

the consequences of a report under existing arrangements They were parti-

cularly concerned about the involvement of the police. As we point out in 

Chapter 21 below, the coroner's officer (the person with whom the relatives 

of a deceased person are most concerned after a death has been reported to 

a coroner) is almost invariably a police officer. In those areas where there is 

no regular coroner's officer, the duties are performed ad hoc by a number of 

different police officers, who quite frequently exercise their duties in uniform. 

The Church complained that the police officers acting as agents of the coroner 

wore often unaware of the dims and beliefs of Christian Scientists and in 

consequence adopted a suspicious attitude to the circumstances of the death, 

and claimed that, us a result. " unpleasant incidents and misunderstandings 

not infrequently occur." We believe that that part of she Church's concern 

with the existing arrangements which stem., from the involvement of police 

officers on the coroner's investigation should largely disappear in the future if 

our proposals for a different kind of supporting service for coroners are 

accepted- see Chapter 21 below. In the short term, we hope that coroners will 

be prepared to recognise the feelings of Christian Scientists, and others who 

have also expressed their concern about the coroner's use of uniformed 

officers, by taking steps to ensure that police officers who act its coroners' 

officers as far as possible act in civilian clothes. 

17.38 The aspect at' coroners' procedure which most troubles theChris' 

than Scientists is the post-mortem examination. our witnesses told us that it 

is already the invariable practice of coroners to order a post-nortem examil' 

ation to be held on the bodies of faithful members. and they questioned the 

necessity for this examination. They pointed out that, in Scotland, the pro-

curator fiscal was usually satisfied with an external examination of the body 

by a doctor, who would afterwards certify that death had resulted front natural 

fe causes. We have already pointed out in Part II above that there is, even undo 

the existing law, an essential difference between English and Scottish proce-

dures. In Scotland the ascertainment of an accurate medical cause of death is 

subsidiary to the investigation of possible criminality or negligence; and 
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procurators fiscal are not usually concerned to establish the precise cause of 
death in a medical sense once the possibility of criminal proceedings has been 
ruled out. It will be clear from all that we have said in Part I of our Report 
that we consider that ascertainment of an accurate medical cause of death in 
every case should be a prime aim of the new arrangements for certification 
which we there propose. It follows that we cannot endorse the suggestion by 
the Christian Scientists that an arrangement like the one operating in Scotland 
should he introduced into this country. We sympathise with the feelings of 
Christian Scientists, as we do with others who object to post-mortem examin-
ations on religious grounds• but we do not think that coroners should be 
encouraged to make a particular exemption front general practice solely to 
take account of such l'eehnKs. It must be for the coroner to decide, in all the 
circumstances of the case, whether a post-mortem examination is necessary. 

17.39 The Christian Science Church also drew our attention to what it 
admitted is now the practice of only it few coroners, namely, the milking of 
unwarranted critical remarks about the practices of Christian Scientists. 
We agree with Our witnesses that it is no pan of a coroner's duty to express 
at an inquest what can only he a personal opinion about ilia beliefs of Chris-
dart Scientists (or indeed other religious organlsnuon■) and we hope 
that the practice of making such remarks will totally cause. It will he noted 
that we have already expressed an opinion in this sense in Chapter 16 above 
(see paragraph 16.54). 
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ANNEX TO CHAPTER 17 

DRAFT OF A SUGGESTED STANDARD FORM OF REPORT 
TO THE CORONER OF A DEATH ASSOCIATED WITH A 

THERAPEUTIC OR DIAGNOSTIC PROCEDURE 

(Suggested by the Association of Anucslhctists of 
Great Britain and Ireland) 

This form is to assist the coroner in arriving at the cause of death and in deciding 
whether an inquest should be held. It should be completed by the surgeon and 
anaesthetist concerned, but they are requested to seek the assistance or others in 
making the form as complete as Possible, especially with respect to the timing of 
events. Any reply to question 17 is a matter of discretion and is not in itself the 
certified cause of death. 

(I) Nanir of patient :.............................................(2) age............(3) see ...... 

(4) Horne ear/dress.' . .......................................................................... ......... 

..................... . . . ..................................._.....................................1......... 

(5) hospital: .._ . ......................................(6) Hospital No.: ....... . ..... 

(7) Case history anti preoperative clinical findings (Including physical sums, 
general condition, concomitant pathological conditions, diagnods and other 
relevant details). 

(8) li roperaf8w treatment: (including amount and t)pe of I.V. fluids, di up and 
prcmedicatlon). 

(9) Anarst1rtie: (including drugs, dosage, l.v. fluid% given, apparatus used, tech. 
nical difficulties and other relevant details). 

(10) Operation proposed: (11) rlreth'r or rteergennr 

(15) Dare and place of rent), )anaesthetic room, word, other). 

(16) Untoward events and re3torirntinr nawvvne and: 

(17) Opinion as 10 catxe vi death: (optional--see introduction) and any other general observations. 

(I8) Name (In block letters), status and signature of operator, 

(19) Name (in block letters), status and signature of anuathetisl. 

(20) Date: 

[Space for Intl niction, (m small print) as to ci wit maanecs In which this form should he completed). 

(12) Operation performed (including estimated blood loss, technical dithculties 
and other relevant details). 

(U) Date and titer ofadmirslon to hospital: ..... . . . ............... .... ._. 

(14) Date and approximate that of: 

giving pramcdication ..................... first untoward sign ................ . . . ...... 

starting Induction ........................... respiratory failure 
(where relevant) ......... . ... . . . ..... 

starting operation ........................... circulatory failure ........ . . .__ ... 

ending operation ............................ death or abandonment of 
resnseilttllve efforts . . . . . . ..... 
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CHAPTER 18 

THE CORONER'S CERTIFICATES AND RECORDS 

A. CERTIFICATES 

18.01 As we have noted, a coroner, at present, adopts one of three pro-

cedures when a death is reported to him. He may conclude his enquiries 

into a death (a) without holding a post-mortem examination or an inquest 

(the Pink Form A procedure) or (b) after post-mortem examination but 

without proceeding to an inquest (the Pink Form B procedure) or (c) after an 

inquest with or without a post-mortem examination. In every case he com-

pletes a form or certificate which he sends to the registrar. 

18,02 Under our proposals for changes in the coroner's procedure when a 

death is reported to him (see Chapter 14), a coroner will be able to certify 

the cause of death 

(a) on the basis of the information provided for him by a doctor who has 

knowledge of the deceased person's last illness (not necessarily a 

doctor who attended during that illness) or 

(b) after he has seen the results of a post-mortem examination and is 

satisfied that no further enquiries are necessary; or 

(c) after he has held an inquest with or without a post-mortem examina-

tion. 

We think that consequential changes may be necessary in the form of the 

documents which the coroner sends to the registrar. 

18.03 Our recommendation in paragraph 13.06 above to the effect that 

a coroner should be responsible for certifying the medical cause of every 

death which is reported to him will remove the main difference between the 

" Pink Form A' and " Pink Form B" procedures, On those occasions 

when a coroner decides that an autopsy is not necessary to determine the 

cause of death (at present, the " Pink Form A" cases) the responsibility 

for certifying the medical cause of death will in future rest with him and not 

with the doctor who has given or is willing to give a medical certificate. 

It follows, therefore, that the certificate sent by the coroner to the registrar 

will always contain a cause of death to be used for registration purposes. 

18.04 Our recommendation in Chapter 14 that the coroner should have 

greater flexibility in his choice of proceedings when at death is reported to him 

and that, in particular, he should have mare discretion than he has now to 

decide whether or not to proceed to an inquest, will also hove Implications 

for the certificate which the coroner sends to the registrar. It is to be expected 

that in the exercise of this discretion some coroners will decide not to hold 

inquests on deaths which, under the present law, must be investigated in this 
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way, e.g. simple accidents or suicides. Since the Registrar General will still 
need to know for statistical purposes whether a particular death was, for 
example, an accident or suicide, it will still be necessary for the documents 
sent by the coroner to the registrar to be in a form which will allow this 
distinction to be made whether or not an inquest has been held. 

18.05 The Registrar General, who is responsible for the statistical analysis 
of the cause of deaths occurring in England and Wales, must be able to 
distinguish between homicides, suicides and deaths due to accidents or 
misadventure. He is obliged to classify all " violent" deaths in order to 
conform with international rules which require both the " nature " and the 
"external cause" of death to be given. For example, in the cast of a death 
due to a fractured skull, he must record not only the " nature " of the 
death (i.e. fractured skull) but also how the fracture was caused. In the case 
of a motor vehicle accident he needs to know how the circumstances of the 
accident, the type of vehicle or vehicles involved, and whether the deceased 
was a driver, passenger or pedestrian. If the death followed an accidental 
fall, he would need to know whether the fall was on stairs, off a ladder or 
from a window etc. In it ease of poisoning, the information is required to 
indicate the nature of the poisonous substance and to show whether the 
poisoning was accidental, suicidal or homicidal. 

18.06 Whatever the nature of the coroner's enquiry, he must send a 
minimum of information to the registrar and it seems to us a logical conse-
quence of this new flexibility in a coroner's procedure that he should in future, 
use only one form of certificate. This form should he comprehensive in 
character, but the extent to which it would be necessary for a coroner to 
complete it in any particular case would depend upon the nature of the death 
and the extent of the coroner's enquiries Into it. We append at the end of 
this chapter, n possible format for such a new certificate. (See Figure 7.) 

The Coroner's new cerr(Iicares of the fact and cause of death 

18,07 The certificate must always contain sufficient information to enable 
the registrar to Identify the deceased and to record the medical cause of death. 
For the first purpose, we suggest that the present layout of the coroner's 
certificate after inquest, with the addition of it space for the Inclusion of 
the deceased person's N.H.S. number' will serve perfectly well. For the 
second purpose, the coroner's certificate should be similar in form to our 
proposed new medical certificate of the fact and cause of death (see Chapter 7). 
Unless the death is n violent or unnatural one, we do not envisage a coroner 
will fi nd it necessary to complete more than Parts 1. 11 and III of our proposed 
new certificate. 

18.08 In the case of a violent or unnatural death, the registrar must he 
supplied with some additional information in order that the Registrar General 
can classify the death for statistical purposes. We recommend that the 
coroner should provide this information on Part IV of our proposed new 
certificate and that the information should include, in appropriate cases, 

' Sec paragraph 7.08 abuse, 
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a finding that death was the result of homicide. We have recommended 

(see paragraph 14.11 above) that the coroner should be obliged to open an 

inquest whenever a homicide or suspected homicide is reported to him and 

there will be several circumstances in which he will be compelled to record 

finding of homicide. He will do so, for example, when someone has been 

charged with the murder of the deceased, in which case his own proceedings 

will be purely formal. He will also record a finding of homicide when the 

police are satisfied that murder has been committed and that the person 

responsible is himself dead. This is the situation in respect of about one-third 

of all murders committed in Englund and Wales. In all cases, the coroner 

should be required in future, to record the medical cause of death and the 

basic circumstances of the homicide on the certificate which he sends to the 

registrar; but lie should not name any person or persons as being responsible 

for the death. If he knows that proceedings are being taken against a person 

for causing the death, he should also be required to inform the registrar of 

this fact. We have already recommended (in Chapter 16) that the coroner 

should inform the registrar of the outcome of the criminal proceedings so that, 

if necessary, the homicide classification of the death may be changed. 

18.09 As we indicated in Chapter 16 above, the most difficult situation
from the coroner's point of view will be one in which the circumsumces of the 

death suggest strongly, or even conclusively, that homicide has been committed,

but there is, at the time when he opens the inquest. insufficient evidence 

available to bring charges against any person. We have suggested that, in 

such circumstances, a coroner should conclude his proceedings and refer his 

papers to the Director of Public Prosecutions, at the point where he is satisfied 

that continuing with his enquiries might incriminate or prejudice the position 

f •`' of some person who might eventually be charged with causing the death. 

We think that the certificate which the coroner sends to the registrar at this 

point should make It clear that a report hits been mode to the Director; 

we have therefore included this item in Part IV. The coroner should inform 

the registrar in due course of the outcome of the Director's consideration 

and the result of any proceedings in the criminal courts, 

18.10 Part V of our new certificate is in the same form and serves the sam e 

purpose as Part IV of the present certificate after Inquest. It should he 

completed in the case of all accidental deaths. 

18.11 We have included a new Part VI in our certificate as it direct conse-

quence of our decision to restrict Part 11 of the certificate to the medical cause 

of death. Part VI should always be completed in the case of accidental or 

suicidal deaths and the details recorded should include (i) the nature of the 

injury, (ii) the form of violence causing the injury and (iii) the means or 

instrument of violence. It might also be appropriate, on occasion, to record 

here other details of the circumstances of the death which might be of interest 

to those who have access to the Registrar General's statistics. 

18.12 Part VII of our new certificate should be completed in every cast 

in which an inquest is held. The information which it should contain is al 

required for the Registrar General's purposes anti most of it already form 

part of the certificate after inquest. 
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The Coroner's certificate of perinatal death 

18.13 It will be remembered that in Chapter 8 we have already recom-
mended that doctors should complete a new certificate of perinatal death 
in the case of still-births and deaths of children during the first seven days 
after birth. The same reasoning leads us to recommend that a coroner 
should complete a similar certificate when a perinatal death is reported to 
him. It would be convenient if the same certificate could be completed no 
matter what form the coroner's investigation takes. This certificate should 
state clearly whether the child was stillborn or died in the first seven days of 
life. We have not attempted to suggest the precise form which such a certi-
ficate might take, but It would be appropriate for the details to be recorded 
to be in line with those demanded by the new medical certificate of perinatul 
death (see Chapter 6 above). It should also include Parts IV, VI and VII or 
our own draft multi-purpose coroner's certificate. 

What should happen to Information sent by the coroner to the registrar? 

18.14 Under the present procedure, when it registrar receives either a 
"Pink Form 11" or a cerlifcute after inquest he is obliged to copy ti ll the 
coroner's " findings " into hit, register of deaths before sending the coroner's 
certificate to the Registrar General's nllice. Thus, in it " Pink Form R " 
case he copies the medical cause of death as stated on the pink form and In 
inquest cases he copies the whole of the findings of the inquest. It follows 
that all this information appears on the copy of the entry in the register 
which the registrar issues to relatives or at hers connected with the deceased 
and which serves as it "death certificate". We have been Informed that 
relatives have sonelimcn been caused cmbnruasunent because of the details 
on this cerliflcnte which may have to he produced to the several different 
authorities who are concerned with benefits payable on death. Pmhnrrass-
ment most often arises if the certificate clearly indicates that the deceased 
committed suicide. 

18.15 This display of the complete Inquest findings nn a certificate which 
relatives may have to produce at various times is unnecessary for its main 
purpose, which is to serve its evidence of the fact of death. While It Is essential 
for certain Informant ion to go to the Registrar General for statistical purposes, 
it is not necessary that it should till go into the register and thus on the druh 
certificate. We recommend that the Registrar General should prescribe by 
regulation the Information which the registrar should he obliged to copy 
into his register. This Information should include Identifying Information 
and the medical eauuc of death: but the details of the circumstances in which 
the death occurred need not be Included. The Registrar General shoed 
continue to he supplied, as now. with till the details of the coroner's findings 
on receipt of the certificate seal by the coroner to the local registrar. 

Coroners interior errs//irate of the fart of death 

18.16 In Chapter ii we recommended that where nn Inquest has been 
adjourned nnd, us it result, it bereaved relative is likely to sailer delay In the 
receipt of pension or insurance benefits, cite coroner should issue a certificate 
of the fact of death to the dependant In order to mini mdse the delay. A sug-
gested form for such it certificate is appended In this chnpter. (See Figure 8.) 
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B. RECORDS 

18.17 A coroner must keep an indexed register of all deaths reported to 
him or to his deputy or assistant deputy. The register must contain particulars 
of the date on which the death was reported, the name, address, age and sex 
of the deceased, the cause of death and the procedure used for disposing of 
the case .1 Some coroners, particularly those in the larger urban jurisdictions, 
supplement this record with individual files relating to particular deaths. 
These files contain, for example, medical reports from the deceased person's 
own doctor, post-mortem reports and records of telephone conversations 
relating to the particular death. We do not believe that it is necessary for the 
law to seek to regulate all the details of a coroner's administrative arrange-
ments, but we commend the practice of keeping an easily accessible record 
of the details of a coroner's action in relation to particular deaths. 

18.18 We do, however, see rather more advantage in coroners keeping a 
formal record of their conclusions in a standard form. At present, a standard 
form of record is used only in inquest cases when a coroner completes a 
document known as an "inquisition "—the form of which is prescribed in 
the Coroners Rules 1953. Briefly, the coroner is required to record the time 
and date of the inquest proceedings, the particulars of the deceased required 
by the Registration Acts to be registered (where and when died; name and 
surname; sex; age; and occupation) and the findings as to 

(a) the injury or disease that caused the death: 

(b) the circumstances in which the injury was sustained, or, in the case 
of death from disease, the morbid conditions, if any, giving rise to 
the immediate cause of death, and 

(c) the conclusions of the jury or the coroner. 

The inquisition is signed by the coroner and, if the inquest was held before 
a jury, by the jurors. It will be noted that, to a very large extent, the inquisition 
contains the same information as the current certificate after inquest which we 
have recommended In paragraph 18.05 above should be replaced by u compre-
hensive document to be sent to the registrar on the completion of the coroner's 
inquiries into every death reported to him. There would in future, be no 
need for an inquisition to be completed. It would seem both appropriate 
and practical for the formal record of a coroner's conclusions to take the 
form of a duplicate of the comprehensive document to which we have already 
referred. We recommend that coroners should be required to make and retain 
a copy of this certificate as the formal record of their action in respect of 
every death reported to them. 

18.19 The effect of Rule 38 of the 1953 Rules is to require a coroner 
to keep all documents relating to a death reported to him for a period of 
fifteen years, with a proviso that he may instead deliver a document to a 
person who seems to him to be a proper person to have possession of it. 
The Rule applies to such things as notes of evidence, reports of post-mortem 
examinations or other examinations and reports of preliminary enquiries. 

'Coroners Rules 1953, Rule 2 and Second Schedule. 
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We received no evidence to suggest that this requirement is other than satis-
factory and we have no proposals for its amendment. We are satisfied, too, 
with the general provisions' relating to the preservation of and access to 
coroner's documents as public records. As to preservation, the affect of these 
provisions is to require that coroners' indexed registers of deaths reported to 
them and papers relating to treasure trove, matters of historical interest or 
papers of earlier date than 1875 should be preserved permanently and that 
other papers should be destroyed after fifteen year&. As regards access to 
coroners' records, the law allows suitable access at the discretion of the 
person having custody of them (e.g. a local authority archivist) and a coroner 
may give special written authority to any person to inspect records at any 
time. Subject to these exceptions, coroners' records are not available for 
public inspection until they have been in existence for 100 years. We under-
stand that the reason for this lengthy interval is solely to prevent embarass-
ment to living persons who may be mentioned in police reports. statements 
of witnesses or suicide notes. 

The avallabilly of documents held by coroners 
18.20 The existing law dealing with the release of information from 

documents by a coroner is concerned only with those which are "put in 
evidence at an inquest ", but the inquest need not be completed before the 
coroner supplies copies of documents connected with it. Under Rule 39 
of the Coroners Rules 1953, a coroner must supply to any properly interested 
person who applies to him a copy of any depositions, any report of a post-
mortem examination or special examination. notes of evidence or any docu-
ment put in evidence at an inquest. He may charge a fee for doing so if 
one has been prescribed? Alternatively, a coroner may allow a properly 
interested person to inspect any document without charge and the right to 
inspect a document carries with it the right to make a copy.° The coroner 
has discretion to decide who is a "properly interested person" (sec para-
graph 16.57 above). We understand that coroners exercise this discretion 
liberally. Copies of relevant statements are usually supplied without question 
to those who may need them for the purposes of subsequent civil proceedings. 
Moreover, we understand that, even if no inquest has been or is being held, 
coroners are often prepared to make post-mortem reports or other medical 
evidence available to relatives or medical practitioners. However, our 
proposals that there should be greater flexibility in the coroner's procedure 
when u death is reported to him (see Chapter 14 above) carries with it the 
implication that there may, in future, be many fewer inquests. It is necessary, 
therefore, that we should consider the principle which should govern the 
release of documentary information in this new situation. 

18.21 The documentary information which a coroner will acquire in the 
course of an investigation into u death may take many forms. It will consist of 
medical reports (e.g. reports from a deceased person's own doctor, reports of 
post-mortem examinations or of special examinations or analyses), reports 

' The public Records Act 1958 and Orden made by the Lord Chancellor under that Act. 
x Far the current authority to charge fees, see the Coroners (Fees and Allowances) 

Rules 1969. 
' Nelson v. Anglo American tad MarlR4rr Agmey (1897) I. Ch. 130. 
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from the police, or other agencies who may have an interest in a death, or 

who the coroner may have asked to enquire on his behalf, and statements 

from witnesses made either to the police or to his own civilian officer.' 

Similarly, the information held by the coroner may be required by different 

•' +' people for different purposes. Relatives may simply be anxious to discover 
~~ ' ? more about why the death occurred in a medical sense; relatives and other 

..'  persons may be concerned with legal questions arising from the death, 

including the possibility of civil or criminal proceedings. The multiplicity 

of documents and the variety of circumstances in which the documents may 

be required make it difficult to lay down hard-and-fast rules which can apply 

fairly in every situation. We think that it would be unwise to attempt to

tj6r' govern this procedure in legislation. Difficult questions of confidentiality 

•+':'. and possible embarrassment to third parties may arise and, for this reason, 

we think the only sensible course is to leave a coroner with a wide discretion 

to make documents available as he thinks fit, within a general framework 

of guidance which we hope will be provided by the Home Office. 

18.22 It was suggested by some of the doctors who gave evidence to ut 

that a coroner should be obliged to make available, free of charge to the 

deceased person's own doctor a copy of the report of any post-mortem 

examination carried out on his behalf. We understand that copies of these 

reports are usually made available to doctors by coroners on request and that 

a fee is sometimes charged; but they are not provided as a matter of course. 

We consider that the deceased person's general practitioner has a moral 

right to know the fi ndings of an autopsy on his former patient and accordingly, 

we recommend that a coroner should be obliged to supply a copy of a post

modem report to the deceased person's family doctor on request and that 

no charge should be made for this service. The supply of copies of the report

 to other doctors and other persons who may ask for it should continue to be 

a matter for the coroner's discretion. 

II 18.23 In relation to requests for information which are made for the 

purposes of furthering, or exploring the possiblity of starting civil proceeding 

in connection with a death, we suggest that coroners may wish to be guided 

by the same principles as are used by chief officers of police in broadly similar 

situations. In the caw of road traffic accidents and other types of accident 

raising similar issues, it is police practice to withhold all information (except 

statements by defendants) whilst criminal proceedings or inquests are pending. 

Subject to this, and to an overriding discretion on the part of chief officers 

to decline to release information or any particular information in individual 

cases, it is the general practice to allowcopies of statements made to the polio 

in connection with an accident to be released to the following categories of 

1a 
persons:—

(a) bona fide parties to civil proceedings or their solicitors, and 

• L. (b) representatives of insurance companies, trade unions or friendly 
societies genuinely acting on behalf of parties. 

These statements are made available without the consent of the persons who 

'"•' made them, but witnesses are protected by the chief constable's discretion 

Ste Chapter 21 below. 
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to refuse to allow the disclosure of information which is either irrelevant 
or which may be personally embarrassing to those who made the statements 
or to third parties. We understand that this procedure on the whole works 
well and muralls murandis, we commend it to coroners. 
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CHAPTER 19 
Figure 8 

APPEALS AGAINST INQUEST FINDINGS OR DECISION NOT 
TO HOLD AN INQUEST 

coRca6a's LYralus Crm'IyLCA'rx 

OF THE FACT OF DEATH 

To whom it may coaeem. 

(H...) .................................... 

of (adds.$) ................................... 

................................... 

died on ................................... 

Tb. premise m.disal Opus, of death am" as fellow./'has yet to be 
established 

Biped ........................... 

Coroner for ... ........................ 

Date .......... ................. 

a Delete whIshever is inappiio.bia 

228 

19.01 The inquisition (the formal record of an inquest), the coroner's 
certificate after inquest which he sends to the Registrar of Deaths and the copy 
of the entry in the Register of Deaths all contain not only the " conclusion of 
the coroner)jury as to the death ", e.g. suicide, accidental death or mis-
adventure—popularly known as the " verdict "-- but also the findings of the 
Court as to the identity of the deceased person, the medical cause of death 
and the circumstantial causes. An alleged mistake in any of these matters 
may give understandable cause for concern to interested parties. At present. 
however, there is, in the strictest sense, no right of appeal against the findings 
of an inquest. '1 he available remedy is in another form, namely application 
to the High ('curt (the Queen's Bench Divisional Court) for an order quashing 
the inquisition and ordering a fresh inquest to be hold. The Court possesses 
ancient common law powers to make such an order and these powers arc 
occasionally invoked, but, for the most part, the Court acts in accordance with 
the provisions of the Coroners Acts. Section 6 of the Coroners Act 1887 
provides that an inquisition may be quashed and a fresh inquest ordered 
where the High Court is satisfied that: 

" by reason of fraud, rejection of evidence, irregularity of proceedings, 
insufficiency of Inquiry, or otherwise, it is necessary or desirable in 
the interest of justice, that another inquest should be held ". 

In addition, section 19 of the Coroners (Amendment) Act 1926 makes it 
clear that the High Court's powers: 

" extend to and may he exercised in any case in which it is satisfied that 
it should act by reason of the discovery of new facts or evidence ". 

Application must be made by or with the authority or the Attorney General; 
in practice it is usual for the application to be made by an individual with the 
Attorney General's consent. The application itself is heard in the Divisional 
Court, from whose decision an appeal lies to the Court of Appeal. When an 
application is granted, the court usually orders the fresh inquest to be held 
by a different coroner. 

19.02 Very few applications are made to the High Court. although about 
25,000 inquests are held annually in England and Wales. Six were received 
in the period 1966 196K and half of these were refused its unmeritorious, 
From an analysis of the reported cases in the period from 1944-1968 (13 in 
number), it is apparent that nearly Lill the applications reaching the Divisional 
Court are made by relatives who are distressed at a verdict of suicide. 

19.03 We were surprised that the number of applications should be so 
small and that they should have been almost totally confined to suicide cases; 
for we are satisfied that the real volume of dissatisfaction with inquest 
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results, though small, is a good deal higher than these figures would suggest 

and extends to cases other than suicide. We have little doubt that there are 

several different factors at work here. First, there must be a strong natural 

disposition among relatives of a deceased person to bring to a speedy conclu-

sion what are usually known as" the formalities" consequent upon a death 

and to avoid any action, such as further legal proceedings. which would only 

protract matters. Second, there is little economic Incentive to seek a new 

inquest because the result of an inquest has small effect in law on the deter-

mination of legal rights or interests. Third, there is a certain discouragement 

to would-be applicants for a new inquest, not only in the elaborate procedure 

itself, but much more, we think, in the working criterion which the High 

Court is known to apply to any application for quashing the result of a 

coroner's inquest, namely that the Court will be prepared to order a fresh 

inquest only if it can be shown that there is a probability of error as to the 

final overall " verdict" (see paragraph 19.01 above) or as to the identity of 

the deceased as recorded in the inquisition. There has been no case, so far 

as we are aware, in which a new inquest has been Ordered on the ground that 

there  the racy of the medical or 

awhen there isnot also to s t

circumstantial 

an objection tithe Ii al conclusion or'verdict 
f 

death

19.04 There are several reasons why Nye do not think the present situation 

is satisfactory. A number of witnesses made clear that, to those persons 

primarily affected, the medical and circumstantial causes of death as recorded 

by the coroner can be just as important, and a mistake in such matters just 

as injurious and deserving of remedy, as the final conclusion expressed in such 

terms as " death from misadventure " or " death from natural causes

We have therefore made a number of proposals designed to improve the 

accurate certification of the medical causes of death; we have recommended 

that the powers of the coroner to enquire into the medical causes of deaths 

should be enlarged, and we want to encourage reference to the coroner of 

any cases where there is uncertainty about the causes of death. It would be 

absurd to offer these proposals for improving tile ascertainment of the causes 

and circumstances of death if, at the same time, we neglect to improve the 

means of rectifying any errors which may have crept into the process of 

ascertainment. 

19.05 At the heart of most of the criticisms directed against coroners 

we found the theme that they arc, or lire free to be, a law moo themselves 

and that, If they are guilty of conduct which indicates the lack of a proper 

judicial approach, redress is difficult or impossible to obtain. The occasions 

when such criticism is justified arc rare and exceptional; but we are satisfied 

that they occur. They would be less likely to occur if the right of appeal was 

more explicit and accessible. 

19.06 We are aware that it is sometimes argued that, since there are no 

parties to an inquest, the concept of an appeal is inappropriate. We have no 

sympathy with this view; there should be some legal form of redress for any 

person with a legitimate interest in a coroner's inquest who is aggrieved by 

his recorded 
arrangements are too restrictive  

have to 
and tatchan 

conclusion the present 

gesshould be nude.
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19.07 As regards the basis for redress, we recommend that an error in 

any part of the record of the findings of a coroner's court (including the 

findings as to the medical and circumstantial causes of death) should con-

stitute a ground for an application for a fresh inquest. 

19.08 The other changes which we have in mind are rather more sub-

stantial. We recognise the value, and do not therefore recommend the 

abolition, of the present right of an individual aggrieved by the result of a 

coroner's inquest to apply to the Divisional Court for redress; but the High 

Court in London may sometimes seem rnther remote and we believe that it 

might be feasible to provide for an alternative remedy to he available at a 

local level. What we have In mind is a process by which, without reference 

to the Attorney General, an application for leave to appeal against the findings 

of the coroner's inquest might be made to a High Court Judge sitting at one 

of the major centres outside London its provided for in the Courts Act 1971. 

In effect, it would become one of the functions of High Court Judges outside 

London to give" leave to appeal " against the lindings of a coroner's inquest. 

Such leave would be discretionary and should be granted if it can be shown 

that there is prima feel.' evidence of substantial error in. or of sonic serious 

misconduct of the proceedings at, the inquest capable of having affected any 

part of the lindings. Where it High Court Judge decides to grant leave, he 

should designate it judge not lower in status than a Circuit Judge to hear it 

as an "appeal by way of rehearing". It would be for the Circuit Judge to 

decide whether the rehearing should to an ornl rehearing ol'the witnesses or a 

rehearing of the transcript evidence (if one was available). 

19.09 The introduction of such a procedure would bring the coroner's 

court closer in concept to the magistrates' courts (from which an appeal lies 

both to the Divisional Court (by case stated on a point of law) or to Quarter 

Sessions). We do not consider that there is any need to build into the new 

safeguards we propose any additional safeguards such its a right of appeal 

from a High Court Judge's decision to grant or refuse leave to appeal or 

from the decision of the Judge who hears the appeal. 

19.10 Notwithstanding this new form of " rehearing ". cases may occur 

in which a new inquest rather than a rehearing would be appropriate, because 

there has been it plain and obvious error in the original proceedings. For 

example, a case occurred in which the body of a drowned person was identified 

at an inquest as that of one M. and a fortnight later it person claiming to be M 

walked into the coroner's office; the coroner succcssl'ully applied for a now 

inquest to he hold. We think that the right to request a now inquest rather 

than a " rehearing" should be limited to the coroner who held the original 

inquest. This kind of application lies very much within the province of the 

Divisional Court and we hesitate to suggest tiny derogation from its powers. 

Nevertheless, we would hope that consideration could he given to the possibility 

of transferring the hearing of applications for a new inquest also to High 

Court Judges outside London. 

19.11 We now consider the case where it coroner neglects or refuses to 

of
hotd 

 ilesCoroners Act 1887,
est. The Iy here 

which ipro 
also videsprovided, whererthent, by section 

H gh Court s 
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satisfied that a coroner neglects or refuses to hold an inquest which ought to be 
held, the court may order an inquest to be held. Applications on this ground 
are so rare that it is not possible to form any view as to how the procedure 
works in practice. In future, however, such applications may become more 
frequent, for we are recommending that the present mandatory classes of 
inquest should virtually be abolished and that, in future, the holding of an 
inquest should be left to the discretion of the coroner in the case of almost all 
the deaths reported to him. 

19.12 We believe that a coroner's discretion not to hold an inquest on a 
death that has been reported to him should be open to rapid challenge and we 
recommend that the matter should be capable of determination by the High 
Court or any High Court Judge outside London. It should be for the Judge 
(if he is satisfied that an inquest should be held) to decide which coroner 
should be directed to hold it. 

19.13 If our recommendations for giving the coroner wider discretion 
to hold an inquest are implemented, it is more likely than at present that 
cases will occur in which the coroner concludes his enquiries at too early a 
stage. If, in addition, our recommendations are implemented for assimilating 
the procedure for cremation with that for burial, it will be essential to provide 
a simple procedure for securing an order for an autopsy in cases where there 
is reason to believe that the coroner's decision not to hold an autopsy has 
been based on insufficient inquiry. Since speed will be essential in the hearing 
of such an application, we believe that it would be appropriate to give the 
power to make such an order to any High Court Judge. We therefore recom• 
mend that the High Court Judge should have power to order an autopsy 
and power to make an order suspending the operation of any burial or 

I- , cremation order until the results of the autopsy are known. We appreciate 
that the introduction of this new procedure curries a risk of abuse by parties 

t.: maliciously inclined with consequent distress to the near relatives of the 
deceased person. We doubt if attempts at such abuse would be likely to be 
widespread or successful, but in any event we attach greater weight to the 
dangers of not making any provision at all. If there were no procedure for an 
autopsy to be ordered, otherwise than by a coroner, cases could occur where, 

• doubt having been cast on the sufficiency of the enquiry made by the coroner, 
it would prove impossible, because of cremation or burial of the body, to 
take effective steps either to dispel or vindicate such doubt. We believe that 

,~•~., it is most important to forestall this danger as far as possible. 
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PART IV 

DEVELOPMENT OF THE CORONERS' SERVICE 

CHAPTER 20 

ORGANISATION OF CORONERS' SERVICE 
Introduction 

20.01 In the preceding Parts of this Report we have recommended 
various measures to improve the accuracy of certification of causes and 
circumstances of deaths, to give coroners greater freedom to determine their 
own procedures, and to provide new rights of appeal against coroners' 
decisions. In Part V we shall suggest ways in which coroners could be helped 
by improved pathological and mortuary services. In this Part of our Report 
we present our views on the organisation and resources which coroners will 
need if they are to achieve the standards of efficiency dictated by the new 
responsibilities we have suggested. 

20.02 This part of our review has been particularly difficult. Our witnesses 
did not paint a detailed picture of the whole coroners' system and the features 
they emphasised in evidence to us did little to help us establish such a picture 
for ourselves. A general assessment is hampered by the idiosyncratic behaviour 
of many coroners and by the fact that those coroners who have shown most 
"professionalism" have not exhibited a common pattern for others to 
emulate. The statistical data collected by the Home Office give little clue to 
local failures, deficiencies or anomalies. and expenditure by and for coroners 
Is hard to Identify. Much that coroners do makes little direct or lasting 
impact on the public; what coroners do or do not do causes little complaint. 
Earlier in this report (Chapter 11, paragraphs 42 46) we noted that many of 
our witnesses and many of those who responded to our surveys thought 
that there was not much wrong with the operation of the system its a whole. 
We stated there that " our own assessment is less fnvntuable" and emphasised 
that archaic law, inadequate resources and lack or supervision or guidance 
could lead to inconsistency of practice and unsatisfactory attention to public 
needs. We also said: 

" We are satisfied that revolutionary change Is not called for. At the 
same time we are strongly in favour of a speeding up of thou evolutionary 
changes which are already taking place in the general orienuuion of 
purpose and performance of coroners. " (Parngraph 11.46.) 

20.03 If we refer at this point to a coroners' "system" rather than a 
coroners' "service" it is not because our misgivings about the standard of 
service which a coroner gives to his community are acute or because we wish 
to put a lower value on the manner In which coroners do their work than on the 
results which we want them to achieve. It is rather that we prefer to keep In 
view certain unusual features of the coroners' system which might be obscured 
If we used the conventional concept of a " service" to examine current 
problems of structure, resources, co-ordination, support and supervision. 
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20.04 The first unusual feature to which we refer is the operational in'
dependence of the coroner. This has elements In common with the operational 1 
independence of the judge, the medical practitioner and the chief officer of 

I{' police, and yet is in some measure different in its legal setting from any of 

these models. The coroner like the judge frequently reaches verdicts by a 
judicial procedure, but unlike the judge the coroner's decisions are by no q.. 

rr means so directly subject to appeal. The coroner, like the medical practitioner, 
often has to take decisions, e.g. in the certification of death, which are personal 
judgments based sometimes on complicated evidence; but unlike the medical 

sit practitioner the coroner is not subject ultimately to the discipline of his own 

k:• profession. The coroner, like the chief officer of police, is solely responsible 

_, under the law for the selection and execution of his operations; but, unlike 

r the chief officer of police, he does not conduct his operations in association 
with a national system for training, inspection, support or public complaint. 

Nor has he the same degree of accountability far his actions. 

20.05 The second unusual feature about the coroners' system is the impor-
tance of its local vitality. To a large extent the system amounts to a series of
transient working relationships between a coroner and doctors, police. 
hospitals, pathologists and undertakers In his area. By rcasgp of the long and 

special history of his office the coroner iv usually described as Her Majesty's 
Coroner, but he is everywhere very clearly regarded not us an agent of central 
government or a member of a nationalised service but as an integral part of 
his local community. It is not easy to understand the nature and strength 

of this local interest in the coroner, but as many of our witnesses impressed 

upon us, there is an important inter-action between the confidence reposed M,r
In the coroner by his community and his independence of function. 

20.06 The third unusual feature about the coroners' system is the relatively 

very small numbers involved. There are only 229 coroners; the total number 

of their staff is rather less than 2,000; purpose-built coroners' courts and 
offices are few and far between. The importance of the coroners system 

does not depend very much on physical resources of tiny kind. When all is 
added together and whether it is called a " system " or a " service " it is 

minute compared with any of the medical, forensic or other services with 

which it collaborates. It would be misleading therefore to classify it either as a 

central or as a local service. No doubt it would be possible to reconstruct and 
elaborate the system so that it fell recognisably into one or other of these 

categories, but, as we shall show later, action of this kind would be dispropor-

tionate to the problems to be solved. The right course, in our view, is to 

preserve the obvious strengths of the present system and improve those 
features which are less satisfactory. In the rest of this chapter we deal accord' 

Ingly with the basic and inter-related problems of coroners' areas and the 
appointment of coroners. 

Coroners' areas 
20.07 Every coroner holds an independent territorial jurisdiction by 

virtue of his appointment by a local authority. All county boroughs having s 

separate court of quarter sessions and municipal boroughs having both a 
separate court of quarter sessions and a population in August 1888 of more 

than 10,000 persons are entitled to appoint a borough coroner for their areas. 
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County councils are required to appoint a coroner or coroners for the whole 
of their area except for the parts for which a borough coroner is appointed. 
Altogether, coroners' jurisdictions (or districts) in England and Wales, including 
the Queen's Household and the three remaining franchise districts, number 
261; there are only 229 coroners because some hold more than one appoint-
ment. 

20.08 Of these 229 coroners 16 are whole-time coroners: seven are in 
Greater London, one each in the counties of Essex and Surrey and In the 
Cities of Birmingham, Manchester, Liverpool and Stoke-on-Trent and three 
lathe West Riding of Yorkshire. These whole-lime coroners investigate over 
one-third of the deaths reported to coroners In England and Wales (see Table 0 
below). Their average case-load is about 3,000, but there is a wide variation 
between the heaviest and lightest case-loads. 

20.09 The great majority of the remaining part-time coroners combine 
their duties with other work (usually they are solicitors in private practice). 
Some combine a coroner's post with some other part-time public appointment, 
such as county court registrar or clerk to the justices. One or two part-time 
coroners deal with more than 1,500 reported deaths in a year: nearly 50 
deal with less than 100. The average cast-load of a part-time coroner is 
about 350.' 

20.10 All the non-county boroughs and nearly all county boroughs have 
part-time coroners; and In the counties too, where the areas arc commonly 
large enough to justify the appointment of one whole-time coroner for each 
county, the organisation more often takes the form of a number of part-time 
coroners with comparatively small work-loads. Why are so many areas 
served by u part-time coroner? The factor most often emphasised by our 
witnesses was accessibility or more loosely "geography". This factor 
Is not easy to measure. There is obviously a minimum level of work-load 
before even part-time appointments are made. But there are many variables 
in the background. 'fhe number of deaths reported to coroners expressed as a 
proportion of all deaths varies considerably from place to place a .his may 
reflect different attitudes on the part of doctors and coroners, and different 
standards of facilities. If, for example, there are large general hospitals in 
his area the coroner's work-load may be signitic: ntly increased. Coroners 
and public alike have a common interest in the compactness of coroners' 
areas, but their interests are not identical or necessarily of the same weight. 
It is only in the minority of cases that members of the public arc obliged to 
attend inquests; but in almost every investigation there is need for consultation 
and collaboration between coroners. doctors, pathologists and police. Looked 
at simply from the point of view of convenience to the public, it might have 
been expected that the profound changes in communication systems and 
travelling facilities which have occurred since 1945 would have led to sub-
stantial changes in the boundaries of coroners' areas. On the other hand, 
despite new urban developments and population shifts the main concentrations 
of population have not significantly changed. and the more populous coroners' 
areas have provided a static but seemingly satisfactory framework. That 

'Sec Appendix 5 (Statistics of Work by Jurisdictions 1969). 
'See Appendix 6 (Deaths Reported to Coroners as a Proportion of all Deaths 1965). 
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there have been few changes in the pattern of less populous coroners' areas 
is harder to explain, but our impression is that considerations of historical 
tradition, laissez faire and administrative convenience have all played a part. 

TAar.a 0 
Deaths Reported to Whole-time Coroners In England and Wale,, 1%8 and 1969 

(Source: Coroners Annual Return to the Home Omce) 

Number of Deaths Reported 
Jurisdiction 

1968 1969 

Inner London North ... ... ... ... ... 3,043 3,116 
Inner London South ... ... ... ... ... 4,571 4,596 
Inner London West ... ... ... ... 3,826 3,865 
Greater London Eastern ... ... ... ... 3,188 3,425 
Greater London Western ... ... ... ... 3,%0 4,063 
Greater London Southern . . .. .. 2.883 2,969 
Greater London-Northern and City of London ... 4,086 4,100 
Essex ... ... ... _. ... ... ... 2,180 2,403 
Surrey .. ... ... ... ... ... ... 1,984 2,327 
Manchester ... ... . . . ... ... ... 2,738 2,929 
Birmingham ... ... ... ... ... ... 3,730 3,795 
Liverpool ... ... ... ... ... 2,076 2,362 
Stoke-on-Trent ... ... ... ... ... ... 1,720 1.850 
Halifax Borough and District ... 1,144 1,239 
Sheffield Borough and Rotherham District ... 1.479 1,632 
Wakefield District ... ... ... ... ... 1,676 1,757 

Total Whole-time Coroners ... ... ... 44,284 46,428 

Remainder of England and Wades ... ... 80,136 89,211 

Total ... ... ... ... ... ... 124,420 131,639 

20.11 Are these small jurisdictions unsatisfactory? The evidence we 
received from all shades of opinion gave us no clear-cut answer to the question. 
Much depends on the calibre of the part-time coroner, his experience and 
facilities, and the standards he sets. In some areas, we were told, it has been 
possible to attract to a part-time post men with suitable experience and 
skills who would not feel able to undertake a whole-time coroner's duties. 
The small local jurisdiction has the advantage that the part-time coroner and 
his sometimes part-time stallare readily accessible. Good communication 
is possible between the coroner and the relatives of the deceased, doctors 
and other persons. Inquests can be held locally with convenience to relatives 
and witnesses; and the coroner's knowledge of the community may help 
him to address his enquiries to the origins of local disquiet and gossip in 
relation to particular deaths. The Law Society went so far as to say that: 

the appointment of full-time coroners, except in places such as London 
. . . would have grave disadvantages since, in order to he economically 
practicable, they would have to serve a wide area and would therefore 
be less accessible to the public, to the local medical practitioners, cadet-
takers, the police and local solicitors." 

On the other side of the picture. we were told that in some areas the part-time 
coronership, passing from father to son or between partners in a firm of 
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solicitors, has tended to become a " Family affair " and the local authority 
may have bad little real choice of candidates. The part-time coroner with a 
busy professional practice may find himself unable to devote as much time as 
he would like to consideration of the deaths reported to him and, in conse-
quence, may lean too heavily on the judgment of subordinates.' Office 
accommodation, interview rooms, mortuary and other facilities may be in-
adequate because demand is too small or infrequent. 

20.12 There was little disagreement among our witnesses that a small 
jurisdiction may provide too small a work-load for a coroner to acquire a 
wide experience of his duties. Almost all our witnesses therefore expressed 
themselves in favour of the principle that the coroners' service should be 
based on whole-time appointments. With varying emphasis, however, such 
important organisations as the Coroners Society, the Law Society, the Associa-
tion of Chief Police Officers, the National Association of Funeral Directors. 
the Association of Municipal Corporations and the County Councils Associa-
lion were all agreed that in a number of areas " geographical " conditions 
would always make the continuance of some part-time jurisdictions unavoid-
able. 

20.13 The concept of a pattern or whole-time coronerships throughout 
the country is not new. The Wright Committee, which reported in 1936, 
expressed the view that a system of whole-time appointments was: 

"a goal to be aimed at ". 
The Committee reported that: 

" many part-time coroners because of the smallness of their districts, 
have little experience or prospect of experience in the conduct of their 
duties " (paragraph 222), 

and recognised that: 
" the problem of the smaller coronerships can only he satisfactorily 
solved by a radical re-adjustment of coroners districts" (paragraph 225). 

20.14 The Wright Committee produced no practical proposals for bringing 
about such a radical re-adjustment, but their Report contained two recommen-
dations designed to encourage voluntary amalgamations. They proposed. 
first, that: 

"on each vacancy in a county coronership, the question should be 
specifically considered whether nn enlargement of districts should not 
take place ", 

and they argued that if this could not be effected by administrative arrange-
ments between the Home Office and county councils, a statutory obligation 
should be placed on the county councils. Secondly, the Committee recom-
mended that, as a provisional step, when a vacancy occurred in a non-county 
borough of less than 75,000 inhabitants, the area of the borough should be 
merged for coroners' purposes in the neighbouring county. Little notice 
was taken of either of these recommendations until 1952, when a Home Office 
circular was sent to local authorities responsible for the appointment of 
coroners urging them, wherever possible, to take the opportunity of a vacancy 

'See Chapter 21 below, where we discuss the Report of an O and M Work Study on 
the Coroners Oaker. 
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I 
in a county or borough coronership to amalgamate two county districts or to 

appoint the same person to both the county and a borough post. 

20.15 The policy of piecemeal reform has been slow to achieve practical 

results i for a variety of reasons. Vacancies can occur at short notice by 

~._. reason of death or sudden illness and the need for the post to be filled quickly 

can sometimes preclude consideration of a major reorganisation. It is not 

easy for a local authority to make a joint appointment when the key factor 

is the capacity of the existing part-time coroner to take on extra work. When 

• a vacancy arises, and the responsible council wishes to make an appointment 
jointly to their own and another jurisdiction, it can only do so if the neigh' 

bouring coroner is willing to extend his duties or if ho can be persuaded to 

"y.. resign his office and make way for a third person to take over built jurisdic-

tions. The selection of districts for joint coronerships has been fortuitous, 

' '• since it has depended upon the accident of a particular coronership falling 

vacant at a time when a neighbouring coroner is willing to undertake the 

extra work. The coroner available may not always be the most suitable 

and some joint appointments to an adjacent borough and county coronerships 
have not been a success, 

20.16 Piecemeal amalgamation cannot always promise improvement of 
supporting services. While a joint appointment may sometimes secure an 
officer of adequate status and experience, it is not in itself likely to lead to the 
most efficient and economical use of resources. Local authorities may continue 

to maintain separate and inadequate public mortuaries within a few miles
,..~ of each other and the arrangements for the provision of coroners' officers or 

secretarial assistance may differ in the two jurisdictions. At present, the scale 
of clerical and secretarial services at the disposal of each coroner depends 
partly on the generosity of the local authority and partly on his own profes• 

sional circumstances, both of which vary widely. The provision of coroners 
officers (who are usually police officers) differs markedly in different parts of 

the country, so that in one or two cities the coroner has the services of a 
I`:... considerable corps of policemen to assist him, while in other areas he is 

- dependent upon the occasional services of a number of different police 

officers. U 
I'?- ' 20.17 These difficulties by themselves have been sufficient to obstruct any 

serious attempt to rationalise the number and pattern of coroners' districts. 

But even if these difficulties did not still exist it would be no easy task to 
devise a better distribution of jurisdictions with a more appropriate blond of 

full-time and part-time appointments at coroner &anti deputy coroner levels. 
The concentration of so much of the population in comparatively small 

&~: 
9 

geographical areas and the remoteness, inaccessibility and lack of population 

I ••. ~, in many large rural areas provide extremes of circumstance for which a simple 
• pattern based exclusively on full-time coroners would be inappropriate. 

Planning of flew jurisdictions 

frs} 20.18 With the aid of the statistical and other information provided by 

'In 1900, there were 360 jurisdictions and 330 coroners, of whom 200 were coua0 
:.Yi• .,, coroners, 76 borough coroners who were not also county coroners, and 54 franchlw 

coroners who held no other jurisdiction. By 1936, the number had fallen to 309. (At this 
time there was still 44 franchise coronerships but it is not clear how many of these wan 
held by coroners who also held other judsdjctIon.) In 1971. there are 261 junsanctior 
(Including 3 remaining franchise districts) and 229 coroner. 
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our witnesses, we made a number of studies on alternative bases for the deter-
mination of the boundaries of coroners' districts. We looked, for example, 
at the possibility of using the boundaries of police forces, Regional Hospital 
Boards, county courts, as well as the existing and projected local authority 
areas for this purpose. We used. as basic data, estimates of the numbers of 
deaths reported to coroners and numbers of inquests held derived from past 
trends rather than estimates based on a assessment of the effect of our own 
proposals. We sought to reconcile on It national scale two desirable features of 
a coroner's jurisdiction: a work-load sufficient to sustain a whole-time 
coroner and compactness sufficient to make the coroner reasonably accessible 
to the general public. Our studies showed that links between coroners, 
registrars, police and hospital authorities (each of whom have, at present, 
different territorial boundaries) are as Important in determining the boundaries 
of coroneri areas as are the links of accessibility between coroners and 
members of the public Or links of administration between coroners and their 
local authorities, The studies also helped us to decide that certain minimum 
numbers of reported deaths could be recommended as justifying the appoint-
ment of a part-time or full-time coroner as the can might be. We think that 
as guide lines for replanning coroners' areas, a total of 500 or more deaths 
reported annually to the coroner is the minimum that should require appoint-
ment of a part-time coroner, and a total of 1,500 or more deaths per year 
reported to the coroner is the lowest that should justify appointment of a 
whole-time coroner. Applying all these criteria and considerations we found 
that there was scope for it substantial reduction in the number of coroners' 
areas and a significant increase in the number of whole•time coroners, particu-
larly if care were taken to make the boundaries of coroneri areas coincident, 
where they converged, with the boundaries of top-tier local authorities 
rather than with subordinate districts. 

20.19 11ow is this potential for change, which nearly all our witnesses 
acknowledged and welcomed, to be best realised? charge of thin kind 
cannot he planned without tin adequate survey of local needs and conditions 
and agreement on pace. For these and other reasons it has been entirely 
outside our Own competence to make a detailed plan. Ilan we have been 
led by our studies to see that there in a major issue of public policy involved 
in the re-organisation ofjurisdiclions. The problem before the Wright Commit-
tee was the need to rationalise jurisdictions in a relatively static situation, 
the coroners' functions an well as laical government structure remaining 
unchanged. Our problem is quite different. The general effect of our recom-
mendations is to alter significantly the role of ilia coroner, by accelerating 
the present trend of his evolution into a principal agent in the certification of 
medical causes of death. At the snow little the Government have proposed 
substantial rcorganination of the whole structure of local government, are 
considering changes in the pattern of local health services. and are implement-
ing changes in the organisation of local social welfare services. Both the 
coroner and his context are changing; and whether Or not our recommenda-
tioes on the coroner's role in future arc accepted in full two changes In prospect 
cannot full to effect profoundly the present pattern of coroners' areas. 

20,20 The most important single change will be the impending re-organisa-
tion of local government. The Cioverranent's decisions on n new structure of 
local government in England and Wales lire due to take effect on tat April 1974. 
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They involve the disappearance of all the existing councils of counties,. 
county boroughs and boroughs (i.e. the authorities which, under the existing 
law, have a duty to appoint coroners). It follows that if separate provision 
for coroners is not made in the Bill to give legislative effect to these decisions 
there will no longer be a coroners' service after that date. It would be in line 

with our desire for largerjurisdictions to recommend that provision should be 
made in the Local Government Bill for coroners in England and Wales outside 

the Metropolitan areas to be appointed by the new county authorities and 
in the Metropolitan areas by the councils of the new Metropolitan areas. 

20.21 The second important change is the proposed re-organisation of the 
National Health Service with the creation of new local health authorities 
linked closely with the new major units of local government. The effect of 

,r such a development will be to reinforce the present momentum towards more 
efficient operational groupings for the provision of local services in which 
larger areas are controlled by vigorous and responsible local bodies. 

20.22 We do not think that it would be in the interest of the coroners 
system for it to undergo, as a whole, a series of transitional changes in structure 
in step with changes in local government and the National Health Service, 
We have therefore looked for a permanent solution to the difficult problem of 
determining coroners' areas. We are satisfied that it would not he sufficient 
simply to recommend that the new major authorities should be responsible 
for appointing coroners, even if the legislation were to allow for combination 
of county areas for certain functions as contemplated In paragraph 30 of 
the Government's White Paper on the Reform of Local Government. Some 
external scrutiny will be necessary if the pattern of coroners' areas is to be 
properly co-ordinated in its new local government setting. Our own studies 

have shown how heavily dependent any central planning would have to be on 
local guidance and expertise. The question we have considered is how best 

to arrange a partnership in planning between local authorities and central 

government so that needs can be adequately surveyed, standards set and 

provision made. 

20.23 The solution which we recommend is as follows. In future the new 
county and metropolitan authorities should be statutorily required to submit 
for approval by the Home Secretary proposals for the organisation of a 
coroner service in their area based on the scales suggested in paragraph 20.18 
and giving detailed reasons to justify the creation of any part-time coroners' 

districts. Before submitting any proposal for a part-time jurisdiction the 
authority concerned should be statutorily required to consult the authority 

for any area bordering on the proposed part-time jurisdiction with a view to 

enlarging that jurisdiction if possible to whole-time status by inter-authority 
adjustment of the coroners' district boundaries. The authorities should be 

under a statutory obligation to keep the distribution of coroners' districts 

under review and to consider any proposals made by the Home Secretary 
for alterations of districts; and to facilitate central oversight they should be 

statutorily obliged to send to the Home Office such information or reports on 

the work in individual coroners' districts as the Home Secretary may from 
time to time request. On the central government side, the Home Secretary 

should have power to approve or reject proposals submitted to him; power, 

after consultation with the local authority or local authorities affected, to 
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amend the proposals for coroners' districts and power to propose and impose 
alterations from time to time to any coroners' districts that seem to him to be 
unsatisfactory in size for the efficient working of the service. We envisage 
that the boundaries of jurisdictions would be largely determined by: 

(a) the desirability of creating a whole-time jurisdiction; 
(b) the distribution of population and mortality trends; 
(c) communication and transport facilities; 
(d) the likely mobility of the coroner and his stuff; 
(e) the availability of mortuary, pathological and other relevant services; 

and 
(f) the accessibility of registrars of deaths. 

20.24 The new powers should be used to secure a distribution of coroners 
to the best advantage of the service and to adjust that distribution to en-
vironmental, technical and other changes. We recommend that the statutory 
provisions should be formulated In such a way that, if at some future stage 
it were desired to deploy coroners more flexibly than by static jurisdictions, 
e.g. by creating panels of coroners for special enquiries wherever they might 
occur or by giving hard-pressed coroners temporary reinforcement by coroners 
from other areas, these possibilities would not be frustrated. 

Appointment of coroners 
20.25 Except for the few remaining franchise coronerships, coroners are 

appointed by local authorities. Every coroner is required to appoint a deputy 
coroner anti may appoint assistant deputy coroners. These appointments 
must be made with the approval of the local authority which appoints the 
coroner. Once appointed a county coroner cannot be dismissed by his 
authority: it borough coroner can probably he dismissed by his local authority 
for misbehaviour because he holds office during " good behaviour "t (no 
such dismissal is known to the Home Office within the last 30 yours). Where a 
coroner is found guilty of extortion, corruption or misbehaviour In the 
discharge of his duty, the court by whom he Is convicted may remove him from 
office.' 

20.26 The Lord Chancellor (or in the Duchy of Lancaster, the Chancellor 
of the Duchy) may. if he thinks lit, remove any coroner from his office for 
inability or misbehaviour in the discharge of his duties.' Those powers are in 
practice extremely limited. In exercising them the Lord Chancellor acts 
judicially, that is to say, he acts only after lie has heard evidence from those 
who are applying for the coroner to be removed from office and from the 
coroner Its to the reason why he should be removed. There is no net procedure 
under which such evidence is collected and it is contrary to the traditions of 
English law that the same authority should both collect and present the 
evidence and then adjudicate upon it. The Lord Chancellor takes the view 
that he should not appear to act as both prosecutor and judge. 

20.27 The Lord Chancellor's powers ore limited because the law does not 
allow him to act where the coroner's misconduct does not relate to his office. 
Two examples (neither of them relating to recent events) will illustrate the 

'Section 171 (2 Municipal Co orallons Act 1882. 
' Section 5(2), Coroners Act 18$7. 
'Section 8(l), Coroners Act 1887, 
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difficulties of this situation. In one case, the Lord Chancellor was told that 
a coroner who was also a solicitor had been found guilty by a Disciplinary 
Committee of the Law Society of having used clients' money for his own 
purposes but, because this misbehaviour did not relate to the conduct of his 
duties as a coroner, the Lord Chancellor had no power to remove him. In 
another case, the Lord Chancellor was reliably informed that a coroner was 
an alcoholic and mentally BI, but he was unable to act in the absence of proof 
of inability or misbehaviour on the part of the coroner in the conduct of his 
office. 

20.28 The situation therefore is that one authority is responsible for 
appointing and paying the coroner, and another is responsible, within narrow 
limits, for control over his subsequent actions. Perhaps because the office of 
coroner is recognisably unique and the total numbers involved are very small 
this anomaly has not received critical attention in the past; the Departmental 
Committee of 1936 did not mention it. Historically the separation of res-
ponsibility appears to be rooted in the origin of the coroner as a locally 
appointed official with central government functions but it also reflects his 
position as an independent judicial officer (Chapter 10). Separation of res-
ponsibility has become more formalised in the past hundred years, not, so 
far as we can discover. because it was thought to be preferable to any other 
form of arrangement, but because central and local government have become 
more elaborate in structure and organisation. We believe that divided res-
ponsibility is seldom an aid to an efficient service, but we do see sonic advant-
ages in the present arrangement. Local responsibility for appointment means 
that local factors can be taken into account in finding the right man. Central 
responsibility for dismissal means that the coroner is protected against the 
risk of local pressure in the proper performance of his office. 

,•a~ 20.29 Our witnesses made very clear to us that the machinery for termin-
ating the service of an unsatisfactory coroner required reform. They also 

• - recognised that the processes of selection and dismissal were not isolated tech-

nicalities but important elements in the organisation of the service for its 
increased responsibilities. The importance of these processes Is all the greater 

'" • because, as we have recognised, the future system must inevitably include a 
number of part-time coroners with the attendant disadvantages to which the 
Wright Committee drew attention. Full- and part-time coroners cannot be 
satisfactorily deployed in a common system without high standards of recruit-
ment and coordination of performance. 

it i s`f 20.30 We have already stressed (in paragraph 20.05) the strong community 
,• ,• interest in the local coroner and we entirely accept that this must be taken 

into account In the process of appointing coroners. Local responsibility for 
,.~ appointment and local responsibility for determining the area of jurisdiction 

t have gone naturally together. It was easy for us to understand why the 
-,y Coroners Society and the County Councils Association suggested that the 

traditional arrangements should be maintained. Most or our witnesses, 
however, were in favour of placing responsibility for appointment as well as 
for dismissal of coroners in the hands of central government. They did not 
appear to expect that this might be damaging to the independence of the 

• coroner or to the important local interest in him to which we have referred. 
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We concur with their general view, In face of the evidence we received about 
recruitment we do not think it would be to the general advantage to retain 
local government responsibility for appointment of coroners. What is 
wanted—as with the parallel problem of determining coroners' areas (para-
graph 20.22)—is a partnership between local and general government. One 
approach might be to make local authority appointments contingent on the 
prior approval of the Lord Chancellor. Another might be for the Lord 
Chancellor to make appointments after appropriate consultations with local 
authorities. We recommend the second for several reasons. It should give a 
better assurance of uniform standards in selection. It should provide a better 
basis than exists now for a national salary structure for coroners and in-
directly encourage recruitment. It would secure that the power of appoint-
ment lies with the authority having the power of removal. 

20.31 The Lord Chancellor is already responsible for many appointments 
of legally qualified persons to public duty of a judicial character, and he is well 
placed to select for appointment as coroners persons who, as we recommend 
In paragraph 20.41 below, should have minimum legal qualifications and 
experience. It would be inappropriate that his power of appointment should 
be fettered by any statutory requirement to consult particular individuals or 
authorities, but we assume that before making any appointment he would 
consult the Home Secretary, local authorities and such other presons as he 
might think fit. As far us possible whole-time appointments should be to 
permanent and pensionable posts with entitlement to compensation in the 
event of abol Ilion of office following re-organisation of the areas ofjurisdiction. 
Part-time appointments should be made on a contractual basis for periods of, 
say five years at a time, renewable at the discretion of the Lord Chancellor. 
We recommend that the Lord Chancellor should also he responsible for the 
appointment or deputy coroners to whole-time posts. Appointments of 
deputy coroners to part-time posts and of assistant deputy coroners (who 
may be called upon in emergencies) should be made by the coroner with the 
Approval of the Lord Chancellor. 

Removal from office of centrally appointed coroners and deputy coroners 
20.32 We see no advantage in the existence of the several powers of re-

moval described In paragraphs 20.25 and 20.26 above and consider that it would 
be more satisfactory if the power of removal lay solely with the authority 
having the power of appointment. We recommend accordingly. We also 
recommend that the power should be exercisable only for Incapacity or mis-
behaviour: this limitation will ensure that the Independence of the coroner 
in the proper exercise of his duty is. and is seen to he, protected. Because, 
however, it would be Inappropriate for the Lord Chancellor, acting judicially, 
both to investigate the grounds for removal and to adjudicate upon the issue, 
responsibility for investigation (which at present is not imposed on anyone) 
should be allocated to another Minister—most appropriately, we think, to 
the Home Secretary. It would be the Home Secretary's duty to arrange for 
the facts to be presented in the fairest and most suitable way to the Lord 
Chancellor. 

20.33 As to the Lord Chancellor's present inability to act when a coroner's 
misconduct does not relate to his office, we recommend that the present limi-
tations on his statutory powers be removed so as to permit him to remove a 
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},+ coroner for any incapacity or misbehaviour, which in his judgment, renders 
the coroner unfit to continue in office. This would bring the Lord Chancellor's 
power to dismiss a coroner into line with the power to dismiss a Circuit Judge.' 

CONDITIONS OF SERVICE AND SALARIES 
20.34 At this point it will be convenient to mention several other matters 

closely related to the organisation of recruitment and to indicate our pro. 
posals for central government policy. 

Qualifications for appointments 
20.35 The existing law requires that a coroner should be "u barrister, 

solicitor, or legally qualified medical practitioner, of not less than five years 
".a standing in his profession The great majority of coroners today (almost 

90 per cent) arc solicitors in private practice who hold the office of coroner in a 
part-time capacity. Of the 16 full-time coroners, on the other hand, four am 
solicitors, two arc barristers, two have a medical qualification, and eight art
qualified in both law and medicine. 

V. 

20.36 We concur with those of our witnesses (including coroners them' 
selves) who argue that too much emphasis can he placed upon formal quail' 
fications to the exclusion of personal qualities. In their 1962 Memorandum 
on the Coroners System, the Coroner's society said: 

" Profound legal learning is not required, and the qualities of simplicity, 
sympathy, firmness and dignity are to be preferred to high academia 
distinction." 

We agree that the man is more important than the qualification. In view, 
however, of the enhanced status and powers which we wish to see given to 
coroners, we think that it would be a retrograde step to abandon the principle 
of a minimum professional requirement. 

20.37 There was no clear consensus of opinion among our witnesses as to 
what qualifications should be possessed by coroners. Some (including the 
Royal College of Physicians, the British Medical Association and the Associa-
tion of Chief Police Officers) suggested that all coroners should in future be 
qualified in both law and medicine. In theory this might be the perfect arrange-
ment, but there cannot be many medical practitioners who subsequently 
qualify as barristers or solicitors or who have qualified in medicine after first 
taking a legal qualification and we doubt if there would ever be enough to 
make such appointments possible in every case. Since we accept that a cot' 
oner should possess some professional qualification, that law and medicine 
are the two most appropriate, and that it is unlikely that it will be possible to 
demand both, we considered what choice should be made between the two. 

20.38 In favour of the medically-qualified coroner it can he said that the 
largest part of the coroner's task consists in establishing the medical cause 
of death. If, as the result of the increased discretion for coroners which we 
propose in Chapter 14, the number of inquests is reduced, the proportion of 
coroners' work which is concerned primarily with questions of medical certif-

' Courts Act 1971, section 17 (4). 
' Section I, Coroners (Amendment) Act 1926. Until 1926 the only qualification for 

appoimment to the office was an unspecified holding of land In fee. 
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cation will increase still further. Every coroner needs to have some under-
standing of medical terms in order critically to examine medical certificates of 
the cause of death, to assess the reports of autopsies and to appreciate the 
significance of medical evidence at an inquest. A coroner qualified in medicine 
may be better able to discuss the details of cases with medical practitioners 
and this could be particularly important if our proposal is accepted that a 
coroner should still be able to dispose of a case without an autopsy even when 
no doctor has issued a medical certificate of the cause of death. 

20.39 However, there are weighty arguments on the other side. A cor-
oner takes his decisions judicially even when he is making enquiries outside 
the formal context of an inquest. He has to decide between the competing 
claims of society for information and of relatives for privacy. He must be able 
to assess the value of diverse and sometimes conflicting evidence. For these 
tasks we have no doubt that legal rather than medical training provides the 
better qualification because of the attitudes towards evidence and the per-
formance of judicial and administrative responsibilities which legal training 
ordinarily inculcates. A coroner who is a lawyer is more likely to command 
the confidence of the public by virtue of his independence from the medical 
profession, on whose evidence he will so often have to rely. 

20.40 Some of the argument which at first appears to fuvour a medically-
qualified coroner has, in fact, a reverse thrust. The medically-qualified 
coroner may be credited by the public, if not by himself, with a detailed and 
up-to-date knowledge of developments in many fields or specialised medicine 
which he dues not possess. A coroner whose training has been in the law is the 
more likely to rely on expert medical evidence if this is made available to him 
and to elicit statements from medical witnesses In a form which Is compre-
hensible to the public. 

20.41 Our conclusion is the same as that reached by the Departmental 
Committee on Coroners in 1936, i.e. that possession of a legal rather than :t 
medical qualification is to he preferred. Accordingly, we recommend that only 
barristers or solicitors of at least five years' standing in their profession Should 
be eligible for future appointment as coroners, deputy coroners and assistant 
coroners. In order to preserve flexibility for the future, this new qualification 
should be proscribed by regulation rather than by statute. 

20.42 It is desirable that before appointment to a full-time post a coroner 
should have had previous experience as a deputy or assistant coroner, but 
there should be no absolute bar to the appointment of a coroner who appears 
to the Lord Chancellor to be sufficiently qualified in other respects to compen-
sate for lack of previous experience. 

Residential requirements 
20.43 Under the existing law, coroners who are appointed to county 

jurisdictions are requiredt to reside within the district to which they are 
assigned, or within two miles of it. We understand why this provision was 

'Section 5, Coroners Act 1884 (there Is no decided view as to whether this provision 
applies also to deputy coroners). 
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once considered necessary, but improved facilities for communication sing 

rY 1884 have removed any justification for a residence requirement. We 

recommend, therefore, that this be abolished. Instead, it should be a condi' 

tion of appointment that a coroner, or in his absence his deputy or his $salt 

taut, should be readily available at all times to undertake coroners' duties. 

Retirement 

20.44 There is no statutory retiring age for coroners and there are examples 

of coroners continuing to serve well after their 80th birthday. However, if 

,it coroner belongs to a local authority pension scheme and he has served in 

one office for fifteen years and attained the age of 65, he must vacate his office 

if he is called upon to do so by the local authority from which he receives hie 

salary.' 

20.45 We consider it undesirable that coroners should, in practice, be 

able to postpone their retirement indefinitely. but because any age limit can 

only be an arbitrary one we found it difficult to suggest what the upper limit 

should he. The office of coroner Is at present unlike any other in the fabric of 

English life and there is no other office which suggests itself as It useful guide 

in determining a sensible retiring age. In the end we thought It sensible to be 

guided in part by the rules applicable to National Health Service appoint- 

ments and in part by the rules applicable to members of the lower judiciary. 

Accordingly we recommend that unless special circumstances necessitate an 

earlier retirement, a coroner should normally retire at the age of 65, but that 

the Lord Chancellor should have power to extend the coroner's tenure of 

office annuallylsoa  ; 
to 

deputyte cases up to the 
c roners and 

assistage of 72. These 
nt deputy 

coroners.nditiom 

should also apply

Coroners' salaries 

20.46 coroners salaries ore paid by the local authority which appoints 

them. The sum is determined by agreement between the authority and the 

coroner, but either may appeal against the suggested revision of the salary to 

the Home Secretary, who has power to fix the salary at such rate us he thinks 

proper.2 Since 1967, most part-time coroner$ have been paid in accordance 

with a national agreement reached between the local authority association$ 

and the Coroners' Society of Englund and Wales, which establishes a scale 

of salary according to the number of deaths reported and provides for an 

addition of 10 per cent for rural areas to cover the extra cost of travelling. 

The current scale of recommended salaries for part-time coroners runs from 

£384 per annum in areas where 100 deaths are reported to £3,231 where the 

coroner has upwards of 1.700 deaths reported to him. 'the seven whole-time 

London coroners each receive £5,500 per annum, although the number or 

deaths reported to them is from about 3,000 to upwards of 4,5(10. In addition, 

nearly all coroners receive a sum of money for expenses. out of which sum they 

pay their deputies and assistant deputies. 

20.47 If our proposals for rationalising coroners' areas are accepted, there 

should be many more whole-time coroners posts and the machinery for altering 

See 
' Section 3, C

Ion 
oroners fAronersmant dm n0 Act 192

 Act 6926.
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the boundaries of their areas should be more responsive to altered circum-
stances. Both of these developments should make it easier to create aad main-
tain a uniform structure of salaries. We understand that, at present, it is 
usual for the salary of a whole-time coroner to be related to the salary of the 
third grade in a major department of a local authority, e.g. assistantchiefeduca-
tion officer. But this does not produce uniformity of salary, since the same 
titular appointment may carry a different salary according to the size of the 
local authority area. Thus, whole-time coroners salaries at present range from 
£2,900 in the smallest county borough to £5,500 in Greater London. 

20.48 If our recommendations aimed at giving coroners more discretion 
to choose the form of their enquiry and greater flexibility of approach during 
these enquiries are to be satisfactorily implemented, men (or woman) of high 
calibre will be required and the salary level must be one that will attract and 
retain such people. This is another reason why wo favour a uniform salary 
structure for whole-time coroners. We therefore recommend that whole-time 
coroners should be paid standard salaries and we suggest that an appropriate 
analogy to follow might be the salary of a stipendiary magistrate. 

20.49 As regards the salaries of part-time coroners. we can see no alternative 
to the use of a workload citerion, along the lines of that used at present by the 
local authority associations in their negotiations with the Coroners Society 
of England and Wales, 
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I: CHAPTER 21 

SUPPORTING SERVICES FOR CORONERS 

A. STAFF 

THE CORONER'S OFFICER 
21.01 In many areas the coroner's only help comes from his " ofllcer ". 

The duties of a coroner's officer are old, important and obscure. He is the 
descendant of the parish constable who, from the end of the mediaeval 

° period until about the middle of the Last century, assisted the coroner by 
informing him of sudden deaths, carrying out preliminary enquiries and 
making arrangements for the inquest. When the parish constable disappeared, 

F
coroners commonly appointed officers of their own; but In recent years, the 
post has generally been filled by serving police officers seconded for duty with 
the coroner. Police officers have been serving as coroners' officers since the 

• inception of police forces in the nineteenth century. 

, Use of reining polltrenren 
21.02 The importance of the post of coroner's officer was well understood 

by the Select Committee on Death Certification, which reported in 1893. 
• The Committee's remarks have a surprising topicality. They said: 

The preliminary enquiries in a case referred to a coroner are usually 
a made by his officer, who frequently is a parish beadle or police officer. 

In practice it is not unusual for it to be left to this official to decide 
after his own personal inquiries in the matter, whether an inquest is 

• necessary. He also, in some cases, has the selection of the witnesses 
to be called, and it sometimes happens that a coroner does not know 
what witnesses are coming before him until they are called. It may be 
doubted whetherthisimportantpartoftheworkconnectedwithacoroner's 
inquiry should be entrusted to an official who cannot be expected to
possess the requisite qualifications for its proper performance. "' 

By 1910, when a Departmental Committee on Coroners published its reports 
a coroner's officer was nearly always either a serving police officer or a police 

`~•~ pensioner. The Committee recommended that serving rather than retired 
police officers should be employed on this duty, justifying this view partly 
on the practical ground that it was easier for the coroner to exercise discipline 
over a man who could be punished by another authority for carelessness or 
misconduct and whose pension was at stake as well as his post. Similarly, 
the Wright Committee ,° which made no attempt to explore the role of the 
coroner's officer in depth, felt able to comment in its report of 1936 that 
" the present system of serving police officers acting as coroners' officers... 
appears to us to work very well, and to have considerable advantage over 

•"' "' 'Second Report from the Select Committee on Ueelh Certification, House or Commons,
page vf0. 

Second Report of the Departmental Committee on Coroners. Cd. 5004 (1910). 
° Report of the Deparememal Committee on Coroners 1936, Cmnd. 5070. 
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any other arrangement." The Committee's Report contains no indication 
that any other arrangement was considered. Conscious of a long-standing 
and general ignorance of the duties and influence of the coroner's officer, 
we asked the Organisation and Methods Branch of the Home Office to make 
a study on our behalf of the work done by coroners' officers and their methods 
of operation in various parts of the country. Their report, which covered 
eight cities and boroughs in addition to London, together with seven country 
jurisdictions, was not prepared with a view to publication, but we have 
included in the annex to this chapter our own summary of the situation which 
it revealed. 

21.03 We found diversity of view about the Involvement of the police in 
this work. Coroners are strongly in favour of continuation of the present 
arrangement; and in their evidence to us placed particular emphasis on the 
need for a close association with the police force and access to their scientific 
departments. Other witnesses with an interest in the "detection of crime" 
aspect of the coroner's work, stressed the value of the attendance at the scene 
of death of an officer who might have some detective experience. On the other 
hand medical staff in some hospitals made known to us their concern that 
routine investigations by police officers acting as coroners' officers into deaths 
in hospital which prima Jane' did not appear In tiny way to be unusual or 
suspicious had disrupted the work of large sections of the hospital staff. 
The Commissioner of Police put to us in evidence the view he had been 
pressing on the Home Office for several years past, namely that it Is most 
undesirable for active police officers to be tied down to duty' as coroners' 
officers. 

The case for change 
21.04 It is clear that there are considerable advantages to coroners in the 

existing arrangements. Generally, it may be said that the coroner has the 
services of it man who is conveniently subject to the disciplinary sanctions of 
another service, who possesses stipulated standards of physical fitness and 
intelligence, who is accustomed to irregular hours of duty and work which not 
everyone would find agreeable, who has been trained to exercise initiative 
and who has a close link with the whole resources of the local police force. In 
some areas indeed, the coroner's officer relieves the coroner of all his duties 
save those of actually making the decision on the final disposal of each case 
as it is presented to him and of holding an inquest where this is necessary. 

21.05 We can appreciate the reasons why many coroners place so much
reliance on their officers. It is to the general convenience of coroners, police 
and public that the officer, rather than the coroner, should be the first point of 
reference when a death is reported for investigation: and it is a natural 
consequence that the officer should be involved in all the successive aspects of 
the coroner's enquiries. It would not, however, be right for coroners to allow 
these considerations of convenience to erode their own personal and positive 
control of the decisions and acts for which in law they are solely responsible. 
The Home Office 0 and M Survey left us in no doubt that a number of 

'Over 50 potico officers arc regularly employed full-time on coroner's officer duties in 
the Greater London area. 
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coroners have delegated so much responsibility that they cannot exercise 
close supervision of the detailed stages of the case demanding fuller enquiry 
than usual. It is particularly unsatisfactory that many coroners do not 
themselves discuss the details of reported cases with the doctors concerned, 
or consult with and advise relatives. 

21.06 The coroner's officer occupies the position of general factotum in 
the coroner service. As we make clear 1n various parts of this Report, this 
service has undergone a marked change of emphasis in this century, away 
from its former concentration on crime towards a wider medical and social 
function. Consequently, the coroner's officer now finds himself much less 
involved with his original function of investigating sudden deaths from the 
viewpoint of possible homicide and much more concerned with tasks which 
prima jack appear to have little connection with what is generally understood 
to be police work. In particular, it is often the police officer serving as 
coroner's officer who has the responsibility of coordinating the specialist 
services upon which the coroner's enquiries now depend. It is a tribute to 
the modern training and personal qualities of police officers that many 
have been able to Adapt themselves to the altered range of duties of coroners' 
officers, 

21.07 But for all the many conveniences (to the public as well as to 
coroners) which flow from these Appointments we think that the use of 
police officers as coroners' oflkers is a misuse of trained police manpower. 
The report of the Working Party on Police Manpower, which wits presented 
in 1966 to the Police Advisory Board, recommended that police officers 
should: 

' ordinarily undertake only those duties which require the combination 
of: 

(a) the special qualifications and personal qualities demanded on 
entry to the service; 

(b) the particular training provided within the police. with special 
emphasis on crime prevention and detection. And the maintenance 
of public order; and 

(c) the exercise of authority, i.e. police powers ".s 

The post of coroner's officer, us it exists at present. may confidently he said to 
require the first of these attributes. It may. over a very narrow range of 
duties, possibly require the second; it certainly does not demand the third. It 
has been cogently argued in evidence to us that many tasks performed by the 
coroner and his officer have no real police interest and need not he performed 
by police officers. In view of the situation revealed by the flame Office 
0 & M Report, we accept this argument. 

21.08 If the service were being created today we very much doubt whether 
the police would be first choice for supplying coroners' officers. Much of the 
coroner's officer's work today is not appropriate for the police. We have in 
mind, in particular. such routine matters as the recording of medical histories, 
the discussion of clinical histories with doctors and the inspection of case 

`Police Manpower, Equipment and Efficiency (Retort, of Three Working Parties) 
London, HMSO, Pont. 60. 
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notes—matters for which a police officer has no particular aptitude and in 
which his uninformed involvement can be unproductive, troublesome to 
hospital staffs and unhelpful to coroners. In this context we wore told that it 
is not unknown for doctors occasionally to omit material from their case 
notes deliberately in case it is misinterpreted by a coroner's officer. 

21.09 Similarly, we are aware that some members of the public are 
aggrieved by the fact that it is a police officer who calls on them to take 
particulars of a death to which absolutely no suspicion Attaches. Few coroners 
explain that their officer is acting as an assistant to them rather than as a 
police officer and, Although in most areas a coroner's officer carries out his 
investigative functions in plain clothes, some coroners consider it entirely 
appropriate that their officers' visit should have the additional authority 
provided by a police uniform. Where the report of an autopsy performed 
for the coroner indicates that there is u straightforward medical explanation 
for the death and that no suspicion attaches to it, there should be no need for 
anyone to take a statement from the relatives and, certainly, no need for a 
visit from a police officer either in or out of uniform. 

21.10 From the point of view of a chief officer of police the sole juslilica• 
Lion for employing a policeman us a coroner's nlllcer would appear to lie In 
the possibility that he may notice features in an Apparently innocent death 
which may he of police interest. But such a contingency is remote. The 
vast majority of " suspicious " deaths (including prima fasts suicide cases and 
all road accident deaths) are reported directly to the police and investigated 
by the Appropriate officers in the force. We doubt whether it policeman 
acting As coroner's officer Is tiny more likely than a properly trained civilian 
working for a coroner to discover an unsuspected factor in it death which has 
been reported to the coroner by a doctor or informant but was not reported 
to the police immediately. 

21.11 Our conclusion is that there tire few duties of a coroner's officer 
which could not be effectively performed by properly trained civilian employees 
in the coroner's office and that there is no sufficient case for the continuation 
of the post in its present form. We therefore recommend that police officers 
should no longer serve In the capacity of coroner's (officer. 

21.12 We Accept that an Abrupt withdrawal or the services of the police 
officers who have hitherto been acting to coroner's officers would put coroners 
in a very difficult position. We envisage therefore, that police officers would 
be " phased out " gradually and we recommend that is chief officer of police 
should withdrew his man only after the closest consultation with the coroner, 
local authorities, hospital and, where appropriate, other bodies. 

21.13 Subject to what we have to say later on about general responsibility 
for the provision of support for coroners, we propose that the coroner himself 
should continue to he responsible for recruiting staff for administrative work 
and help with Investigation Into the circumstances of deaths. This will remove 
any possibility of contusion about the independence of the coroner's staff 
(or, indirectly, about the Independence of the coroner), 
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21.14 We recommend that every coroner should be provided with the ser. 

vices of a civilian coroner's officer and where necessary the services of a secre-

tary. The functions of these two persons may to some extent overlap and, 

depending upon the size of the coroner's area and the number of deaths 

reported to him, it may be necessary for the coroner to employ one, two or 

more persons, 

Administration 
21.15 The new civilian coroner's officer should be responsible for such 

matters as collating medical and police reports; preparing cases for the 

coroner's decisions; arranging for the removal of bodies, for autopsies and 

for inquests; communicating with witnesses and relatives; paying expenses 

to witnesses; and liaison with the Press. The secretary's functions should 

include the normal range of office tasks, but might also extend to taking 

down particulars or deaths us they arc reported, giving the simpler kind of 

advice to relatives and making enquiries of doctors on the coroner's behalf. 

It might also be possible to utilise the services of a coroner's secretary to 

provide an inquest transcript- --the need for which is considered in Chapter 15 

above. 

Field enquiries" 

21.16 A coroner requires administrative (including clerical) assistance 

whenever a death is reported to him, e.g. in the recording of his enquiries. 

making arrangements for an autopsy and preparing the papers which he will 

send out at the close of his enquiries; but it is not always necessary for detailed 

"field enquiries " to be made. 

21.17 At present. most deaths reported to the coroner (about NO per cent 

in 1969) are dealt with without inquests by means of the Pink Forst' procedure. 

In most of the whole-time jurisdictions (tend In some other areas its well), a 
coroner's officer makes a brief visit to the relatives, but it Is unusual for 

detailed enquiries to be made into the circumstantial, as opposed to the 

medical, cause of death. On the other hand, it is usual for a coroner to 

obtain same information about the deceased person's medical history for the 

information of the pathologist who carries out the autopsy on his behalf. 

This information is obtained either from the deceased person's general 

practitioner or from a hospital doctor (and sometimes from both sources). 

The necessary information can often he provided on the telephone and it is 

only rarely necessary for a member of the coroner's staff to visit the hospital 

or the general practitioner's surgery. 

21.18 In consequence of our recommendations in Part I of this Report, 

the need for " field " visits should be still further diminished in the future. in 

Chapter 6, we have recommended that doctors should be under a statutory 
obligation to report certain deaths to the coroner and that, whenever Possible, 

an initial telephone report should be supplemented by a written notification. 

In Chapter 7, we have also proposed that a new form of certificate of the fact 

and cause of death should be used by doctors both for notifying a death to 

the registrar and for reporting it to the coroner (see Figure 2). When 

'Sea paragraph 14.02 above. 
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completed by a doctor this certificate would contain much of the information 
basic to the coroner'& enquiry and where he required more information than 
was supplied to him in this way it should be possible for him to telephone the 
doctor concerned or, in suitable cases, for his secretary to ask the doctor for 
additional information. 

21.19 It follows that for the great majority of all cases reported to him. 
it would he possible for the coroner to investigate the death without the need 
to send one of his staff "into the field" to enquire into the circumstances 
and to take statements. But there would remain a need for this type of 
investigation in some cases. Even now it is necessary for statements to be 
taken sometimes in " non-inquest " cases in order to establish that an inquest 
is unnecessary tend if. as we propose In Chapter 14 a coroner has a much 
greater discretion to decide whether or not he should proceed to an inquest 
when a death was reported to him, it Is likely that there would be an increased 
need for statements to be taken in a number of" non-inquest' cases. Some of 
these deaths Intel which the coroner would be enquiring would also be the 
subject of investigation by the police and, where this wait the case, the coroner's 
needs should he met if the statements given to the police which were also 
relevant to his own enquiries were made available to him. In the minority of 
cases in which the police have no direct interest but In which It would be 
desirable that the circumstances should he investigated to the extent of taking 
statements from witnesses to establish how or why the death occurred, we 
suggest that the task of taking statements should fall to the new civilian 
coroner's oRlcer. We should like to see coroners appointing to these posts 
men (or women) of the calibre of a good solicitor's clerk much persons are 
accustomed to taking statements for a variety of purposes. 

Police a sistanee 
21.20 By recommending an end to the employment of police officers as 

full-time coroners officers, we do not intend to suggest that coroners should 
be inhibited from asking for the assistance of the police in the Investigation 
of any unusual death whenever they feel that this would he appropriate. The 
working relationship between it coroner tend his local police force is likely 
to remain close because of alto necessary interest of the police In a substantial 
minority of the deaths reported to a coroner. The police will always have an 
interest in deaths front uccidentsl violence, and tithe  accident is a major one, 
e.g. a rail or flying accident. the police are likely to be in charge of the investiga-
Lion. If the total demand front coroners for police assistance Is reduced 
(and this should he the effect of our proposals), chief officers of police should 
be willing to make available for the coroner an officer with the rank mid 
experience commensurate with the difficulty of the particular investigation. 

Other forms of outsmart 
21.21 Nor is assistance from the police the only kind of specialist assistance 

which it coroner may need for the effective carrying out of his functions. There 
are situations in which it coroner's enquiries may be materially helped by the 
information provided for him by a local authority social work depart ment or 
by the welfare department of it hospital. In (hose cases in which ilia social 
work department already has conflict with the In idly of someone 
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into whose death the coroner is enquiring we believe that it would 
be entirely appropriate for him to ask to be informed of any relevant informa-
tion known to that Department. As the coroner's work becomes more and 
more medico-social in character the need for close liaison with other agencies 
working in this field will become more and more apparent and we hope that 
coroners will not be slow to ask for information from these sources whenever 

they feel that this would be appropriate. Indeed, the fact that a substantial 
minority of deaths reported to coroners are deaths that may be ascribable to 
social breakdown in one form or another leads us to believe that there may be 
advantage (particularly in the larger urban areas) in the coroner having 

on his staff someone who is trained or experienced in social work who 
could, where appropriate, conduct field enquiries and, if necessary, take 
statements, 

B. ACCOMMODATION 

Office 
21.22 At present, the responsibility for providing office accommodation 

for coroners varies throughout the country. Most full-time coroners are 
providedwithpermanent ofce accommodation by theauthorities wlto appointed 
them; on the other hand, part-time coroners often use their own private 
accommodation, in some cases without any financial contribution from 
their authorities for this purpose. Our impression is that the general standard 

of provision is not high. A number of organisations laid stress on the need 
for adequate accommodation not only for the coroner, his officer and other 
staff, but also for interviews, public walting, and storage of documents, 
Several suggested that administrative offices, court promises, post-mortem 
facilities and the offices of the registrar of deaths should be associated in a 

single complex. 

Courtroom 
21.23 The cost of providing this accommodation is at present met by 

local authorities. The place where an inquest Is to be held rests In the 
discretion of the coroner and the quality of the accommodalion used 

varies considerably. In London, the Greater London Council is obliged by 
statute to " provide and maintain proper accommodation for the holding of 

inquests ", but no similar obligation rests on local authorities in other parts 

of the country. In most districts, where there is no regular courtroom 
available, it is usual for a coroner to use a magistrates' court, council office, 

or a room in some public institution or even in a private house (if this is 
convenient to everyone concerned). Payment for the use of such promises, 

if necessary, is made by the corona, who is then reimbursed by his local 

authority.' In choosing the place in which he will hold an inquest, a coroner 

has to balance the possible inconvenience to himself, to bereaved relatives 

and to witnesses. Many coroners are prepared to travel to different areas 

within their jurisdiction if this is to the convenience of the other persons 

involved in the investigation of a death. We were told that it is not unusual 

I Under section 25 of the Coroners Act 1887 a local authority may Include provision 
for such payments in the Schedule of Fees and Disbursements which that section empowers 
them to make. 
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in a large rural area for a coroner to use as many as 15 different places in the 
course of as many weeks. 

21.24 One of the advantages claimed for the present arrangements is their 
flexibility, but it seemed to us from the evidence that there are in practice 
serious limitations to what a busy full- or part-time coroner can achieve 
in securing good office or court accommodation, whether on his own initiative 
or by representations to the local authority. Except in large conurbations 
there is little incentive to establish permanent and adequate office and other 
facilities. It is unsatisfactory that, occupying as he does a pivotal position 
between the public, the police, the medical profession and scientific services, 
the coroner should have to cope often single-handed with problems of his 
own administration and other facilities. The present situation should be 
changed. 

C. CENTRAL GOVERNMENT RF.,SPONSIBILITY 

21.25 As we mentioned in the preceding chapter (paragraph 20.6 above), 
the physical needs of the coroners' service are relatively small. Their scale 
indeed invites improvisation with all its defects and disadvantages. We want 
to secure a better standard of provision in future based on a sensible use of 
existing resources and planned extensions where they are needed. We therefore 
propose a framework of responsibility on the following lines. The IionicSecre-
tary should he pieced under u statutory duty to secure the provision of make 
available suitable and sufficient stall and accommodation for the performance 
by coroners of their statutory functions (including the holding of inquestst. 
In carrying out this duty the Home Secretary should be statutorily empowered 
to make arrangements with other persons to act ns his agents and to pay for 
expenditure incurred by them as his agents. This would allow the Home 
Secretary discretion. as seemed to him best, to authorise coroners to recruit 
certain groups of staff, or local authorities to provide staff, office and other 
accommodation or to come to some arrangement with those responsible, 
under the Courts Act 1971,1 for the provision of staff and accommodation for 
the Higher Courts. In the case ol'stall, this would be the new administrative 
court service find in the case of office and court accommodation the Depart-
ment of the Environment (formerly the Ministry of Public Buildingand Works). 
We envisage that there would be a procedure for tiny of these agents to make 
known their estimated financial requirements to the Home Office; and we 
would expect the Home Ofilco to keep under review general and particular 
standards of facilities provided and to encourage improvements where 
necessary. 

'See in particular sections 27 and 28. 
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ANNEX TO CHAPTER 21 

THE WORK AND METHODS OF CORONERS' OFFICERS 

A summary account based on a survey made by the Organisation and 
Methods Branch of the Home Office (1967) 

Appointment 

I. Although retired policeman and other civilians are occasionally employed 

in this duty, the overwhelming majority of coroners' officers are serving policemen, 

seconded for a period to assist the coroner. In London, the Home Counties and 

many large provincial towns, one or more police officers may be employed full-time 

in the post. In one or two cities, the coroner has the full-time assistance of a number 

of men, including quite senior officers, who comprise what might almost be described 

as a private police force. Elsewhere, the arrangements vary: an officer may combine 

the work of coroners officer with other police duties (e.g. serving warrants) or, as 

happens frequently in rural jurisdictions, the police officer who Is originally called 

to the scene of the death may act as a temporary coroner's officer for the duration 

of the particular enquiry. 

Control 
2. The formal position of the police officer seconded for duty with the coroner is 

a curious one. As a member of a police force, he is nominally subject to the direction 

and control of his Chief Constable, who, since the passing of the Police Act 1964, 

also bears in law the vicarious responsibility for his wrongful acts. The coroner's 

officer enjoys the same conditions of pay, discipline and nominal hours of duty as his 

police colleagues; he is often attached to his force for the purposes of reporting 

each day for duty and may in fact occupy the same rooms as his police colleagues. 

Nevertheless, insofar as he acts as the representative of the coroner, It Is the coroner 

who is really responsible for his actions and who is in effective control of his working 

day. We are not aware that this ambiguity of role hits given rise to any difficulties, 

but it is not difficult to envisage the kind of problems that could arise. For example, 

it is difficult to determine whether the coroner or the Chief Constable should bear the 

actual, as distinct front the legal, responsibility for a complaint against the actions 

of a coroner's officer, especially if he has been conducting enquiries on behalf of the 

police and the coroner simultaneously. 

General Duties 
3. In most districts, nearly all initial reports and enquiries, whether from doctors, 

hospitals, registrars of death or the police, are received by the coroner's officer and 

not by the coroner himself, although he may sometimes be available to speak 

direct if required. Only where them is no permanent coroner's officer Is It the usual 

practice for reports and inquiries to be received at the coroner's own office or, 

more rarely, at his home. It is usual for the Initial record of the particulars of a 

death to be kept for the use of the police as well as the coroner, especially where the 

coroner's officer works in the local police headquarters. 

4. An important difference in the method of working of individual coroners' 

officers ties in the extent to which the enquiry for the coroner and certain parts of 

the follow-up action are undertaken by the locul police rather than the coroner's 

officer. Often, it is the police officer on beat patrol who visits the scene of death, 

investigates the circumstances, obtains statements and passes on the details to the 

coroner's officer. In effect the beat policeman relieves the coroner's officer of the 

initial investigation. Elsewhere, especially in the towns, the coroner's officer makes 
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less use of the beat police and himself undertakes the investigation. Even in the 
towns, however, it is still usual for the beat police to take the preliminary action 
when the coroners officer is off duty. 

5. Although the degree of discretion given to coroners' officers can vary widely, 
in general coroners do not expect to be continually consulted; they rely on their 
officers, as experienced and responsible members of the police force, to make all 
necessary inquiries into reports of sudden deaths and to submit a well-prepared 
case for final decision. It seems that most officers visit their coroner (or telephone 
If they are widely separated) at least once each day, when they keep him informed 
of the progress of current cases and seek guidance and instructions where necessary. 
However, most coroners do not expect to see anything in writing about a case at 
least until a decision is required about its disposal. i.e. a decision as to whether a 
Pink Form A or B should be Issued or whether an inquest should be held. Supplies 
of pink forms are normally held in the coroner's office, to be released individually 
to his officer for use in it particular case, but in some jurisdictions the coroners' 
officers hold a supply of blank pink forms which may even be already signed, 
and which they complete on the verbal authorisation of the coroner. 

Renoinl of the tinily 
6. It is usually the coroner's officer who decides that a body should be removed 

to the mortuary and who arranges the removal, although this function may be 
performed by the local police when the coroner's officer is off duty and the hody 
cannot remain where it is until morning. Sometimes the local authority has a standing 
arrangement with a single firm of undertakers who contract to do this work, usually 
on the basis of a tender which is revised annually. More often an undertaker is 
selected by the coroner's officer himself for each individual case, perhaps after 
checking whether the relatives have tiny preferences. Occasionally a body may be 
removed In an ambulance or even in a police van. Where the mortuary to which the 
body is removed is in a detached building, which has no staff, or is owned by the 
police authority itself, or is situated in a hospital where there Is no mortuary utten. 
dant availuhle to deal with coroners' cases, the coroner's officer or ban officer 
has to be there to admit the body and put it into the refrigerator. It is normal for the 
officer to examine the body and to be responsible for the custody of the clothing and 
the property. Sonactines when a statement of identification has not been obtained 
prior to the removal of the body to the mortuary, the coroner's officer may be 
involved in the cleaning of a body to make it presentable for identification and may 
occasionally help to remove it to the mortuary chapel for this purpose. 

Autopsies 
7. Most coroners do not see the case papers before an autopsy is carried out; 

they rely on their officers to give them an adequate verbal account of the relevant 
details. But very often such an account is only given after the autopsy hits ham 
performed. The extent to which the coroner's authorisation may be regarded as it 
mere formality or a real decision depends largely on the individual habits of the 
coroner concerned, which may often be deduced from his general approach to the 
question of autopsies. Where it is the coroners general policy to order an autopsy 
In virtually every case it would be wrong to criticise the coroner's officer for assuming 
that the coroner's approval would he forthcoming and making arrangements 
accordingly. It seems that In districts which have no permanent coroner's officer, 
it is the rule for the police to obtain the prior and express authorisation of the 
coroner in every case, but there is no doubt that in other areas it is, in effect, the 
coroner's officer who decides whether or not an autopsy should he performed. 
Where this happens the coroner is normally informed before the autopsy is per-
formed, but there arc some areas in which he is not usually given prior indication 
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unless the coroner's officer believes that the case has a suspicious or criminal element, 
or that it Is so simple that it may be disposed of without autopsy by the issue of 

a 

Pink Form A. 

8. The arrangements for the autopsy are usually made by the coroner's officer. 
The pathologist is sometimes selected by the coroner for the particular case and 
sometimes works on a rota basis with other pathologists in the district. When he 
telephones the pathologist to arrange the time and date of the autopsy, the officer 
usually relates to him preliminary information about the circumstances of the 
death. 

9. The practice of coroners' officers with regard to attendance at autopsies varies 
widely. In the large towns, they normally attend only if the case Ims a possible 
criminal element; elsewhere it is customary for them to attend every autopsy with 
an exception sometimes in the case of deaths which have occurred in hospital. 
Some officers merely identify the body to the pathologist and then leave. Others 
remain throughout in order to be able to supplement, if necessary, the Information 
which they may already have given to the pathologist. In country districts, up to 
4 hours may be spent in travelling to and from a mortuary and in attending the 
whole of the autopsy. 

10. Some coroners' officers give active assistance to the pathologist in performing 
the autopsy, especially if it takes place In an unstaffed public mortuary. The officer 
may assist the pathologist by removing the body from the refrigerator, providing 
hot water, writing notes for the pathologist and even participating in the actual 
physical examination. 

Inquests 

11. When the pathologist's report is received, or, as often happens, the coroner's 
officer is told the cause of death by the pathologist in advance of receiving the full 
report, the officer normally submits the case to the coroner for his decision as to 
whether the case may be disposed of by means of the Pink Form 11 procedure. In 
some districts the coroner's officer may go ahead on his own initiative with arrange-
ments for an inquest in appropriate cases and merely hand the case papers to the 
coroner Immediately before it commences. The more normal practice is for the 
officer to discuss with the coroner beforehand which witnesses should be culled and 
in what sequence. Where a jury is required the coroner's officer normally takes 
responsibility for summoning the jurors. 

12. It appears to be the universal practice for the coroner's officer to attend the 
inquest, accompanied on occasion by a more senior officer. His functions, at lust 
where there is no court usher, are to supervise the inquest generally in the sense of 
marshalling the witnesses and of keeping order; to administer the oath to the 
witnesses and jury if them is one; to fill in as much as possible of the inquisition and 
the form of certificate after inquest; and afterwards, to obtain the signature of the 
jurors on the inquisition and to pay the expenses of the jurors and witnesses, Some 
coroners, however, prefer to administer theouths themselves and in some Jurisdictions 
the payment of witnesses and jurors nuty be performed by a representative of the 
local authority who attends the inquest for that purpose. It is the usual practice 
for the coroner's officer to make up a copy of the case papers for retention by the 
police as well as by the coroner. 

Liaison between the police and the coroner 

13. In cases of suspected or known murder, manslaughter or infanticide there is 
always an effective liaison between permanent coroners' officers and the Criminal 
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Investigation Department of the police. If the coroner's officer has his desk in the 
C.I.D. office, he notifies his senior officer as soon as any report reaches him about 
a death which seems to be suspicious, including all deaths involving poison, drugs 
or gas, and he may be accompanied to the scene by another officer, often adetective. 
In addition, the coroner's officer may assist the detective officers at the scene by 
carrying out such duties as arranging for the fact of death to be established by a 
doctor. It is unusual for the coroner's officer to become a part either of the chain of 
Identification or of the investigating team in criminal cases, since this would involve 
his subsequently spending a considerable time in Court. 

14. All road traffic deaths, which in 1968 accounted for 24 per cent of all cages in 
which inquests were held, are Investigated by the regular police. In those cages, it is 
unusual for the permanent coroner's officer to attend at the scene, but he will visit 
the relatives to make arrangements for the opening of an inquest. There is often a 
delay of some weeks before the coroner is informed whether proceedings are to be 
instituted tinder the Road Traffic Act or whether he can proceed with a full inquest. 

Contact with relatives 
15. Permanent coroners' officers spend a large proportion of their time in visiting 

relatives and other potential witnesses, in order to establish the Identity of the 
deceased, obtain a case history and explain the coroner's procedure to them. It is 
usual for the coroner's officer to undertake this task even If the beat police undertook 
the preliminary enquiries. Where there is no permanent coroner's officer, the 
coroner's own office stuff or the local police station deals with Any enquiries from 
relatives. 

Contact with the Press 
16. It is generally the coroner's officer, or, if not, a more senior police officer, 

who deals with enquiries front the Press and responds to any request to be kept 
informed of Inquest arrangements. Occasionally, the officer gives to the Press a 
copy of each time-table of inquests, with it list of the names of witnesses, nt the same 
time as he gives it to the coroner. Where there Is no permanent coroner's officer, 
the Press telephone or call at the coroner's office, usually each day, to see if there is 
any news. 
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TAnt a P 
Hospital PatbologLts by Grade 

Source: 't'he Department of Health and Social Security 

PART V 

PATHOLOGICAL AND RELATED SERVICES a:.. 

• CHAPTER 22 

GENERAL ORGANISATION OF PATHOLOGICAL 
SERVICES AND EXISTING SUPPORT FOR CORONERS 

AND THE POLICE 

Introduction 

22.01 At present, autopsies are performed on the bodies of over one quarter 

4 of all persons who die in Englund and Wales and on it third of all persons who 

die in hospitals. In 1969, there were about 153,000 autopsies carried out in 

England and Wales, of which about 110,000 were requested by coroners. If 

effect is given to our recommendations for improving the law and practice in 

relation to the certification of the medical causes of death (see Part 1), there 

will be an increase in the number of deaths reported to coroners. It is to be

expected therefore that there will be a consequential increase in the number 

of autopsies performed fur coroners and that there will be increasing demands 

on the services of pathologists and pathology departments. Before considering 

what, if anything, needs to be done to meet such demands, it will be convenient 

to look first at the existing organisation of pathology services. 

j•'~ Organisation of pathology 

22.02 Pathology is the oldest, and in many respects the fundamental. 

branch of medical science; it has increased rapidly in importance and in com-

plexity since the lust war. No major hospital is now without its own Pathology

Division or Department, and each hits at least one consultant pathologist on 

t . its staff. Several have consultants in each of the four major sub-divisions of 

pathology, pis; morbid anatomy, chemical pathology, haematology and micro' 
biology. The Department of Health and Social Security has supplied us with 

some figures (see Tables P and 0 below) which illustrate both the growth 

of pathology as a specialty and the modern tendency towards increased 

specialisation within the pathology service. 

{}+" 22.03 Our expert witnesses were at one in emphasising that pathologist 

ry are heavily dependent upon good ancillary services, especially laboratories.

F..- Fortunately, these, too, have developed both in number and in the range of 

facilities which they can provide. There are few parts of the country in which 

C it is now impossible for a detailed pathological examination to be carried out 

in a conveniently situated National Health Service hospital? Hospital 

I The policy of the Department or Health and the Welsh Office is now to concentrate 

pathology services Into Area Laboratories attached to 
particular hospitals with only a 

minimum number of satellite laboratories in individual hospitals. Until Area Laboratories 

can 
basis in

built,wa uasties have been 
necessary 

(HM(70)5d to 
0—August 

1970)cir services on an arcs 

laboratories
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consultant Senior Registrar Registrar 

1949-50 ._ . . ., 468 93 102 

(at 31/12160) (at 1!7/60) (March 1960) 
1960 ,.. ... ., , ... 723 69 124 

At 30th September 1966 997 133 231 

At 30th September 1968 1,057 126 231 

At 30th September 197(1 1,120 148 215 

I Anrr. V 
Hospital Pathologlns by Grade and Specialty 1966-1970 

Source: The Department of health and Social Security 

Consultant Senior Registrar Registrar 

1966 1968 1970 1966 1969 1970 1966 1968 1970 

General Pathology • 644 614 607 64 51 5S 174 179 163 

MHisorbid 
ol„gy 

Anatomy and 
109 143 175 26 21 29 16 I3 I5 

Chemical Pathology... 54 66 77 19 18 10 12 8 13 

Haemaloingy .. ... 59 86 101 14 20 36 17 16 17

Blood Transfusion . 25 24 27 1 2 — 1 3 3

Microbiology... 106 122 133 9 14 lB II to 4

TOTAL ... . . 997 1,037 1,120 133 126 148 231 231 215 

• Most General l'athologlst, have received a basic training in Morbid Anatomy, but 
some now to most of their work in one of the other division, of pathology. 

pathologists and laboratory services are supported by reference laboratory 

services for specialised investigation. The Public Health laboratory Service, 
for example, provides a country-wide service in bacteriology and virology; 
and an extensive range of specialist investigations can he conducted in 
university departments or in the Forensic Science Laboratories maintained by 
the Home Office. 

22.04 The organisation of a pathology department varies according to 
whether it is located in n university (where it will have close links with a 
medical school and it teaching hospital) or in a non-teaching hospital respon-
sible to it Regional Hospital Board. 
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22.05 A university medical school usually has a Division of Pathology, 

which is sub-divided into at least four departments'—

(I) Morbid anatomy, histopathology and cytology 

(ii) Chemical pathology including toxicological, metabolic and endocrine 

analyses 

(iii) Haematology and blood transfusion 

(Iv) Microbiology including virology. 

It is not unusual for separate professorial chairs to be held by the heads of 

each of these departments and one of these professors may be designated as 

administrative " Chief of Division ". It is usual for university pathologists 

working in teaching hospitals (whether they are professors, readers, senior 

* lecturers or lecturers) to hold honorary contracts with the National Health 

Service. These are in the consultant grade if the university teacher is in the 

senior lecturer grade or above. A university lecturer working in a teaching 

hospital has the honorary National Health Service grade of senior registrar. 

It is often the case in a teaching hospital that one or more of the divisions 

of pathology are staffed by pathologists who are employed by the National 

Health Service and hold honorary university rank in the appropriate grade of 

professor or lecturer. This mixture of reciprocal relationships results, on the 

fl whole, in a satisfactory unity of purpose in the provisionof a service to patients,
teaching and research. 

22.06 In hospitals administered by Regional Hospital Boards (as distinct 

from the Board of Governors who are responsible for the teaching hospitals), 

t` pathology departments are staffed by consultants, medical assistants, senior 

t registrars, registrars and senior house officers. In some hospitals, there is still 

a " consultant-in-administrative-charge " responsible for all the pathology in 

the hospital or hospital group, but it is more usual for every consultant to 

act, in effect, as his own head of department. large non-teaching hospitals 

have consultants in the four major specialties or sub-divisions (see paragraph 

22.05 above). Where there is more than one consultant in any field, each is 

the equal of the other in clinical matters. 

22.07 Consultant pathologists in the National Health Service, whether 

they work in teaching or non-teaching hospitals, may be in whole-time or 

part-time posts. Time spent working in hospitals is calculated on a sessional 

basis—usually with eleven sessions a week constitutinga whole-time appoint. 

ment. But the concept of a whole-time contract consisting of eleven sessions 

a week is purely notional, since it is usual for whole-time consultants to spend 

more hours in a hospital than the sum of their clinical sessions. A consultant 

pathologist may work part-time in more than one hospital and achieve full, 

time status in this way, or he may choose to devote the time when he is not is 

hospital employment to private practice. Whether he has a part-time or whole. 

time contract with the hospital service he may undertake work for coroners 

and retain the fees for this work (see paragraph 22.14 below) provided that 

this does not interfere with the proper discharge of his hospital duties. 
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22.08 There is an agreement between the universities and the National 
Health Service under which no full-time employee of a university may receive 
any remuneration, other than a distinction award, for work done in the 
National Health Service. All consultants, whether they hold NHS contracts 
or are honorary consultants, are eligible for NHS distinction awards as supple-
ments to their salaries. In the case of a consultant remunerated directly by 
the National Health Service, the proportion of an award paid is determined by 
the number of his sessions,—a whole-time consultant receives the maximum 
award. However, to receive the maximum, a pathologist holding a whole-time 
honorary consultant contract must spend a minimum of 21 hours a week on 
clinical work. If less time is spent, the distinction award is reduced propor-
tionately. A consultant who spends a considerable part of his time on coroners' 
work is thereby precluded from achieving a full distinction award. 

Support for the coroner 
22.09 In both teaching and non-teaching hospitals it is common for most 

members of Morbid Anatomy Departments to carry out post-mortem exami-
nations, sometimes exclusively as a National Health Service duty (to correlate 
the diagnosis before death with autopsy observations) and sometimes, in 
addition, to find the medical muse of death for coroners. Both types of post-
mortem examination can also serve the purposes of teaching, training, or 
medical research. Coroners usually request individual members of Morbid 
Anatomy Departments to conduct post-mortem examinations on their behalf. 

22.10 The Home Office collects statistics of the number of autopsies per-
formed for coroners, but it has, no information to indicate who performs them 
or where they are performed. The evidence of our witnesses on this point did 
not provide us with a consistent picture. In order to clarify this situation, 
we decided to obtain for ourselves some factual information about coroners' 
practice. Our secretary therefore wrote to every coroner in England and 
Wales requesting information about autopsies performed on his authority 
In the last quarter of 1968. We asked to be informed of the names of medical 
practitioners who had carried out the autopsies on the coroner's behalf 
and the number which each doctor had performed, together with a list of 
places in which the autopsies were carried out and the number of autopsies 
performed in each place. We received almost 100 per cent response to this 
levitation and we are most grateful to coroners for their co-operation. 

22.11 When the information was received, the doctors whose names were 
sent to us were classified according to their status as whole-time forensic 
pathologists, consultants with specialist forensic experience or interests, other 
hospital pathologists and general practitioners. We were left with a small 
residual category of doctors whose status we were not able to determine. We 
also separately identified the work done by so-called " Home Office patholo-
gists" (see paragraph 22.20 below). 

22.12 The results of this survey arc summarised at Tables R and S below. 
They showed that 688 doctors carried out a total of 27,447 autopsies for 
coroners in this period. The following features may he noted: 
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(i) the overwhelming majority of coroners' autopsies were carried out 
by hospital pathologists employed in the National Health Service at 
the level of registrar and upwards; 

(ii) in a number of areas coroners were employing consultant patholo. 

gists who were not morbid anatomists and whose background and 
training did not obviously fit them to conduct coroners' autopsies', 

(iii) outside London and the Home Counties, the number of deaths 
investigated by persons with a specialist forensic qualification was 
remarkably small; 

(iv) out of 5,062 autopsies carried out in this quarter by whole-time 
forensic pathologists, no less than 3,905 (or about 77 per cent) were 
performed in Greater London; forensic pathologists were responsible 
for about 62 per cent of all autopsies carried out on behalf of the 
seven Greater London coroners; 

(v) only fourteen doctors (and these were all forensic pathologists) 
carried out over 200 post-mortem examinations in the quarter but 
over 250 performed less than 25 and over 400 less than 50; 

(vi) about 65 per cent of autopsies were carried out In hospital mortuaries, 
the remainder in public mortuaries. 

22.13 In assessing the implications of this picture it is important to bear 
in mind the results obtained from coroners' autopsies. Table D (Chapter 1) 

shows that the largest single group of deaths certified by coroners in 1969 
comprised deaths from heart disease (45 per cent of all deaths certified by 
coroners); this is also the most common cause of death in the community 
generally. Coroners also certified large numbers of other common causes of 

death like cancer and vascular diseases of the central nervous system, Violent 
deaths (predominantly accidents and suicide) provided in 1969 only a minority 

(42 per cent) of the total number of deaths certified by coroners. This pattern 

reflects the trend since 1926 (to which we drew attention in Chapter 10) 

towards an increased proportion of deaths reported to coroners because the 

medical cause was in doubt by contrast with those that are reported because 

of the circumstances in which the death occurred. The present position Is that 
the large majority of deaths which arc reported to the coroner are deaths in 

which a doctor feels that he cannot accurately certify the cause and reports 

for this reason alone. 

(s) In one area, roughly corresponding toe Regional Hospital Board Area, the specialties 
of the doctors carrying out the autopsies for coroners were 

consultants in general pathology or morbid anatomy 27 doctors, 1,180 Autopsies 
lecturer or senior registrar in morbid anatomy 6 doctors. 30 autopsies 
consultant in neuropathology I doctor, 13 autopsies 
consultant haematologist 4 doctors, 146 autopsies 
consultant chemical pathologist I doctor, 138 autopsies 
consultant bacteriologist 4 doctors, 182 autopsies 
Home Office pathologist I doctor. 174 autopsies 
General Practitioners 8 doctors, 145 autopsies 

52 doctors, 2,008 autopsies 
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TAare R 
Number of Poet-mortems Carried Out for Coroners 

by Different Types of Practitioner 
let October 1968-31s1 December 1968 

Source: Information provided by Coroners to the Home Office 

Whole- 
Time 

Forensic 
Patholo- 

gist 

Consul- 
tant 

Patholo- 
gist 
with 

special 
Forensic 

experience 
and 

interest 

Consul- 
tant 

Patholo- 
gist, 

Senior 
Lecturer 

etc. 

Assis- 
tant 

Patholo. 
Slat, 

Lecturer 
or 

Regis' 
trar in 
Patho-
logy 

Gen- 
oral 

Prec- 
titian-known 

Cr 
etc. 

Post- 
tlon 
not 

TOTAL 

I 2 3 4 5 6 7 

Bedfordshire 6 86 97 26 215 
Berkshire 96 64 160 
Buckinghamshire... 13 221 17 231 

Cambridgeshire 39 42 91 
Cheshire 37 589 1 97 724 
Cornwall .. .. 272 24 296 
Cumberland .. 4 119 6 129 

Derbyshire 5 30 354 42 431 
Devon ... .. I 417 23 I 442 
Dorset ... 174 I 175 
Durham ... . . 49 563 l5 647 

Essex .. , .. 2 100 582 5 689 

Gloucestershire .. 6 491 14 511 

Hampshire 387 2511 119 33 789 
Herefordshire 3 27 20 1 51 
Hertfordshire 5 102 239 I 346 
Huntlngdonshlre... 41 41 

Isle of Wight 58 58 

Kent ... 73 37 687 797 

Lancashire 45 40H 2,009 317 318 26 3,123 
Leicestershire .. 138 157 295 
Lincolnddre .. 1 318 319 

LONDON 1,9115 994 1,276 66 43 6.274 

Monmouthshire ... 152 56 209 

Norfolk ... .. 60 Igo 23 268 
Northamptonshlm 90 162 2 254 
Northumberland 1 204 108 23 17 333 
Nottinghamshire 3 171 370 71 615 

Oxfordshire .. 22 167 3 2 194 

Rutland . , . . , 7 7 

Shropshire ,. 130 130 
Somerset ... .. 2 354 356 
Staffordshire .. 69 418 463 3 77 59 1,091 
Suffolk ... 274 274 
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TABLE R—Continued 
Number of Puvt-modems Carried Out for Coroners 

by Different Types of Practitioner 
let October 1968-31st December 1968 

Source: termination provided by Coronets to the Home OBcc 

Whole, Consul- Consul- Assts- Oen- Post- TOTAL 
Time tant rant tint anal lion 

Forensic Patholo' Pathola- Patholo- Prac- not 
Pothole, gist gist, gist, tilion- known 

gist with Senior Lecturer er 
special Lecturer or etc. 

Forensic etc. Regis' 
experience War in 

and Patho-
interest logy 

I 2 3 4 5 6 7 

Surrey ... 162 358 44 564 
Sussex ... 5 138 348 77 568 

Warwickshire 49 71 724 273 17 1,134 
Westmorland 20 12 I 33 
Wiltshire ... 69 131 200 
Worcestershire 63 2 196 40 301 

Yorkshire .. 416 334 1.826 112 237 43 2,968 

WALES ... 241 122 720 2 1,085 

TOTAL 5,062 4,885 15,101 1.099 1,064 276 27,447 

TABLE S 

Coroners' Post-mortem Examinations Performed 
During Period October-December 1968 

(I) 
Numbers of post-nwricin 
examinations performed 

600-700 

500 599 

400-499 

300-399 

200-299 

100-199 

50-99 

25-49 

10-24 

5-9 

1-4 

(2) 
Number of doctors 

2 

0 

2 

5 

39 

128 

152 

132 

89 

134 

Total I 688 
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Payment for autopsies and related work carried out for coroners 
22.14 A pathologist who performs an autopsy on behalf of a coroner is 

entitled to a fee, the amount of which is prescribed in Rules made by the 
Home Secretary (currently the Coroners (Fees and Allowances) Rules 1971). 
At present, a pathologist is paid £7.50 for an autopsy in a case which does not 
proceed to an inquest. He maybe paid £12 if he performs an autopsy and sub-
sequently gives evidence at an inquest. In addition, a pathologist working for 
a coroner may be entitled to receive payment in respect of "special 
examinations' . 1

22.15 The responsibility for all aspects of an autopsy performed for a 
coroner rests solely with the pathologist whom he has requested to perform it. 
This doctor, however, may be assisted by hospital porters or mortuary tech-
nicians; and he may sometimes request specialist examinations (e.g. a detailed 
toxicological analysis), which may be performed by National Health Service 
personnel. These assistants may or may not themselves receive a separate 
payment. Fees arc never paid to the staff or the Public Health Laboratory 
Service for their bacteriological or virological examinations. On the other 
hand, we were informed that sonic hospital bacteriologists will do coroner's 
work only if they receive at special fee for it. The coroner is entitled to pay fees 
for special examinations if he is empowered to do so by the local authority 
which appoints him .2 To sonic extent, the scales of fees allowed by local 
authorities follow recommendations made by the British Medical Association' 
and the recommended fees are sometimes alsocharged when the local authority 
has authorised payment of a fee hut has not specified the amount. 

Forensic pathology 
22.16 Within the general framework of pathology services, arrangements 

of a limited and loosely organised character have been mode- or have 
developed—to provide assistance to coroners and the police. Our specialist 
witnesses found it natural to talk about these arrangements in terms of the 
expression " forensic pathology ". There is no accepted definition of this 
term. On occasions it was clear, from the context, that our witnesses intended 
that the expression should cover every autopsy and special investigation carried 
out on behalf of a coroner. At other times, it was equally obvious that they 
were using the expression in the more limited sense of pathology which was 
of direct relevance to the police or to the criminal courts, 

22.17 Before 1926, when the coroner was chiefly concerned withtlicinvcati-
ption of unnatural death, the relationship between coroners' pathology and 
pathology which might be relevant to the criminal courts was plain to see; 

' Under section 22 of the Coroners (Amendment) Act 1926 a corona Is entitled to (Squeal " a special examination by way of analysis, test or otherwise or such parts or con-wnts of the body or such other substances or things as ought in the opinion or the coroner lobe submitted to analyzes, tests or other special examination with a view to ascertaining tow the deceased came by his death ". 
° Under section 25 or the Corrmers Act 1817, a local authority may make a " schedule effect, allowances and disbursements which may lawfully be paid and made by a coroner Y the course of his duties ". 
° Most recently in the DMA booklet " Fees for Part-time Medical Services". (London) 

H8. 
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but the situation has changed as we have demonstrated earlier in this Report, 
Only a small part of " coroners pathology " now has any forensic implication. 

Pathology and rho police-the existing situation 

22.18 According to the evidence we received, the basis of forensic pathology 
is the small amount of work which, although it is carried out on behalf of the 
coroner, is particularly the concern of the police. The special interest of the 
police is recognised in Rule 2 (1) (b) of the Coroners Rules 1953, which provides 
that " if the coroner is informed by the Chief Officer of Police that a person 
may be charged with the murder, manslaughter or infanticide of the deceased 
the coroner should consult the Chief Officer of Police regarding the legally 

qualified medical practitioner who is to make the past-mortem examination'. 
Every police force needs to be able to call on the services of a specially ex-
perienced pathologist to help in the investigation of murder and other serious 
crimes against the person. Ideally, this person should be a pathologist witha 
sound training in morbid anatomy who has added to this general knowledge 
some additional skills, most notably the ability to detect, and give authorita-
tive testimony about, unusual features of a dead body and the surrounding 
circumstances which may be ofevidential value. He should beable to command 
the facilities of a welbequipped pathological laboratory, be readily available 
on call to police and courts, and be prepared to travel at short notice anywhere 
in the area which lie serves. 

22.19 The number of pathologists who are qualified and willing to provide 

this service to the police is limited. The majority have parl-time consultant 
posts in the National Health Service, while some of them hold professorships 
or less senior university appointments. In London the police are well served 
by a number of forensic pathologists (including 3 professors)' based on 
university departments, but in the provinces the representation of forensic 
pathology in the universities is small (both in terms of university departments 
and numbers of individuals involved). This is one of the reasons why the 
Home Office has made alternative provision far the police in the provinces 
by it procedure of appointments to what has become known as the " Home 
Office list ". 

22.20 Outside London, the Home Secretary tuts nominated suitably 

qualified pathologists to provide a service to police forces on a part-time basis. 

They are known as " Home Office pathologists " and, at present, there are 25 
persons holding such appointments. Each of these is associated with one of 

the regional Home Office Forensic Science Laboratories and is encouraged to 
co-operate with the forensic scientists there. Of those at present on the Home 

Office list, five hold university appointments in departments of pathology, or 
of forensic pathology and the remainder hold consultant appointments in the 

National Health Service. In selecting pathologists for inclusion on the Horns 

Office list, we understand that the Home Office has relied largely on the advia 
of a senior pathologist in the area and the Director of the appropriate Home 
Office Forensic Science Laboratory. It has been the practice, before any 

formal appointment is made, forthe HomeOfice to find out from theuniversiy 

' One has retired but still does same coroner's work. 
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or hospital board concerned whether or not it has any objection to the appoint-
ment of one of its pathologists. 

22.21 In recent years, it has sometimes been difficult to attract to these 
posts suitably qualified pathologists with the necessary experience. It was 
suggested to us that the inconvenient nature of some of the work provided the 
main disincentive to recruitment to the list: the hours are uncertain, working 
conditions in the field can be uncomfortable and dirty, and court appearances 
can be unpredictable, time-consuming and irksome to an employing authority 
—as well as to the individual. The physical location of the men at present on 
the list sometimes means that a pathologist may have to travel up to 200 miles 
to examine it body or perform an autopsy and, later, spend a whole day or 
even days attending criminal proceedings. When this happens, a university 
may be deprived of a valuable teacher, or a hospital of a badly needed consul-
tant and there may be no cover if, for any reason, there Is more than one 
demand for the services of the forensic specialist at the same time. It is unusual 
for a forensic pathologist (whether he is based on a university or in a hospital) 
to have a deputy. The total number of forensic pathologists' in England and 
Wales is about 40. These circumstances render the service particularly vulner-
able to death, illness, retirement or withdrawal or any one of the men on the 
current Home Office list. 

22.22 The pathologists on the Home Office list are variously paid for their 
services to the police. The majority receive retaining fees front the Common 
Police Service Fund (the amount varies according to the area served and the 
density of its population) and make their services available to the police with-
out further charge. Others receive a fee for each case from the police authority 
concerned. The amount of this fee is settled between the pathologist and the 
police authority or, where appropriate, between the pathologist and the Director 
of Public Prosecutions. In addition, all Home 011ice pathologists receive from 
coroners (or sometimes it local authority acting on their behalf) separate fees 
for the autopsies which they perform for coroners. Most pathologists under-
taking work for the police retain coroners' fees and other fees on a personal 
basis, but a few are required, by the terms of their engagement with their 
employing authority, to pay over all or part of their eurningsto their employers. 

Mortuaries and facilities for post-ntortrm examinations 
22.23 Responsibility forthe provision of mortuaries (includingpost-mortem 

rooms), their staff and their equipment is divided between hospital authorities 
and local authorities. So far as we are aware there is no statutory obligation 
on a hospital authority to provide either a mortuary or facilities for currying 
out post-mortem examinations but it is a fact that arrangements exist for post-
mortem examinations to be carried out at convenient National Health Service 
hospitals throughout the country. Under the Public Health Act 1936 and the 
London Government Act 1963, the council of a county borough, London 
borough, urban or rural district or a parish council may, and If required by 
the Secretary of Suite (for the Environment), must provide; 

(a) a mortuary for the reception of dead bodies before interment; and 
(b) a post-mortem room for the reception of dead bodies during the time 

By which we mean patholoplsts with a recognised " rareneie " quallacatiun or with a 
number of years of " forensic' experience. 
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required to conduct any post-mortem examination ordered by a 

coroner or other duly authorised authority. 

County councils have no power or duty to provide this accommodation;' 

indeed they often find themselves paying one of the smaller authorities for the 

use which a county coroner makes of the mortuary accommodation which they 

provide. Guidance on the accommodation and equipment of hospital mor-

tuaries and public mortuaries is provided respectively by the Department of 

Health and Social Security and the Department of the Environment. 

22.24 Traditionally, coroner's autopsies have been performed in public 

mortuaries rather than in hospitals but, in recent years, the trend has been in 

the other direction. This is partly because the majority of deaths reported to 

coroners now occur in hospitals and the hospital mortuary provides the most 

convenient place for the autopsy to be performed; and partly it is a conse-

quence of the fact that local authorities have now largely ceased to build 

public mortuaries. A few mortuaries have been built and paid for jointly by 

hospital authorities and local authorities and their runningcosts have thereafter 

been shared in agreed proportions. It is the policy of the Department of Health 

and Social Security and the Department of the Environment to encourage 

these " joint-user " arrangements. Regional Hospital Boards planning new 

accommodation have been asked to consult with local authorities so that 

future hospital provision can take account also of coroner's needs. 

22.25 Adequate facilities for the storage of bodies and the performance of 

post-mortem examinations are essential to the proper functioning of the 

coroner's service. Accordingly, we have looked closely at the existing situation 

and some of us have made personal visits to a representative sample of the 

best and worst examples of both hospital and public mortuaries. Tile standard 

of provision varies enormously in both categories of mortuary. In many 

hospitals mortuary facilities are first-class, but in several the facilities, including 

post-mortem facilities, are totally inadequate by modern standards--isolated, 

in every sense, from the rest of the hospital and often with poor access to the 

services of a pathological laboratory. Similarly, there are a few large and well-

equipped public mortuaries. But the situation in some of the smaller mortuaries 

provided by local authoritics, and still used for coroners autopsies in some 

areas, leaves a lot to be desired. Indeed, we have no hesitation in saying that 

the physical accommodation in some of the worst public mortuaries is so bad 

as to be little short of scandalous. Six years ago, Dr. Alan Usher, a forensic 

pathologist at the University of Sheffield wrote in these terms of the mortuaries 

and some smaller urban districts; 

" Small, poorly lit, wretchedly ventilated. freezingly cold in winter, 

malodorously warns in summer, often without refrigeration or proper 

working surfaces and with their woefully inadequate Victorian plumbing 

in a permanent state of semi-occlusion from the anatomical debris of 

decades, these buildings still stand in council yards, by sewage works and 

rubbish tips all over the land, the subject of the prying curiosity of agile 

children and awkward silences at local council meetings, Next to public 

conveniences, to which many of them bear a curious and revealing archi• 

tectural resemblance, they are usually the smallest buildings erected and 

' Nor has the Greater London Council. 
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maintained by the local authority and one cannot help but feel that their 
size accurately reflects the interest taken in them. "' 

We are quite satisfied that, in certain areas, Dr. Usher's description is as valid 
today as it was in 1965. 

22.26 Some of the pathologists who have given evidence to us have des-
cribed how they have performed autopsies, sometimes on the bodies of murder 
victims, on some primitive slab in an outhouse attached to a police station, 
which in some areas is the place designated as thepublic mortuary. Nor is it only 
the pathologist who is troubled by these conditions or who has to suffer the 
indignities which they create. It is sometimes necessary for relatives to visit a 
mortuary in order to identify a body and, in those small mortuaries which 
have only one table, it must be most distressing for relatives to see the body of 
someone whom they have loved dearly lying on the very table on which he 
will later be dissected, complete with its channels for blood disposal and 
possibly, too, with dissecting instruments lying to hand. 

22.27 Our description of conditions to be found in some public mortuaries 
has emphasised the poor quality of much of the accommodation and facilities. 
It cannot, however, be said that there are too few public mortuaries in exis-
tence: indeed, our witnesses were agreed that there were in fact too many for 
present day requirements. In the late nineteenth century and early twentieth 
century, before motor transport came into common use, it was reasonable for 
local authorities individually to provide mortuaries for their own areas. Since 
then, some authorities have continued to operate such mortuaries in spite of 
the need for more modern accommodation which they might have provided 
jointly with neighbouring authorities or hospitals. Moreover, some authorities 
have continued to maintain existing, but inadequate, facilities although more 
modern and better accommodation had become available in an adjoining local 
authority area. More recently sonic authorities have provided new mortuaries of 
their own, when they could, with greater public advantage, have combined their 
resources with a neighbouring local authority or hospital. In the case of some 
authorities, financial considerations have discouraged substantial progress in 
modifications, re-equipping and rebuilding which have become necessary as 
conditions have changed. 

22.28 We were helped in putting the evidence of our witnesses and our 
own experiences into a national context by the survey of all autopsies per-
formed for coroners in the last quarter of 1968 (to which we refer in more 
detail in paragraphs 22.12 and 13 above). As part of this survey, we asked 
coroners to tell us where their autopsies were carried out and to indicate how 
many autopsies were performed in each place. The results show that, of the 
nearly 28,000 autopsies which were carried out in this period, over 18,000 (or 
about 65 per cent) were performed in hospital mortuaries. The remainder 
were performed in public mortuaries. Public mortuaries were used propor-
tionately more frequently in the large towns (especially London) than in the 
counties. It is in the large towns that there is often a public mortuary which 
has facilities at least as good as those in the average hospital. The relative use 

Usher, A., Journal of the Forensic Science Society, Volume S, No.4, Oct. 1965, 
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of hospital and public mortuary provision in different regions can be examined
in more detail in Appendix 7. 

22.29 The evidence of our witnesses and the evidence of our own observa-
tions has convinced us that radical improvements are necessary in the general 
standard of mortuary and post-mortem facilities provided for coroners and 
for those who carry out pathological work on their behalf. In future, every 
mortuary used by a coroner should be a suitably equipped building of adequate 
size placed in proximity to a main department of pathology. This means that 
it must usually be part of a major hospital. We give further consideration to 
the place in which autopsies should be performed in Chapter 23 below in the 
general context of our discussion of how to improve pathological services for 
coroners. 

777 

fry:. 

CHAPTER 23 

MEETING THE CORONER'S NEEDS IN FUTURE 

23.01 In recent years, its we have already mentioned, coroners have been 
calling for increasing numbers of post-mortem examinations for the purpose 
of discharging what is now themajorone of their two functions: thecertifcation 
of the medical cause of death. In recent years, also, pathological services have 
been growing in scale and specialism. The statutory links between coroners 
and these services were fashioned a relatively long time ago. it is timely to 
consider whether they require reform. 

23.02 The responsibility for arranging an autopsy at present rests with the 
coroner himself. In choosing the doctor whom he will direct or request to 
perform the examination he is required by the Coroners Rules 1953 to have 
regard to the following considerations: 

(a) "the post-mortem examination should be made, whenever practicable, 
by' pathologist with suitable qualifications and experience and having 
access to laboratory facilities; 

(6) if the coroner is informed by the Chief Ofllcer of Police that a person 
may be charged with the murder, manslaughter or infanticide of the 
deceased, the coroner should consult the Chief Officer of Police re• 
larding the legally qualified' medical practitioner who Is Co make 
he post -m uric a; examination; 

(e) if the deceased died in a hospital, the coroner should not direct or 
request it pathologist on the stall of, or associated with, that hospital 
to make a post-morten, examination if 
(i) that pathologist does not desire to make the examination, or 

(if) the conduct of any member of the hospital staff is likely to be 
called in question, or 

(iii) any relative of the deceased asks the coroner that the examination 
be not made by such a pathologist 

unless the obtaining of another pathologist with suitable qualifications 
and experience would cause the examination to be unduly delayed; 

(d) if five death of the deceased may have been caused by pneumoconiosis, 
the coroner should not direct or request a legally qualified medical 
practitioner who is it member of it pneumoconiosis medical panel to 
make a post-morten, examination. ,, 

23.03 It should he noted that the coroner's power is to select an individual 
doctor to perform the autopsy; he has no power to refer it death for investi-
gation by a hospital or university department. Rut a coroner who is not medi-
cally qualified (and only a handful of coroners are doctors) is seldom likely to 

Means " duly qualified ", i.e, registered by the General Medical Council ' Coroncn Ktdn 1953, Rule 3. 
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be able to judge for himself exactly what examinations or tests are required, 
or to understand the growing complexity of the pathological services, More-
over, some of our witnesses told us, and the Home Office 0 and M study or 
the coroner's officer demonstrated, that the arrangements for an autopsy are 
frequently left in the hands of a coroner's officer. The officer calls upon any 
pathologist who has made a standing arrangement with the coroner to carry 
out post-mortem examinations on his behalf. It is not surprising, therefore, 
that, as our own survey of post-mortem examinations carried out for coroners 
indicated, some coroners seem to have exercised their discretion in such a way 
that the doctor selected to perform an autopsy, so far from being a morbid 
anatomist, has not even had a qualification in pathology or access to facilities 
for detailed examinations. 

23.04 Some of our witnesseswerenotslowtodisputothewisdomofcoroners' 
choices even when they fell upon qualified pathologists. Clinical pathologists, 
for example, criticised the diversion of autopsies to specialist forensic patho 
logists where the death was of purely medical interest, because, they said, this 
was usually at the expense of the medical value of the autopsy and forensic 
pathologists had been known to reach the wrong conclusion as to the exact 
medical reasons for a death from natural causes. Forensic pathologists, on 
the other hand, criticised the involvement of clinical pathologists, arguing 
that the latter might overlook such matters as carbon monoxide poisoning or 
ligatures. (We were not given any specific examples of these alleged failures 
by either set of protagonists.) Most of our witnesses expressed their dissatis• 
faction with the present situation and there was much support for the view 
that the situation was aggravated by the artificial, yet well established, 
" isolation " of coroners' work even in the major pathological unfs. Thus, 
we were told, that even when nn autopsy requested by a coroner Wperformed 
in a National Health Service hospital by is pathologist who is fttontractually 
employed in the National Health Service, the tendency is for th`'r''pathologist 
selected by the coroner to deal with the case entirely on his own because both
he and the hospital regard the work which he does for coroners its completely 11 
separate from hospital employment. The concept of total reliance on an 
individual specialist ceased to he the practice of the best hospitals before the 
last war, but it still lingers on in the coroner's practice of nominating one man 
to perform an autopsy on his behalf. 

23.05 The relevant financial arrangements' also playa part in shaping how
existing resources are used. The single fee system, for example, restrains the 
coroner from seeking or encouraging it composite investigation by it team of 
specialists. It also has other effects, some good, sonic had. The differing 
practice of authorities who employ pathologists in allowing then to retain 
their fees for coroners' work or insisting on their surrender has encouraged 
some and discouraged others from doing work for coroners. Where the let 
has been there for pathologists to keep, the opportunity for earning as man) 
fees as possible has certainly led some pathologists to concentrate on work 
for coroners to the detriment of their other responsibilities. It has also led 
to some individuals taking on a daily work-load of investigations and report' 
for coroners, which is hard to reconcile with the narrow specialism character. 

i See Chapter 22, paragraphs 14 and 15. 
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istic of present day pathology and suggestive of undesirably limited explora-
lion in the general run of cases. 

23.06 There arc at present about 800 pathologists in England and Wales 
who on paperseem to be adequately qualified to perform autopsies forcoroners. 
Not all of these may have the inclination to take up such work, and it is no 
part of our thinking to suggest that there should be any compulsion upon 
these specialists. But the number is large enough to demonstrate the absurdity 
of continuing to require the coroner (who we have recommended should be 
legally, not medically, qualified) to select the pathologist suited to the needs of 
the particular case, even though in some cases the information provided to 
the coroner by the deceased's doctor will itself indicate the nature of tiny 
specialist pathological investigation required. We recommend, therefore, 
that responsibility for selecting the appropriate pathologist or pathologists to 
investigate a particular death, should cease to rest with the coroner; instead 
it should be entrusted to another authority familiar with the services and 
resources which could be made available to assist the coroner and familiar also 
with the needs of coroners and the circumstances of their work. The practical 
effect would he to allow the coroner to refer his requirement for an autopsy 
to a service rather than to an individual. flow that service should be organised 
we consider in the following paragraphs. 

A specially created service? 
23.07 It Is Important to remember that the nation's pathological resources 

are limited, and that the diversion of any part of them to one special activity 
means the loan of their availability for other purposes. The strategic question 
we have had to consider is whether, in the national its well as the coroner's 
interest, it would he more satisfactory to propose the creation of it special 
pathology service for the more or less exclusive support of coroners -and the 
police. Such a proposal was put to us by some or our witnesses, who argued 
that forensic pathology was of such considerable importance in coroners 
and the police that the Home 011lce should establish a separate comprehensive 
Forensic Pathology Service based on Universities but in close association with 
the existing Forensic Science Laboratories. Only such a service, it was claimed, 
could provide the expertise required to detect any possible indications of foul 
play in cases brought to the attention of police or coroners. After careful 
review we decided that this approach was neither realistic nor acceptable. 
For many years to come it would be quite impracticable to confine coroners' 
pathology work to those qualified in forensic pathology, even if a major expan-
sion of recruitment and training were launched at once. If that were not the 
considerable obstacle it is, even if, perhaps ," qualification " were initially 
waived, we we us much more compelling the objections that coroners' work 
cannot and should not he arranged in such it way as to separate it from hospital 
pathology with all its resources, Much the larger part of coroners' pathology 
belongs to the body of applied pathology and should nourish and be nourished 
by it. 

4 National health Service responsibility? 
23.08 If coroners' pathology is to be provided as a service integral with the 

general provision for pathology, we are convinced that the best solution would 
zone 275 

RLIT0001858_0145 



be for coroners' autopsies to be performed in National Health Service hospitals 

by pathologists employed by the NHS and as part of the National Health 

Service. This would remove any risk of isolating coroners' pathology from 

the ordinary pathology work in hospitals, it would allow existing resources to 

be used to best advantage and permit extended provision to be sensibly planned 

and co-ordinated, and it would also avoid the need to duplicate facilities, e.g., 

mortuary provision, which would be a great disadvantage if the alternative 

proposition for a special forensic pathology service for coroners (paragraph 

23.07 above) was adopted. Accordingly, we recommend that the provision of a 

pathology service for coroners should become the responsibliity of the National 

Health Service. 

23.09 The proposition is not as revolutionary as it sounds. The National 

Health Service is a principal beneficiary of the results of applied research into 

the medical causes of death, which is, in part, made possible by the statistical 

material produced by enquiries undertaken for the coroner. The Service 

provides the framework within which most deaths reported to the coroner are 

now investigated and persons employed whole-tints or part-time within the 

National Health Service carry out most of the work on the coroner's behalf. 

But, as we have indicated earlier (see paragraphs 22.01, 12 and 13 above), the 

present arrangements sometimes fail to provide the coroner with the best 

possible service and the National Health Service itself does not get the full 

benefits of the work which its members do on the coroner's behalf. Although 

the first objective of a coroner's autopsy should be to elicit the cause of death 

for certification purposes, there is no reason why it should not also subserve 

attempts to discover and understand how the disease or accident originated 

and affected the whole body and the manner in which it led to death. The 

National Health Service exists to improve the health of the nation and we 

believe that the investigation of the medical causes of death, which can have 

such a fundamental importance in the prevention of future deaths, is an 

entirely appropriate function for this Service to undertake. 

Forensic pathology In the univeedtles and the National Health Serrlce 

23.10 We have already described (in Chapter 22) the present very limited 

provision far pathology that is purposefully oriented towards the interest of 

coroners and the police. That provision is, if anything, declining. The 

number of specialist forensic pathologists is dwindling and the existence of 

some and the status of other university departments has been in jeopardy. 

Anomalies of remuneration, imperfectly organised training, the absence of a 

standard professional qualification and lack of a career structure have no 

doubt discouraged many experienced pathologists from offering part of their 

services to coroners and the police. We think, however, that there have been 

more fundamental reasons, of which perhaps the most Important is the con. 

tinuing controversy about the real strength of the case for a separate specialised 

branch of forensic pathology. Our specialist witnesses gave us a clear picture 

of the opposing paints of view. 

23.11 On the one side, it was argued that for nearly every kind of death 

there was likely to be some specialist with greater experience than the forensic 

pathologist of the particular condition which required investigation; a surgeon, 

276 

for example, might know more about wounds and could teach this better than 
forensic pathologists; similarly, a physician might know more about poisons 
and the treatment of poisoning. If in the course of medical training there was 
any need for a deliberate emphasis on the needs of coroners and the police, this 
could be met within the context of forensic medicine. To dispense with the 
formal features of forensic pathology, e.g., a forensic pathology department 
or the services of a forensic pathologist, did not mean that forensic medicine 
was not taught at all in the university in question; forensic medicine, if not 
taught as n specific topic, was featured as a significant aspect of other specialities 
such as surgery, medicine (including toxicology, obstetrics, gynaecology and 
ethics). Forensic pathology in the specialist vocational sense advocated by its 
most enthusiastic adherents inevitably involved a very substantial "service" 
element which frequently took those concerned away front the more conven-
tional university duties of teaching and research; if the discipline was needed 
at all, it should not be organised in a university setting. 

23.12 On the other side of the controversy it was argued that, where 
forensic pathology was properly organised in a medical school, its value had 
been amply demonstrated both as an academic discipline and as it service. 
The advancement of knowledge in forensic pathology could best be accom-
plished by training in an academic environment. Forensic medicine was a 
speciality entitled like other specialities to university representation; and 
forensic pathology, as a sub-speciality, also had its rightful place there. 

23.13 We prefer not to involve ourselves In the controversy over whether 
or not forensic pathology is a speciality in its own right. It seems to us that 
there arc two more important problems to which we should address ourselves: 
Do the police need the services of n special kind of pathologist who can for 
the most part be distinguished from a clinical pathologist in it hospital? Ito 
coroners need the services of the same kind al' pathologist as tile police? 

23.14 Our answer to the first question is an unequivocal " yes ". We 
accept the view that while every forensic pathologist needs to be a competent 
morbid anatomist the reverse statement does not follow: many morbid anato-
mists will never have the inclination to undertake forensic work. i.e. work for 
the police or the criminal courts. The nature of the problems most often 
encountered in criminal investigation is different from that most often en-
countered in clinical work. So are the circumstances in which the two kinds 
of pathologists tire called upon to work. The forensic pathologist may he 
required to do field work literally! 'there is also a difference between writing 
an opinion for a colleague and giving evidence based on that opinion or being 
cross-examined on that opinion in the criminal court. There are pathologists 
who feel attracted to this particular kind of challenge and also have the 
ability to cope with it and there are pathologists who do not feel this urge and 
who may not have the right attributes. We conclude that the difference between 
a clinical pathologist and a forensic pathologist is as much in the nature ol• the 
man as the nnturc or the work. 

23.15 Our answer to the second question ("Do coroners need the services 
of the same kind of pathologist as the police? ") is an unequivocal "no''. 
Much the greater part of coroners pathology hits no forensic implication. What 
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the coroner requires in most cases is an adequate u'rilrent statement of the 

findings of a pathologist whose qualifications, experience and skill make him 

best fitted to carry out that particular examination. We do not accept the 

argument advanced by some forensic pathologists that the pathologist without 

forensic training or experience has a lower "index of suspicion" than a 

« •- forensic pathologist for the potential case of homicide. In our review (Chapter 

4) of the danger of secret homicide, we found no significant evidence that 

~. .'~• routine autopsies were failing to disclose evidence of homicide where it was 

there for the finding. 

23.16 If our conclusions are correct there arc three main organisational 

problems:—

' (i) how to co-ordinate the pathological services in the coroner's area so 
Is 

that coroners' work is undertaken by the appropriate pathologists; 

(ii) how to construct a convenient working link between the coroner and 

his local pathological services; 

k'+f+ (iii) how to provide the special assistance required by the police.

jf C'o-ordination of pathological support for coroners 

23.17 When we recommend that the National Health Service ahouldaesume 

responsibility for providing a pathological service for coroners, we visualise 

that measures would be taken by the appropriate Service authorities—

encouraged and guided as necessary by the Secretary of 
State for the Social 

Services, his expert advisers and his advisory committees- to secure that a 

• I't sufficiency of pathologists in contractual employment with them would be 

;- available for the work and, further, that they would review and try to make 

good any significant deficiencies in the availability and accessibility of patho-

logical assistance to the coroner in consultation with 
hint. In other words 

there would be it purposeful effort by all concerned to make systematic arrange-

ments to provide pathologists willing to help coroners when requested to do so, 

to measure the gross work-load likely to be placed on this group. to look for 

reinforcement of the group when this seemed necessary, and to place on a 

suitably recognisable formal basis the obligation accepted by each Individual 

•:~ :+ pathologist to carry out examinations for a coroner if so requested. 

23.18 It would be outside our competence to proceed beyond these general 

propositions to more detailed proposals for the structure of what might be 

described as "the coroners' component" in National Health Service pathology; 

but we certainly would not wish any of the broad measures mentioned in the 

previous paragraph to have the effect of isolating coroners' work from 

pathology in general. Essentially, what we want to see is an appropriate 

recognition in the National Health Service of the Importance of coroners' 

work and a matching familiarity in the National Health Service with the day-

to-day needs of coroners for assistance. How these two objectives arc to be 

achieved in terms of organisation and co-ordination will best be considered 

by those closest to the problems. From their considerable experience of handling 

coroners' work the authorities concerned will need no reminding that coroners' 

s We have already recommended that coroners should be able to accept women evmeaca 

for purposes of Inquests as well as of less formal enquiries. 
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needs are always urgent, indeed imperative; a pathologist and supporting 
facilities must be available as quickly as possible for the individual case, 

23.19 We should be wrong, however, not to express the hope that the rele-
vant authorities, in mapping out the capability and availability of pathologists 
to do coroners' work in their area, should pay regard to the possible contri-
bution of forensic pathologists. A large number of our witnesses made pro- 
posals, differing in detail but hardly in substance, for combining hospital 
pathology and forensic pathology in a co-ordinated scheme for coroners. The 
basic concept was for a two-branch scheme. Designated pathologists in 
National Health Service district hospitals would take responsibility for the 
large non-criminal element of coroners' work. Specialist forensic pathologists 
in universities would be available to deal with cases where crime is known or 
suspected to have taken place, to undertake research and training, and to 
provide specialist advice to pathologists in the district hospitals. We round 
much merit In this approach for its promise of making efficient use of all 
current resources and allowing a wider application of the skills of forensic 
pathology at a time when this speciality has been losing ground. One way to 
tackle the problem of providing and co-ordinating resources would be for the 
authority responsible for every large hospital to appoint a consultant patholo-
gist trained in morbid anatomy who would be responsible for ensuring that 
all the necessary investigations were carried out, either by his own section or 
by other sections of the Division or Pathology. tie might arrange, for example, 
that, where appropriate an autopsy should be performed by, or in the presence 
of, a pnediatric, gynaecological or other specialist pathologist, lie could 
see that the services of the toxicological, biochemical or other specialist 
sections were made available as necessary, i.nst, but by no means least, he 
might ensure that the advice of a forensic specialist was sought if it seemed 
likely that there were any suspicious features surrounding the death. (We 
give our views on the future of forensic pathology in the following chapter.) 

The working link between the coroner and the pathology services 
23.20 It seems to us that it would he for the convenience of the pathological 

services as well as of coroners if the appropriate National Health Service 
authority were to designate for each coroner a senior pathologist (or failing 
this a senior medical administrator) among whose responsibilities it would be 
to receive requests from each coroner for pathologist examinations, to select 
the pathologists to carry them out,' and to satisfy himself that facilities, e.g. 
mortuary and laboratory facilities were available for their purposes. We make 
a recommendation to this effect. We have no doubt that the coroner and his 
staff would do all they could to assist these " designated officers " in the selec-
tion of the appropriate pathologist, by providing any relevant clinical history 
already obtained from the deceased's own doctor and helpful information 
from other sources. We do not have In mind that the designated officer 
would take any personal responsibility for the reports of the investigations 

` In street the designated officer would assume the responsibility or the coroner(under 
Rule 3 (a) of the Coroners Rules 1953) "to have regard. . - the post-mortem examination 
should be made, whenever practicoble, by a pathologist with suitable qualifications and 
txperienee and having oxen to laboratory facilities ". 
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unless he had himself played a part in them. As at present, responsibility for 
the findings of the examinations would be taken by those who made them. 

23.21 In this context it would be necessary for the designated pathologist 

to take responsibility for applying, in his selection of the appropriate 
pathologist, any statutory restrictions of the kind mentioned in paragraphs 
(b). (c) and (d) of Rule 3 of the Coroners Rules 1953.' The selection of the 
pathologist where murder, manslaughter or infanticide is known or suspected 
is a separate and special case with which we deal in the next chapter. So far 

as hospital deaths are concerned we note that, notwithstanding the bias in 
Rule 3(c) against using the pathological staff of the hospital in which a death 
in that hospital is to be investigated, Rule 8 (3) has a bias the other way.' We 
are satisfied that the principle of the restrictions in Rule 3(c) should continue 
to be followed. As regards deaths which may have been caused by pneumo-
coniosis, the existing position is more fully described in Chapter 17 but may 
be summarised as follows. When a coroner has a suspected pneumoconiosis 
death referred to him, he will invariably arrange for a post-mortem examina-
tion to be made. In accordance with the Coroners Rules 1953, this should be 
performed by a " pathologist with suitable qualifications and experience and 
having access to laboratory facilities ". In accordance with these same Rules. 
a coroner is also required to inform the local pneumoconiosis medical panel 
when and where the post-mortem examination will he made and the Rules 
permit the panel to be represented at the post-mortem examination. The Rules 
prevent a coroner from requesting or directing a member of the pncumoco• 
niosis medical panel to carry out the post-mortem examination. We have 
recommended that coroners should continue to arrange for post-mortem 
examinations to be made whenever a suspected pneumoconiosis death is 
referred to them and that relevant pathological material should continue to 
be made available to the pncumoconiosis panel by the pathologist acting on 
behalf of the coroner (paragraph 17.08). We have suggested that there should 
be closer liaison between the pathologist acting for the coroner and the pneu-
moconiosis medical panel (paragraph 17.09). We further recommend that 
the designated officer described in paragraph 23.20 should: - 

(a) be prohibited from asking any mem ber of the pneumoconiosis panel 
to carry out a post-mortem examination on behalf of the coroner in 
any case where pneumoconiosis is suspected to have caused the death; 
and 

(b) do what he can in such a case to encourage the closest liaison between 
the pathologist acting on behalf of the coroner and the pneumoco• 
niosis panel members. 

Sec paragraph 23.02 above. 
The rule reads as follows:
"Where a Paton dies in a hospital passessing such premises as aforesaid, any pat. 

of the body of that person shall, with the consent of the hospital 
7•~ 

mortem examination 
authority, be made in those premises unless the coroner otherwise decides ". 
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CHAPTER 24 

MEETING THE POLICE NEEDS IN FUTURE 

24.01 One of the effects of the recommendations in the previous chapter 
should be to reduce the number of autopsies performed for coroners by 
pathologists whose background, training and experience label themas"forensic 
pathologists ". This should certainly be the case in London where, as our sur-
vey showed, forensic pathologists are responsible for well over half of all post-
mortem examinations carried out by coroners —although only a few of these 
examinations have any forensic significance. To a lesser extent, the same thing 
should happen in those areas in which a Home Office pathologist has tradition-
ally been much Occupied with coroners' work. We do not think that these 
changes should make forensic pathology any less attractive titan it is now to 
morbid anatomists thinking of specialising in this field. Indeed, we believe the 
converse is the more likely result. Under our proposals, the forensic pathologist 
should become more of a specialist in his own right. In any case, it is certainlynot 
our intention that forensic pathologists should carry out for coroners only those 
autopsies which have a clearly discernible police interest; and we do not think 
that this is a likely consequence of our earlier recommendations. The services 
of a forensic pathologist should be available to the " designated pathologist " 
to whom we have suggested the coroner should turn in future far his patholo-
gical service. We are convinced that it would be futile to try to make a sharp 
distinction between "forensic" and "coroners" pathology: the letter will 
always include the former. Any death which requires investigation by the 
police is also it death in which a coroner will have an interest and the forensic 
pathologist may he required by both authorities. Rill in this chapter we are 
concerned primarily with the needs of the police. We shall consider the prac-
tical implications of the view we expressed in the previous chapter (paragraph 
23.15) that the police require the assistance of a special kind of pathologist. 

24.02 We start from the premise that the police need to have available to 
them a sufficient number of adequately qualified and experienced forensic 
pathologists throughout the country to help them in the investigation of crimes 
or other suspicious deaths. We are satisfied that the provision of it service in 
forensic pathology for the police should be put on a sounder footing. How 
is this to be achieved? One thing is certain: it would he unrealistic to propose 
that a service in forensic pathology should he based solely or even primarily, 
on the universities. The need, of the police (or even the police and coroners 
combined) for a forensic pathology service are not sufficiently strong in terms 
of actual or potential work-load to warrant an attempt to construct and main-
lain a national service based on the universities. Stich a project would he 
unnecessarily wasteful of scarce resources. 

24.03 This is not to say that we wish to see forensic pathology disappear 
from those universities in which it still has a home. On the contrary we 
consider that there is a place for forensic pathology in a university. Univer-
sities are the proper place for training and research into the subject; but it is 
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neither necessary nor desirable that there should he forensic pathology repre-

sentation in every university medical school. Nor is it necessary or desirable 

that a forensic pathologist who does hold u university post should spend most 

of his time working for the coroner or the police. 

24.04 We believe that it would be more sensible, and certainly more realis-

tic, to base a service in forensic pathology for the Police (like the pathology 

service for coroners) firmly in the National Health Service where it can make 

its maximum contribution to other aspects of pathology, where it will be in a 

common context with coroners pathology, and where those who are princi-

pally engaged in forensic work can have the opportunity to develop their own 

skills within the wider setting 
blieve that su

ided 
chaa tna opal service 

tent. We 
in forensic 

recommend accordingly 
pathology can be obtained by basing it on the major hospitals. We make no 

distinction, for this purpose, between hospitals which ate at present under 

Boards of Governors and Regionaacom Hospital Boards.
 s 

All
intpajor 

hospitals

possess, or have ready access to. P 

locally and nationally. Forensic pathology requires similar ready access to 

this service. This will be most easily achieved if forensic pathology becomes 

a sub-sectionof the main Divisionof Pathology rather than a separate specialty 

in university medical schools us well as in Regional Board Hospitals. 

24.05 This service fur the police does not need to involve large numbers 

of staff. We have no reason to think that the present number of forensic 

pathologists (about 40) is inadequate fur this purpose taking the country as 

a whole. The problem is to keep this number front fulling much below its 

present figure and for this there must be satisfactory provision for training in 

forensic Pathology and for an assured now of trained recruits. 

24.06 Training is kill important. The basic training for a forensic patholo-

gist should be one leading to a qualification in morbid anatomy. A pathologist 

wishing to specialise in forensic Pathology should then add to that basic 

qualification by undertaking additional training in and acquiring additional 

experience of forensic work. We recommend that the general training frame-

work should be based on National Health
h  

Service practice.
raof the Atamiortmorbid

anatomist at the registrar level, having 
passed

for 

membership of the Royal College of Pullologists, might then obtain a post 

as a senior registrar which would otTer not only extensive experience in morbid 

anatomy but also substantial training in forensic pathology under the super-

vision of a recognised forensic pathologist. In due course the tritium should
f

take Part It of the examination for the Membership of the Royal 
College of 

Pathologists (M.R.C.Path.) taking forensic pathology as his 
specialty Wi

this qualification and some four years training at senior registrar level, Ile 

should be in a position to compete for a post as a 
 quultant 

pathologist in 

morbid anatomy with forensic pathology special

24.07 The principal training schools in forensic pathology should continue, 

as at present, to he located in universities. These will provide foci of research 

and experience in an academic background in close contact with medical 

science, science in general and law. Schools of forensic Pathology should 

ideally be in a division of pathology which embraces a wide variety of relevant 
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disciplines. There should be facilities for work for higher degrees such as 

Ph.D. and M.D. It is probably not desirable that the trainee forensic patholo-

gist should spend all his time in a university school; he might spend part of 

his time on attachment at another hospital where he can be supervised by 

another forensic pathologist. We suggest that only it relatively small number 

of medical schools should develop substantial schools of forensic pathology. 

It is not within our competence to suggest where and of what size these schools 

should be, but probably some four or five schools would suffice. We envisage 

that the senior staff in these schools would be responsible for teaching and 

research and that they would also provide some or all of the service in forensic 

pathology in their area. We consider it essential that these senior staff should 

all hold honorary contracts with the National Health Service: work in the 

National Health Service is essential as a complement to their teaching and 

research work and in this respect their position would he the same as that of 

the university teacher in such clinical subjects as medicine and surgery. The 

general supervision of post.graduate training in forensic pathology should be 

primarily the responsibility of the Royal College of Pathologists but we hope 

that it would also he of concern to the new Council for Postgraduate Medical 

Education in England and Wales, whose duty it is to co-ordinate and stimulate 

the growth of all postgraduate medical education. 

24.08 We believe that the financial implications of these proposed arrange-

ments could be settled along similar lines to those which at present obtain in 

university departments of pathology. The academic and research activities 

are finances1 by the university—suppletncntml, as it rule, by grants fur research 

from research councils and pnvate foundations. In the current circumstances 

of university finance we recognise that a university might well be reluctant to 

give the necessary priority to the adequate funding of a school of forensic 

pathology. But this difficulty can And must he overcome. One solution might 

be for the University Grants Connmitteo to mike A grant earmarked for this 

purpose alone. We understand that this is An expedient which has been used 

before in specific situations for the development of particular subjects. In its 

bun the University Grants Committee would, no doubt, require to get tile 

monies for this purpose as an addition to its normal allocation. For the 

present at may rate we can sea no alternative to a subvention from the Home 

Office. The recurrent costs which the university department incurred in 

providing a forensic pathological service would be met by some system of 

payment such as operates nt present in respect of pathological services for the 

NHS. 

24.09 Although we consider that the National health Service should 

provide the framework in which a service in forensic pathology to the police 

should be bused we do not think that the National Health Service should be 

asked to take sole responsibility for ensuring that the service is provided. The 

planning of cover for police purposes with its associated considerations of 

accessibility and scientific support would not be easily undertaken by hospital 

authorities alone. The requirements for it national service equivalent to the 

present " Home Office list" should be determined by consultation between the 

Home Office, police authorities and Regional Hospital Boards or similar 

authorities. From that starting point, we have come to the conclusion that it 

would he right for the home Office to take responsibility for initiating such 
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discussions, for representing the police requirements, and for making a finan-
cial contribution in respect of the provision ultimately made. We envisage 
that the Home Office and the relevant National Health Service authorities 
would agree upon a minimum number of appointments of qualified forensic 
pathologists, whose contracts of service would include a specific liability 
to work for the police on request. The number and location of posts and the 
qualifications and facilities required would be planned so as to provide as 
adequate and accessible a service in forensic pathology as possible throughout 
the country. The Home Office and the relevant authorities would agree upon 
the proportionate financial contribution to be made by the Home Office far 
the "cover" thus provided in men and facilities, regardless of the amount 
of work actually done for the police by individual forensic pathologists. The 
contribution would no doubt be reviewed and adjusted in the light of exper-
ience and to take account of changes in the " cover" provided. 

24.10 II' systematic provision were made along these lines, we hope that 
in any given area the police could have access to one or more named forensic 
pathologists and the right at any time to obtain their assistance in any case of 
suspected homicide. Strictly speaking, the request for a pathologist should be 
made as it is now to the coroner who would then inform the designated senior 
pathologist (see pure. 23.20 above) of the nature of the death requiring inves-
tigation. But in practice, it should be possible to adopt is flexible arrangement 
within any given area which would suit the convenience and the requirements 
of the persons primarily concerned the coroner. the designated pathologist. 
the forensic pathologist and the police. It is desirable that an autopsy in 
which the police have a special interest should be subjected to exactly the kind 
of "service" investigation which we hope to see adopted in future in relntionto 
other work done for coroners and it would be in line with this approach if the 
post-mortem examination in any case al suspected homicide were to he con. 
ducted jointly by a forensic pathologist and it suitable pathologist with a 
predominantly clinical background. 

24.11 We also expect that cases would occasionally occur where evidence 
of a suspicious nature was found during a routine pathological investigation 
(by a pathologist selected by the designated officer) of what appeared to be 
an innocent tenth. In such circumstances the right course would be for the 
pathologist to inform the nearest forensic pathologist and give him opportunity 
to take part in the examination, at the same time making his action known to 
the designated pathologist. 
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PART VI 

MEDICAL CERTIFICATES FOR THE DISPOSAL OF DEAD BODIES 

CHAPTER 25 

THE GENERAL LAW RELATING TO DISPOSAL OF 
DEAD BODIES 

25.01 Although disposal of' the body by burial or cremation is the ultimate 
consequence of virtually every death which occurs in England and Wales. 
there is no provision in the general law which specifically requires any 
individual to dispose of a body or which requires that disposal should be by 
burial or cremation.' Responsibility for arranging it funeral usually falls on 
an executor (if the deceased person mode a will) or on a relative or close 
associate, but, so far us this is accepted as a duty, it arises from convention and 
not law, Such sanctions and obligations as the law does impose arc contained 
in public health legislation, Thus, the Secretary of State for Social Services 
(formerly the Minister of Ilealth) hits power' to make regulations (in the 
interests of public health or public safety) imposing conditions and restrictions 
with respect to the embalming or preservation or bodies and to the period of 
time curing which a body may be retained oil tiny premises. No such regu-
lations have been made. In theory, therefore, a body may be embalmed and 
kept above ground indefinitely, provided that such a procedure causes no 
offence tinder the Public Health Acts. But although there is no statutory duty 
to dispose of a dead Ixidy, respect for the dead, social interest and the avail-
ability of disposal services combine to produce it positive incentive towards 
disposal in nearly every cast-. The problem is not to ensure that the disposal 
procedure starts, but it) see (hat it does not end before the proper safeguards 
have been observed. 

Certificate  Jar disposal 
25.02 The law stipulates that certain requirements mist he satisfied before 

disposal can be effected by any method. 'Thus, a body may not be buried, 
cremated or otherwise disposed of before a certificate authorising disposal has 
been issued either by a registrar of births and deaths or by a coroner.° The 
registrar's certilicate Ibr disposal' is normally° issued immediately after the 

A duty to dispose of a body may. however, fall on a local authority, Under section 50 
of the National Assbmnce Act 1946 It Is the duty of a local authority (as defined In the Act) 
to cause the body to be buried or cremated in any case in which it appears that no suitable 
arrangeaems for the disposal of (he body have been node. Under section 162 of the Public 
Heallh Act 1934 a magistrate may. If he is sntinfled (hat the retention of nay body in a 
building Is a danger to health, make an order requiring a local authority to bury or cremate 
a body within any limo limit which he may stipulate. 

' Public I Icntth Act 1936, section 161. 
Births and Dcalhs Rogistmtinn Act 1926. Seddon I. 

° Sec Figure 9 an page 366. 
° A registrar any. however, issue ii certificate for dtrprel hr%nrr registering the death if he 

has received written notice of the death from a qualified Informant and has received a 
medical certlfcale of the arose of death, and the death Is not one which he is required to 
refer to the coroner (Chapter 3, pants. 2, 6, 8 and 11), 
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death has been registered, i.e. formally entered in the statutory register. Unless 
he has received a coroner's certificate after inquest (in which case the personal 
attendance of an informant is not necessary), a registrar cannot register a 
death unless he has received information about it from a qualified informant 
(who must attend in person to give this information) and has also received 
from a doctor or coroner a certificate giving the cause or death. 

25.03 A certificate for disposal issued after registration is valid for burial or 
cremation' provided that the other requirements of the Cremation Regulations 
have been fulfilled. These requirements are discussed in detail in Chapter 
26 below. 

25.04 Once a death has been reported to a coroner, the body cannot be 
disposed of until the coroner has decided whether or not to hold an inquest. 
In such a case, the registrar mail await the decision of the coroner before 
registering the death and refrain from issuing a certificate for disposal until he 
has satisfied himself that the coroner has released the body for disposal but has 
not issued an order for burial.2

25.05 After the disposal has been carried out, a notification of the date. 
place and means of disposal must he delivered to the registrar within 96 hours 
by the person effecting the disposal .° In practice, this notification is delivered 
by the funeral director who is acting for the relatives or executor of the 
deceased. A form of notification is provided its a detachable part of the 
certificate for disposal issued by the registrar and of the order for burial and 
certificate for cremation issued by a coroner. The registrar hits a duty to make 
enquiries in tiny case where he receives no notification of disposal and, if he 
discovers that no disposal has taken place, lie must report the facts to the 
Medical Officer of Health.' 

Place of ihxlasul 
25.06 'there is, at present, no limitation in the general law on the place in 

which a body may be burial, though there me certain local restrictions. In 
London, for example, it I; not lawful for a body to be buried otherwise than in 
a recognise) burial ground and, in certain other areas, it similar prohibition is 
created by Orders In Council.,

25.07 The Cremation Regulations 1930 prohibit the Awning of human 
remains in any place other than in " a crematorium in respect of which a 
notice of completion has been sent to the Secretary of State ". 

25.08 The law allows the removal to other parts of the United Kingdom or 
foreign countries or for burial of send of bodies of persons who died in England 

' A certlllwto (or dhpusai issued h,/on registration may be used only for burial. 
o If a death Ian• been referral to a coroner and cremntlon is the intended method of 

disposal, the coroner and not the registrar issue, the disposal certificate,. 
e h int,, and Iknms Itcgista, loo Ad 1926. s. 3 (I). 
' Regulation 62 (21. Inman, Ikmhi and Marriage. Repp~tuhttlons 1965. The duty of the 

Medical ono w M Health upon receipt of suds a rep art Is explained ht footnote I an page 
285 of this chapter. 

Made under section I, Ilurlal Ad INS3. 
e For pnwlka I reason,, n disposal of this kind must take place outride the) mile territorial 

limit and the '• out of Ragland" Procedure must Therefore be foltowed. 
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and Wales. Broadly speaking. the effect of Regulations' made in 1954 by the 

then Minister of Health is to require any person who desires to take a body out 

of England (or Wales) to give notice of his intention to do so to the coroner 

within whose jurisdiction the body is lying. The coroner must give his per-
mission before the body may be lawfully removed and, before giving this 

permission, he must satisfy himself that there is no reason for the body to be 
retained for any purpose in this country. When a body is removed out of 

England, for whatever reason, any certificate of disposal (whether issued by a 
coroner or by a registrar) must be surrendered to the coroner, who gives 

permission for the removal and himself retains the detachable portion of the 
disposal certificate. This contains space for the provision of information about 

the date, place and means of disposal. 

Disposal of still-births 
25,09 The law relating to the disposal of still-births is similar to but not the 

same as the law relating to the disposal of dead bodies, The similarity lies in 
the fact that it is necessary to obtain a certificate of disposal from a registrar or 

a coroner lithe intention is to dispose of the still-birth in a burial ground or a 
crematorium? As is the case with the disposal of dead bodies, it still-birth may 

not lawfully be disposed of in a way which contravenes the Public Health Acts 
or the law relating to public nuisance. 

25.10 The procedure for disposal of still-births differs from that for 

disposal of dead bodies in regard to the period allowed for registration and the 
obligation on the person who makes the disposal arnsngements. Whereas a 

death must be registered within 5 days of its occurrence, a period of 42 days 
(the same as for a live birth) is allowed for the registration of a still-birth. 

There is, at present, no obligation on it person effecting the disposal of a 

still-birth to send a notification to the registrar giving the details of disposal, 

even in those cases in which the registrar has issued a disposal certificate. In a 
system which relies to any extent on Lite registrar to bring suspicious cases to 

the attention of the coroner, a delay of up to 42 days in registering it still-birth 

could seriously impair the value of subsequent investigation: and we have 
recommended (in Chapter 8) that the period allowed for registering a still-birth 

should be same as for registering a death. We see no justification for the 
absence of the requirement to notify the registrar of the means of disposal of 

the still-birth and recommend that the procedure for the disposal of dead 

bodies and still-births should, in future, be the same. 

Does the law need awendnetu 7 
25.11 The existing law governing the disposal of dead bodies is comple-

- mentary to the existing law governing the certification of the medical cause of 

- death and the reporting of deaths to the coroner. In Parts I and Ill of the Report 

The Removal of Bodies Regulations 1954 (Si. 1954/448). 
Under Resolution 3 of the Cremation Regulations 1970, It is unlawful to burn as human 

remains" except in a crematorium of the opening of which notice has been given to the 
Secretary of State (see paragraph 25.07 above), 'Ike term " human remains a' is generally 
understood to include a still-birth. Although the point has not, to our knowledge, been 
determined by the courts, it seems likely that it would be on offence to burn it still-birth 
anywhere else, e.g. in a hospital incinerator. 
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we have made recommendations which we believe will substantially improve 

these two procedures. If they are put into effect, the registrar who receives a 

medical certificate of the fact and cause of death should, in future, have in-

creased assurance that the cause of death has been accurately established, that 

no suspicion attaches to the death, and that disposal may be authorised with-

out risk that grounds may subsequently emerge justifying further enquiry into 

the cause of death for which retrieval of the body might be of value. This new 
situation will have important implications for the procedure governing the 

disposal of dead bodies--In particular for the cremation certification procedure 

which we look at in the next chapter. 
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CHAPTER 26 

CREMATION CERTIFICATION-
THE EARLY HISTORY AND THE EXISTING LAW 

The early history 
26.01 The modern practice of cremation in this country began in March 

1879, when the body of u horse was successfully reduced to ashes in an Italian-
designed furnace operating in premises at Woking owned by the Cremation 
Society. The Society was founded in 1874 by Sir Henry Thompson, Bt., 
surgeon to Queen Victoria. In the six years between March 1879 and March 
1885, when the same apparatus was used for the first time to cremate 
human remains, the bodies of three persons were cremated on apparatus 
constructed on a private estate in Dorset and a Welsh doctor was unsuccess-
fully prosecuted for attempting to cremate the body of a 5-months-old child.. 
This unsuccessful prosecution was of very great importance to the develop-
ment of cremation in Britain, since it led to a declaration by Mr. Justice 
Stephen that cremation was not unlawful provided that the act of cremation 
was not carried out in such it way us to cause a public nuisance.' 

26.02 Following these proceedings, the Cremation Society declared itself 
willing to cremate human remains at Waking, provided that those persons 
applying for cremation followed a procedure laid down by the Society. This 
procedure was especially designed to ensure that cremation should not be used 
to destroy the remains of any person into whose death further enquiries might 
be desirable. An applicant for cremation was required to complete a detailed 
form of application and to obtain two medical certificates from different 
doctors. All three documents had to be scrutinised by another doctor, who 
was known as the " medical referee ". The first medical referee at Waking 
was Sir Henry Thompson. 

26.03 In 1885, the Cremation Society carried out three cremations -all at 
Woking. By 1901, there werecrematorla at Manchester, Liverpool, Darlington 
and Hull (the last-named was the first municipal crematorium) which between 
them carried out 427 cremations. Cremations in each of those new crematoria 
were controlled by a procedure broadly in line with the one adopted by the 
Cremation Society for use at Woking .2

26.04 The practice of cremation received statutory recognition in 1902, 
with the passing of the Cremation Act of that year, which gave burial author' 
ities power toprovideand maintain crematoria. The Act did not, itself, lay down 
any precise rules; instead, it placed a duty upon the Home Secretary to make 

R. v. Price (1884) 12 QRD 247. 
° For details of these procedures see Appendix Ill of the Report of the Departmental 

Committee on Cremation, 1903 (Cd. 1452). 
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detailed regulations to control the practice of cremation.' Later that year, the 
Home Secretary appointed a Departmental Committee (consisting of two 
officials from the Home Office and a Senior Assistant Medical Officer from the 
Local Government Board) whose terms of reference required it to prepare a 
draft of the regulations to be made under the Act. Representatives of the 
Cremation Society were among those who gave evidence to the Committee and 
the regulations which finally emerged from the Committee's deliberations 
closely followed the procedure already being operated voluntarily by the 
Society.' The avowed objective of the regulations was to detect crime. They 
were designed to " reduce to a minimum the risk of cremation being used to 
destroy the evidence of murder by violence or poison

26.05 The risk that cremation would be used to conceal a crime was very 
much stronger at the beginning of this century than it is now, In 1902, it was 
stilt not necessary to obtain a certificate for disposal from either a registrar or a 
coroner before proceeding to dispose of a body by burial or removal out of 
England and Wales and it was possible to carry out the disposal without first 
registering the death. Moreover, although the fact that it death has been 
registered certainly made disposal easier to arrange, it was possible to register 
a death without first providing the registrar with a medical certificate of the 
cause of death given by at registered medical practitioner. Since there was in 
1902 no strict regulation iii 'cart h burial, which, in theory tit least, left open the 
possibility al a further examination of the batty alter exhumation, it is hardly 
surprising that strict controls were thought necessary to regulate the practice 
of cremation. In 1971, the situation is very different. As we have seen in 
Chapter 25 it is impossible lawfully to dispose of a body by any method without 
first obtaining a disposal certificate either front u coroner or front a registrar 
and neither lineament will he issued if there is any suspicion in the mind of 
the registrar or coroner that there may be it need for the body to he retained 
for any purpose. 

The existing cremation tan 
26.06 'The existing law is contained in regulations made in 1930, as 

amended by regulations made in 1952 and 1965! An application for cremation 
must be made on it pre -rdted fur in (Form A) by an executor or other person 
whose duty it Is to dispose of it body. Unless the death is one which has been 
reported to the coroner (in which case it different procedure applies) the 
applicant must obtain two medical certificates In duly prescribed form, one 

' Section? of the Crcmnthm Act 1902 requlrn the Secrelnry ofSatle " to nuke reaulatitnte 
as to the maimenanee and inapcetion of cremalorla and preactibing In what can, and under 
what conditions The burning of any human rem ins may take place... and prr,adbing the 
fomu or the notice,, certificates, anti declarations to be given or made before any such 
burning in permitted to lake place ". 

''fhe tint Cremation Regulations clime l it,, force on 3 June 1'X)3 and. although new 
principal regulations have been nude twice since that dale, the 1463 provisions have been 
in rose.-, in their nientiah, ever dace that time. Since I903, the practice of cremation Ina 
grown steadily slowly at tint, bill with increased monennm in the last 25 yeah. In 11145. 
teas that a per cam if all person, who died in Ragland and Wale, were cremated; in 1'Xrg (for 
the lint time) note death persons were uenutat than were hurled. Table T ,it pages 292 
and 293 slow, Ihal the proportion of cremation, as a twrcentagr of all death, Ins, ttwn 
eamhleally by about 2 per cent in every year since the end ,,r the lust war. 

Report or the Depaartmental Conunllice on Crenudiun. I'X13 I Cd. 1452), page 6. 
, Sec Appendix 8 for the Will of tire Regulations At amended. 
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TAsLu T 

Number of Cremations Carried Out In England and Wales 1885-1970 

(I) 

Year 

(2) 

No. of 
Crematoria 

(3) 

No. of 
Registered 

Deaths 

(4) 

No. of 
Cremations 
carried Out 

(5) 

7.~
of Cal. 4 
to Cot. 3 

1885 I 522,750 3 -
1886 1 537,276 10 -
1887 1 530,758 13 -
1888 1 510,971 28 -
1889 1 518,353 46 -
1890 1 562,248 54 -
1891 I 587,925 99 
1892 2 559,684 107 -
1893 2 569,958 131 - 
1894 2 498,827 172 -
1895 2 568,997 208 
1896 3 526,727 191 
1897 3 541,487 234 
1898 3 552,141 .12e -
1899 3 581,799 151 
1900 3 587,830 424 - 
1901 3 551,585 427 -
1902 7 535,538 431 
1903 8 514,628 451 -
19114 8 549,784 531) 111 
1905 12 520,031 569 111 
1906 12 531,281 698 01 
1907 12 524,221 677 01 
1908 12 520,456 767 01 
1909 12 518,(03 824 02 
1910 12 483,247 812 02 
1911 12 527,810 984 02 
1912 12 486,939 1,090 02 
1913 12 504,975 1,139 02 
1914 12 516,742 1,222 0.2 
1915 13 562,231 1,348 02 
1916 13 508,217 1.295 0-3 
1917 13 498,922 1,444 0-3 
1918 13 611,861 1,721 03 
1919 13 504,203 1,947 o4 
1920 13 466,130 1,716 04 
1921 13 458,629 1,835 04 
1922 14 486,780 1,934 04 
1923 14 444.78% 1.898 04 
1924 15 473,233 2.308 0.5 
1925 15 472,841 2,565 05 
1926 15 453,80) 2,179 06 
1927 15 484.609 3,136 0-6 
1928 17 460,389 3,293 07 
1929 17 532,492 4,149 011 
1930 IS 455.427 4,211 119 
1931 19 491, 6311 4,864 I.0 
1932 21 484,129 3,875 1.2 
1933 28 496,463 6.890 I.4 
1934 32 476,811) 7,593 1.6 
1933 33 477,401 8,746 1.8 
1936 34 495.764 10,188 2.1 
1937 38 309,574 12,641 25 
1931 44 478,996 14,523 3.0 
1939 47 499,902 17,643 3.5 
1940 49 381,537 22,312 3.8 
1941 50 535,160 22,833 4.3 
1942 50 480,137 24.778 5.2 
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TABLE 1-Continued 

Number of Cremations Carried Out In England and Wales 1685-1970 

(I) 

Year 

(2) 

No, of 
Crematoria 

(3) 

No. or 
Registered 

Deaths 

(4) 

No. of 
Cremations 
Carried Out 

(5) 

/ 
of Cal. 4 
to Col. 3 

1943 51 $01,412 29,956 6.1 
1944 51 492,176 34,459 7.0 
1945 51 488,108 38,269 7.8 
1946 51 492,090 44,844 9.1 
1947 51 517,612 55,195 10.7 
1948 51 469,896 57,907 12-3 
1949 51 510,736 72,517 14-2 
1950 51 510,301 81,576 16.3 
1951 52 549,380 98,028 17.8 
1952 56 497,484 98,523 196 
1953 61 503,529 107,505 23-0 
1954 67 501,896 115,201 23-0 
1955 76 518,864 129,957 25.0 
1956 91 521,331 141.214 27-3 
1937 99 514,870 150,400 29.2 
1958 III 526,843 166,134 31.5 
1959 121 327,651 173,740 33-3 
1960 137 526,268 188,172 35.8 
1961 146 551,752 206,872 37•5 
1962 134 557,836 222,027 39.8 
1963 159 572,866 240,495 41.9 
1964 164 534,737 235,287 44-0 
1963 766 549,379 249,378 45.4 
1966 174 563,624 270,656 48.1 
1967 178 542,516 210,939 49-9 
1968 182 516,754 302,130 52.4 
1969 182 579,376 311,624 53.8 
1970 184 $74,256 325,552 56.7 

I 

of which (Form 8) must he completed by the ordinary medical attendant of 
the deceased person and the other (Form C) by a doctor not connected with 
the first doctor. All these documents are then sent to the medical referee of 
the crematorium, who, if he decides to authorise cremation, issues another 
certificate (Form F), which is sent to the crematorium superintendent. 
alternatively, if the death hits been reported to at coroner, the regulations 
provide for him to Issue a certificate (Form E) which the medical referee is 
empowered to accept in lieu of the medical certificates issued by the two 
doctors. A medical referee may also allow cremation on the production of a 
certificate in Form D (certificate oiler pull-mortem examination) issued either 
by himself or by if pathologist appointed by the cremation authority or. in 
case of emergency, appointed by the medical referee. In certain circumstances, 
a referee may allow cremation on the production of other documents to 
which we shall refer later, 

26.07 In every case, the medical referee must satisfy himself that the 
requirements of the Cremation Acts and Regulations have been complied 
with, that the cause of death has been definitely ascertained and that there is 

i no reason for any further enquiry or examination of the body.' 

See porm F (the authority to crenate) printed In Appendix 8, 
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The application for crenmrion (Form A) 

26.08 Form A requires an applicant to give his name and address and 

occupation, and the same particulars plus age and sex in respect of the 

deceased person. He must then answer a series of questions designed to 

establish such particulars as his relationship with the deceased, the attitudes 

of the near relatives' of the deceased to the proposed cremation, the particulars 

of the death (i.e. date, time and place), the names and addresses of the ordinary 

medical attendant of the deceased and any other doctor who may have attended 

during the last illness. The applicant is asked to state on the form whether he 

has any reason to suspect that the death was due directly or indirectly to 

violence, poison, privation or neglect or for supposing that there is any 

reason why an examination of the remains is necessary. The form has to be 

countersigned by "a householder to whom the applicant is known" who can 

certify that he has " no reason to doubt the truth of any of the information 

furnished by the applicant' , 2

The firs? medical cerdfirale (Form 1f) 

26.09 Under the regulations. Form B must be given by the registered 

medical practitioner who attended the deceased person during his last illness 

and who has given the ordinary medical certificate of the cause of death which 

is required for registration purposes. According to the regulations, the doctor 

who gives Form B must be able to certify definitely the cause of death and the 

form of the certificate requires him to have soon and identified the body after 

death. The form contains 18 questions. Like the person applying for cremation. 

the doctor is required to give particulars of the hour. date and place of death 

and the name and address of the deceased, lie must disclose his relationship, 

if any, to the dead person and state whether he has any pecuniary interest in 

the death. He must also say whether he was the ordinary medical attendent of 

the deceased and whether he attended the deceased person during his last 

illness. In both cases, he must state the length of his attendance. As to the 

death itself he must indicate how soon after death he saw the body, describe 

his examination of it, state the cause of death. and the mode of death° and its 

duration in days, hours and minutes. He is asked to state whether his answers 

concerning the made of death are based either on his own observation or on 

those of sonic other person who was present at the moment of death. If they' 

are partly based on the statement of others, he must indicate by whom these 

statements were made. Particulars are required also of any operation under. 

gone by the deceased person during the final Illness or within a year of death 

and the doctor is asked to name the persons nursing the deceased person 

during the last illness and the persons (if any) present at the moment of 

death. Finally, the certifying doctor must say whether, in view of his knowledge 

of the deceased person's habits and constitution, he feels any doubt whatever 

as to the character of the disease or cause of death, whether he has any tresses 

to suspect that the death was due directly or indirectly to violence, poison 

The term" near relative" is defined In a note appended to the certificate as including° 

widow or widower, parents, children above the age of sixteen, and any other relative usutllr 
raiding with tie deceased. 

' See Form A as printed in Appendix S. 
The exmneles of "mode of death" given on the certificate arc "syncope. cone, con' 

vulsions. etc,' —the smote examples that were on the certificate in 1903. 
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privation or neglect, or to suppose that a further examination of the body is 
desirable, If he has not also given the certificate required for registration 
purposes, he must say who has. The doctor must certify all his answers as 
being true and accurate to the best of his knowledge and belief and he must 
further certify that he knows of no reasonable cause to suspect that the deceased 
person died either a violent or an unnatural death or sudden death of which the 
cause is unknown or died in such place or circumstances as would require an 
inquest to be held. 

The confirmatory medical cerl feate (Form C) 

26.10 The second medical certificate must be issued by a registered medical 
practitioner of more than 5 years' standing who is neither a relative of the 
deceased nor a relative or partner of the doctor who has given Certificate 8.1 

The Form requires him to state that he has examined Form B and that he has 
based his answers to the eight questions of Form C upon personal enquiry. 
Neither the Regulations, nor the proscribed Form itself, contain a specific 
requirement that the second doctor must have seen the body, but he must say 
whether he has done so and whether he has carefully examined it externally. 
He must also indicate whether lie has made a post-mortem examination. The 
form of the certificate requires the doctor to name those persons whom he has 
seen and questioned concerning the death. He is obliged to indicate whether 
he has seen and questioned the doctor who issued Form B, any other doctor 
who attended the deceased, those who nursed the deceased during the last 
illness or were present tit the death, or any relative of the deceased or any other 
person. He must give the names and addresses of all these persons except 
those of the doctor who signed Form It, lie must also say whether he saw 
those persons alone. The confirming doctor must state that lie is satisfied that 
the cause of death is us stated and certify, in exactly the same terms as the 
Form B doctor, that he has no reason to suspect that tin inquest is necessary. 

26.11 According to a "Note" printed at the hnttom of Form C as 
prescribed in the regulations, it is the duty of one of the two certifying doctors 
to hand both certificates to the medical referee or send them to him in a closed 
envelope. 

The cost of cremation rerrlfirafes 

26.12 It is the practice I'ur a charge to be made by the medical practitioners 
responsible for the issue of Certificates B and C. The amount of the fee 
charged is, in law, a matter for private agreement between the relatives of the 
deceased and the certifying doctor. The Cremation Act 1952, which was 
introduced by a Private Member, gives the Home Secretary power to prescribe 
fees for the medical certificates required by the regulations, but this power has 
never yet been exercised. When the Bill was before Parliament, the Home 
Office spokesman indicated that, while the home Secretary accepted such a 
power, he was anxious not to use it and that he preferred to rely on the fees 
being controlled by voluntary arrangements in the medical profession. In 
1953. a fee of 2 guineas (L2.IOp) for each certificate was recommended by the 

' It is lawful for the medical referee if he has personally Investigated the cause of death 
to give a certifime in Porn, C (Regulation II, Cremation Regulations 1930). 
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British Medical Association and, in the absence of evidence that this recom-
mendation was being widely ignored, successive Home Secretaries declined to 
exercise their power to prescribe the amounts that might be charged. In 
July 1969, the Association recommended that the fee for each certificate 
should be increased to 3 guineas (£3.15) and in April 1971 a further increase 
to £4 was recommended. We learned from witnesses that there has always 
been controversy about the proper amount for these fees. Not all doctors 
follow the BMA recommendation and some charge more than the recom-
mended fee. The arguments about the amounts of these fees ranged from the 
contention that the certificates should be free under the National Health 
Service to one that doctors should be free to charge " what the market will 
pay ". The Home Office informed us that there was no proposal for the Home 
Secretary to exercise his power to proscribe fees before receiving this Report, 

Form D--eertffieate after post-mortem examination 

26.13 The effect of Regulation' 8 and 12 of the principal Regulations is 
such that a medical referee may also authorise a cremation on receipt of 

a 

certificate in Form D. This is a certificate giving the result of a post-mortem 
examination and maybe completed either by tile medical referee himself, if he 
has performed the autopsy, or by tiny medical practitioner who has carried 
out such an examination on his instructions. The doctor completing this 
certificate certifies that he has made a post-mortem examination on the body 
of the deceased person whose name, address and occupation lie must insert 
on the certificate. He must declare that he is satisfied that the cause of death 
is as stated on the certificate and that there is no reason for making a toxi-
cological analysis or for holding an inquest. The reference to a toxicological 
analysis has to be deleted if one has been made and the result is staled on the 
certificate or on another attached to it. 

26.14 The Regulations are not very clear about the circumstances in which 
a certificate in Form D should be completed. But, in practice, it is issued 
either because the medical referee is for some reason not satisfied with the 
certificates submitted to him and decides to exercise his right to order a 
post-mortem examination (see paragraph 26.26 below) or because for some 
reason it is not possible for Forms B and C to be completed and a post-mortem 
examination arranged by the medical referee provides the only wily of securing 
a cremation without reporting a death to a coroner. The Regulations do not 
give the medical referee tiny power to pay for a post-mortem examination. In 
practice, the cost of a certificate in Form D is borne sometimes by the relatives 
or other persons arranging the cremation and sometimes by the cremation 
authority. 

The coroner's cerrll/icate (Form E) 

26.15 A coroner's certificate in Form F. (which is issued without charge 
to the relatives) is the only certificate available to the medical referee in cases 
where a coroner has accepted jurisdiction over the death. A coroner is 
usually called upon to issue a cremation certificate because the death has been 
reported to him as a result of the operation of the normal processes of certi-
fication and registration of deaths and because the relatives want the body to 
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be cremated. (It can, and on very rare occasions does, happen that a coroner 
issues this certificate after the death has been referred to him as a result of the 
operation of the cremation certification procedure.) 

26.16 A coroner may issue Form E as soon as he has either certified the 

medical cause of death after a post-mortem examination or opened an 
inquest on the dead person. The possibility of issuing a cremation certificate 
before the conclusion of an inquest has existed only since 1965, when the 
principal regulations were amended. Before 1965, with certain exemptions for 
industrial, railway, flying or road accidents, a coroner could not issue a 
certificate in any case in which he was holding an inquest until the completion 
of the inquest proceedings. The exceptions were intended to apply to a situa-

tion in which the coroner was satisfied as to the medical cause of death on the 
basis of a post-mortem examination but was adjourning his own proceedings 
until the result of some other form of enquiry into the accident was known. 
In the event, however, the proviso proved unsatisfactory in respect of deaths 

caused by road accidents. In these cases, delay arose because of the require-
ment that an inquest should be adjourned if, as a result of the accident, anyone 

was charged with the offence of mmnslaughter or causing death by dangerous 
driving. The view was taken that when an inquest wits adjourned pending the 
result of criminal proceedings, this was not an adjournment " with a view to 

the investigation of the causes of the occident " (tile phrase mentioned in the 

proviso to the 1930 Regulations). It followed that, on the numerous occasions 

on which inquests were adjourned for this reason, cremation might be delayed 
for many months until the trial at assizes had been completed. It was observed 
that thin situation caused considerable distress to relatives who were unable 

to go ahead with the funeral arrangements until the coroner had concluded his 
enquiries. The change in the law brought about by the 1965 amending 
Regulations has virtually done away with this hardship. But, as It direct 
result of this change, Form E no longer provides for a statement of the cause 
of death since the Form in now sometimes issued before the and of the inquest 
when it is not possible, in a legal sense, to state the cause of death.' It follows 
that the medical referee in such a case is, theoretically at [east, in difficulty if he 

wishes both to issue Form F authorising cremation and to carry out, before 
doing so, his statutory duty to .Satisfy himself that the cause of death has been 

definitely ascertained. In addition to this apparent anomaly, there are it few 

other circumstances to he noted here in which a medical referee is empowered 

to allow a cremation in the absence of at definite ascertainment of the cause of 
death or. alternatively, in the absence ol'the prescribed certificates. 

Orders made by the home Secretary 

26.17 The 1930 regulations make provision Specifically for the cremation 
of the remains of persons who have died outside this country and whose 

bodies have been brought back for cremation. tinder Regulation 12, the 
Home Secretary has power, in any case in which a death took place out of 

England and Wales and lie is satisfied that the case is one in which cremation 
may properly take place, to authorise a medical referee to allow cremation 

' When a death In the subject or a c noner's Inquest. the cause of death recorded for 
registration purposes must agree exactly with the tlndinas or the coroner's inquest. 
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without the production of Forms B and C. We were informed that, in every 

such case, the Home Office asks to see all the documents which have accore. 

panied the body to this country as well as the form of application for cremation. 

It is usually practicable to establish that a death was " natural " from examin-

ation of documents issued in the country where the death occurred. But it is 

not practicable to make detailed enquiries about every such death which 

occurs abroad, so that, for the most part, the Home Office has to be satisfied 

with whatever information is available. 

26.18 Under this same Regulation, the Home Secretary may authorise a 

medical referee to allow cremation in the absence of it coroner's Certificate is 

Form E if he is satisfied that " by reason of any special circumstances it is 

undesirable or impracticable to hold an inquest ". Although the Regulation 

does not specifically limit the exercise of this power to deaths occurring abroad, 

the Home Office told us that, in practice, the power is only used when a death 

has occurred overseas in circumstances which would, if they had occurred in 

this country, have made an inquest mandatory. It has been recognised by 

coroners and the Department that it would be virtually impossible for an 

English coroner to summon to the United Kingdom the witnesses necessary 

to hold an inquest on such a death. Nevertheless, it has been the invariable 

practice of the Home office to secure the agreement of the coroner in whose 

area the body is lying before proceeding to make an order. In any case is 

which the Home Office has had doubts about the adequacy of the enquiry 

made abroad into the cause of death it has sought the help of the Foreign and 

Commonwealth Office in obtaining information ('rem the country where the 

death occurred. However plentiful or scarce the information supplied, it has 

been almost unknown for the Home Office to refuse to issue an Order. In 

1970 the Home Office issued 247 Orders in respect of bodies brought in from 

abroad--at least half of which represented deaths which, if they had occurred 

in this country, would have been reported to coroners. 

Deaths in Scotland 

26.19 Where a person dies in Scotland and his relatives wish him to be 

cremated in England or Wales, it is not necessary to seek an order from the 

Home Secretary. The Cremation Regulations 1952 empower u medical referee 

to accept an application accompanied by certificates given in accordance with 

the regulations operating in Scotland. 'These arc, broadly, comparable to the 

English regulations. 

Cremation of remains burled for more than one year 

26.20 Under Regulation 13 of the 1930 Regulations a medical referee may 

allow the cremation of human remains which have been buried for one year 

without production of any of the certificates usually required, but subject to 

such conditions as the Home Secretary may have imposed either in his licence 

authorising the removal of the interred remains or otherwise. This provision 

is used, for example, when, for various reasons, old burial grounds are being 

developed for other purposes and it is necessary to remove the remains in the 

course of development. 
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Dispensing with certificates in the interests of public health 

26.21 Under Regulation 14 of the 1930 Regulations, the medical referee 
may, if he is satisfied as to the cause of death, authorise the cremation of 
persons who have died of " plague, cholera or yellow-fever " even though the 
ordinary requirements of the cremation regulations have not been met. There 

is also provision in this regulation for certain other regulations to be" tempor-
arily suspended or modified in any district during tin epidemic or for other 
sufficient reason by an order of the Secretary of State on the application or a 
Local Authority ". We arc not aware that any such order has been issued in 
recent years. 

The disposal of anatomical remains--Form H 

26.22 Another change introduced by the 1965 regulations concerned the 
disposal of human remains which have been used for instructional purposes in 
hospitals or medical schools. A medical referee may now authorise cremation 
in the absence of any of the usual certificates when the body has undergone an 
anatomical examination under the provisions of the Anatomy Act 1832 and a 
certificate in Form H has been given by a person licensed to practise anatomy 
tinder that Act. A person giving Form If is required to state the full name, 
age and sex of the deceased person together with the date and place of death. 

The pavers and duties of the medical referee 

26.23 The Regulations provide that every crematorium must possess a 
medical referee and it deputy medical referee and that no cremation may take 
place except upon the authority of a certificate given by it referee. Medical 
referees and their deputies are appointed by the Home Secretary on the 
nomination of the cremation authority. They tire required by the Regulations 
to be registered medical practitioners of not less then 5 years' standing and 
they must possess such experience and qualifications as will fit them for the 
discharge of their duties. 

26.24 We made enquiry of the Home Office to discover how far these 
provisions had been round useful in the selection of referees of recognisable 
standing. We learned that, in practice, the I tome Office has found itself unable 
to do more I him check that the cant idate nominated by the cremation authority 
has the necessary medical qualifculions. In other words, appointments are, 
in effect, made by the cremation authority and the approval of the Ilome 
Secretary amounts to little more than a " rubber stamp ". Most crematoria 
are run by local authorities, either individually or jointly, and, where this is 

the case, it is the usual practice for medical officers of health to he appointed to 
the post of medical referee.° The 19 privately owned crematoria all employ 

general practitioners ns medical referees. 

'A cremation authority h detlned In the Regulations as "a burial authority ur snYcompany 
or person by whom a crematorium list been established". 

s There 6 a difference of opinion between the Itrillsh Medical Asuelation on the one hand 
and the profcsional organisation. of the nvdkal omcx•rs of health and medical referees on 
the other about the suitability or medical oltken or health for the post or medical referee. 
The BMA claim that the post requires wide clinical experience which few medical oaken of 
health can be expected In possess. Thecontrary argument lays emphases on theindependence 
of the medical officer of heahh from the nedlcal practitioners wlusst- certiticaics le will be 
called upon to scrutinise mid point, to the atlnunistrativc ndvantases shut can flow from the 
combination of the two once'. 
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Remuneration of medical referees 
26.25 There is no prescribed fee for the issue of Form F (the authority to 

cremate) and both the amount of the fee charged by medical referees and the 
payment made to them by cremation authorities varies throughout the country. 
The fee paid for this certificate may be as little as 25p or as much as £1.05. In 
some places, payment for the certificate is included in a single cremation fee 
charged by the cremation authority. Medical referees sometimes retain the 
whole of the fee, sometimes a part of it, but often pass the whole amount to 
the cremation authority. Those who are also medical officers of health usually 
retain no part of the fee, but receive in addition to their salary as medical 
officers an allowance proportionate to the number of cremations which they 
are asked to authorise. This allowance is computed in accordance with a 
scale agreed during Whitley Council negotiations. It Is difficult to convert this 
allowance into a figure For each cremation, hut, roughly, it represents a scale 
running from a maximum of about 25p, which will be exceeded if there are 
very few cremations, to a minimum of about Sp. Medical referees who arc also 
medical practitioners are more likely to retain the whole of the fee paid by the 
applicant for cremation and this fee is usually £I.05—the amount recommended 
by the BMA. 

26.26 On paper, the duties of a medical referee look onerous -although. as 
we have seen, the payment which lie receives does not always suggest that the 
work is very dcmundingr His duties are set out in detail in Regulation 12 
(as amended) of the principal Regulations. The medical referee is required to 
examine the application and the certificates presented to him and to satisfy 
himself that they are in order and that they have been completed after adequate 
enquiry. He has an unfettered power to make whatever further enquiry he 
thinks necessary and lie may decline to authorise cremation without giving any 
reason. If he is, for any reason, not satisfied with the documents presented to 
him, it is open to him to require a post-mortem examination, to refer the 
death to a coroner or simply to refuse cremation, lie is, however, obliged to 
require a post-mortem examination "if the cause of death assigned in the 
medical certificates Is such as, regard being had to all the circumstances, 
might be due to poison, to violence, to any illegal operation, or to privation of 
neglect ". The results of this examination will be reported to him on a certi-
ficate in Form O. If this examination fails to reveal the cause of death, he 
must decline to allow the cremation unless an inquest is opened. lie may, of 
course, refer the death to the coroner without calling for a post-mortem 
examination, for which, in any event, he cannot himself pay. We shall 
consider the use to which the medical referee puts these various powers us we 
consider the way in which the Cremation Regulations work out in practice. 
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CHAPTER 27 

CREMATION CERTIFICATION—
THE EXISTING PRACTICE AND OUR 
RECOMMENDATIONS FOR THE FUTURE 

27.01 A quarter of a million cremations annually are authorised by medical 
referees on the basis of information provided by an applicant for cremation 
on Form A and certificates in Forms B and C given by two doctors. Once 
cremation has been decided upon, the responsibility for providing the medical 
referee with these Forms usually falls on the funeral director or upon whoever 
is making arrangements for the funeral. The application form and the certifi-
cates are provided by cremation authorities- -almost all of whom print their 
own, Form 13 and Form C are printed together on the same document. 
Once Form A has been completed, the funeral director will hand Forms Band C 
to a doctor who has attended the dccensed in his lust illness and who, provided 
he has seen the body after death, will be able to complete Form I3. From this 
point, the doctors giving the cremation certificnes work to a time-table which 
is determined by whatever funeral arrangements the relatives, the cremation 
authority unit the funeral director himself regard ax most convenient. 'fable U 
on page 302 indicates that the interval between death and disposal does not 
vary significantly according to whether disposal is to be by burial or cremation. 
Most funerals take place between three and six days after death. In many 
cases, the decision that the disposal should be by cremation Is taken before 
death, either by the deceased person himself or by his relatives, so that the 
process of cremation certification can begin soon after death. We understand 
that, where cremation is intended, doctors complete the medical cert ilicatc 
of the cause of death required for registration purposes and Form B soon after 
they have seen the hotly following death. The doctor who has completed 
Form I3 is responsible for handing this certificate to a second doctor to 
complete Form C and both forms are then sent to the medical referee. 

27,02 Having regard to the other demands and pressures on the time of 
the doctors responsible for completing Forms 11 and (' and on the medical 
referee (all of whom are involved In the cremation certifeation process on a 
"part-time " basis), we had expected to he told that this process of Inter-
communication between the doctors and also between doctors and the 
relatives or friends of the deceased sometimes caused difficulty or Inconveni-
ence. In fact, however, our witnesses made no mention of tiny problems of 
this nature and the Home Office told us that it wits almost unknown for a 
complaint to be received from a member of the public discondited by questions 
put to him by the doctor responsible for completing Form C or by a medical 
referee. We have concluded that, if they are to he judged only by the test of 
convenience in the puMlr, the present arrangements for cremation certification 
can be said to he generally satisfactory. 

27.03 The evidence which we received from our witnesses about the work-
ing of the certification procedure set out in the Cremation Regulations was 

301 

RLIT0001858_0158 



TABLE U 

Interval Between Death and Disposal of Body 

Source: A sample of 2,202 deaths occurring in the latter half or 1969, 
taken from one registration subdistrict in each of the ten registration 
regions, and supplied by the Registrar General for England and Wales 

flu 'tat Cremotlon 
Days Disposal document Disposal document 

issued by Issued by 

Registrar  Corona Registrar Comma 

0 I 1 2 2 
1 
2 

1 — 
52 1 

— 
43 

—3 
3 22L 12 216 24 
4 287 12 214 54 

5 195 is 132 59 
t29 10

3 139 7
6 

in 40 
8 32 4 14 17 

23 3 14 14 

10+ 23 6 7 5 

Totals 1,045 75 212 I 270 

Grand Totals 1,120 1,062 

coloured by the view which they each took of cremation itself. The represents' 

tives of the cremation movement, for example, started from the promise that 

cremation is, in itself, "a good thing " and that it, therefore, deserved official 

encouragement (or, at the very least, not discouragement). They saw the 

existing procedures as being unnecessarily complicated, out of date, expensive 

and restrictive; and they made no secret of their desire to see a simplified 

procedure. The British Medical Association, on the other hand, while 

recognising the "considerable sanitary And economical Advantages" of 
cremation chose to place their own emphasis on the fact that cremation is the 

most efficient way of completely destroying the dead body. From that 

position, they concentrated their evidence and their Arguments on the need 

for the strictest precautions to be taken before a body was disposed of in 

this way. Other witnesses tended towards one or the other of thew extreme 

views and the burden of their evidence was shaped accordingly. All of our 

witnesses concerned themselves chiefly with the merits of the medical certifi-

cates required for cremation purposes and with the care (or lack of it) in the 

completion of these documents taken by the three doctors concerned in the 

certification process. The following were the main lines of Argument put 

to us. 

27.04 The representatives of the cremation movement and of the National 
Association of Funeral Directors accepted the need for a certificate broadly 
along the lines of Form B (they were ready to suggest modifications to the 

present certificate) because they recognised that, for the purposes of cremation, 

it was necessary to have a " stronger " certificate than the existing medical 

certificate of the cause of death required for registration purposes. They saw 
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the need for a certificate which would require the doctor completing it to 
have made some kind of examination of the body before doing so. They also 
suggested that, whether by means of this certificate or otherwise, the certifying 
doctor should be encouraged to consider carefully whether any factors relating 
to the death made a further examination of the body desirable. As to Form C, 
they accepted that, where genuine doubts existed about the cause of death, 
this certificate might be more valuable if it were completed by an experienced 
hospital pathologist after a postmortem examination.' In their view, only 
an examination of this kind could provide conclusive evidence of the cause of 
death and confirm whether there was reason to suppose that any suspicion 
attached to the death. But, subject to this proviso, they saw little value or pur-

pose in requiring a confirmatory certificate. They told us that, in their exper-
ience, Form C was frequently produced in a hasty or perfunctory manner, often 
even without a sight of the body. If an examination of the body was made, 
it was, they thought, usually too superficial to be able to detect foul play or 
negligence of a sort which might have escaped the attention of t doctor 
giving Form B, or for which that doctor might have had sonic responsibility. 
Funeral directors told us that, in their experience, doctors often completed a 
certificate in Form C in respect of a body which was already in its Collin and 
after an examination consisting merely of a glance at the deceased person's 
face. 

27.05 The British Medical Association took the view that the Involvement 
of three doctors in the certification process and the existence of a requirement 
that the medical referee should be satisfied that the cause of death had been 
" definitely ascertained " were both essential safeguards against the destruction 
of evidence of crime or neglect. Like the representatives of the cremation 
movement and the National Association of Funeral Directors, they had their 
own suggestions to offer for improving the content and general layout of 
Form B; but they had no serious criticisms to offer about the way In which 
the Form B doctor approached his responsibilities in connection with the 
completion of this certificate. Form C they regarded as the " lynch-pin " of 
the cremation certification process. They strongly urged that the requirement 
for a confirmatory certificate should be retained (calling it A "vital 
safeguard "). They accepted that the wording of the questions In Form C 
could be improved, but they did not accept that the fact that the form was 
badly worded and the Answers to the questions often very brief mount that 
the forms were inadequately completed or that the doctors examination 
of the body had been cursory or that he had Asked no questions before 
completing the certificate. 

27.06 'fhe Association of Crematorium Medical Referees expressed 
themselves, on the whole, content with the present cremation regulations. 
In their view, the regulations encouraged improvements in the standards of 
certification of the cause of denth, for registration as well as for cremation 
purposes, And, at the same time, they provided n protection for the public 
interest. They argued also that the requirement that Form C should be 

' We were told that, even when a poat•moriem examination had not been carried out in a 
hospital by an experienced palhologlst. It was not unusual for a certificate In Form C to be 
given by anol her member of the hospital stair. 
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completed by a medical practitioner not connected with the doctor who 
completed Form B was conducive to a more careful assessment of the cause, 
of death by both doctors; and they asserted that interviews with those who 
had nursed the deceased or who had been present at the death could bring to 
light " sources of dissatisfaction and anxiety " which it was proper for doctor 
to take into account before completing these certificates. 

- 27.07 Other witnesses, notably the Police Federation, the Coroner. 
Society and individual pathologists, all stressed the need for safeguards again.' 
crime in any cremation certification procedure. But, at the same time, the) 
were strongly of the opinion that the existing arrangements were far from 

••• 
perfect. There was support from these sources for the view that Form C 
in particular, was an over-rated document which should either be dispensed 
with altogether or replaced by something better. The Police Federation and 

• ' the Coroners' Society both suggested that the functions of a medical refire, 
• in scrutinising cremation certificates might be better carried out by whole-tin. 

coroners. 

• 27.08 This bare summary of the main arguments put to us does no 
justice to the vigour, or sense of conviction, with which the various interest. 
pressed their respective views. We were impressed by our witnesses on thin 
subject, but we confess that we found none of then, wholly convincing. It 
seemed to us that, in preparing their evidence. none of them had takes
sufficiently into account either the changes in the law and practice of medical 

• certification of the cause of death which have taken place over the last 70 yeah 
or the experience of other forms of disposal in the same period. None of them • , advanced their arguments from the context of a fully comprehensive and 
improved procedure for certifying the medical cause of death, such as the one 

• which we have recommended In Part I of our Report. To our minds, two 
developments in this century are of particular significance. First, the existing 
law relating to the medical certification of the cause of death (despite the 
defects which we have noted in Part 1) provides it much greater measure iii 
assurance that an untoward death will come to notice than was the case in 
1903.1 Secondly, experience of exhumations since 1903 has shown that, not 
withstanding the great advances in forensic science since then, the practical 
distinction between earth hurial and cremation, from the point of view of tIu 
destruction of evidence of unsuspected homicide, is much smaller than was 
believed to be the case in 1903.2 With there developments in mind and in the 
knowledge that cremation will become more and more the predominant 
method of disposal, we concluded that the principal questions which we should 

:• 1 ask ourselves with regard to the cremation certification procedure were: 

(I) What lessons are there to be learned from the experience of 70 yeah 
operation of the cremation regulations? or. put another way, what 
advantages, if any. does it procedure involving the issue of certificate. 
by three doctors hold over the improved procedure for certification 
of the medical cause of death which we have recommended in Pant 
of this Report? 

'Chapter 26, paragraph 4. 
Chapter 4, paragraph 27. 
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(2) Assuming that our recommendations in Part I arc adopted, what 
supplementary safeguards. it' any, will be needed after a registrar or 
appropriate authority has authorised disposal but before the body is 
cremated? 

(3) What changes should be made in the cremation law? 

Ii) What lessons arc there to be learned from the experience of 70 years of the 
cremation regulations? 

Porn, B 
27.09 As we have seen in Chapter 26, Form B is a long, and at first Sight, 

rather a complicated document. It was criticised by nearly all our witnesses on 
the grounds that it is repetitive and, in places, less than clear. At the same lime, 
they were all agreed that, given the deficiencies in the existing law relating to 
the certilication of the cause of death for registration purposes, a certificate 
along these lines was an essential element in the cremation certification pro-
cedure. 

27.10 We agree with these criticisms and we accept, too, that the virtue 
of this certificate lies in the fact that it is at better medical certificate of the 
cause of death than the one which a doctor who has attended a deceased 
person in his last illness is required to send to the registrar of' deaths. It Is 
better because it is so constructed as to concentrate a doctor's mind on two 
important matters, viz: 

(l) the need to describe the medical cause of death accurately, and 
(2) the need to consider whether there is any factor or circumstance 

which would make it desirable that a further examination of the body 
should he carried out. 

The certifying doctor should be prompted to consider both these points by 
the questions on the certificate (in particular, questions 15. 1(1 and 17), the 
content of which we have already described in paragraph 26.09 above. The 
certifying doctor should also be encouraged to consider the knowledge and 
judgment of others close to the deceased by the question asking whether, in 
furnishing certain information, he is relying on his own knowledge or on what 
other people have told him. 

27.11 But, despite these obvious merits, the certificate is far from perfect. 
In the fi rst place. It contains it number of features which we have considered 
and rejected for inclusion on a new medical certificate of the fact and cause of 
death (see Chapter 7), e.g. the references to the made of death and to the 
date and place of death. Secondly, although the form may succeed in directing 
the mind of a certifying doctor to such questions as" violence, poison, priva-
tion or neglect ", neither the Regulations, nor the Form itself, require a doctor 
to take any specific action if he does have suspicions that these factors may 
he involved in the death. Thirdly, we think that it would he fair to say that the 
form is designed not so much to ensure that the certifying doctor makes his 
own careful examination into the causes and circumstances of the death as to 
ensure that another doctor (the medical referee or the Form C doctor) has 
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the opportunity of doing so. A large number of the questions on Form B I + .o so 

simply require the doctor to name the persons who might be able to help with q• I I $ I

such an investigation. o'e 
x'•9 U X I l a I & M 8 

27.12 A particularly unsatisfactory feature of the certificate in Form B g 
~ 

is the question which requires the certifying doctor to state whether ho has W  N • a, m 

any pecuniary interest in the death. We discussed the whole question of a 9 I I $ I

whether or not a known pecuniary interest in a death should disqualify a
doctor from giving a certificate of the fact and cause of death in Chapter 6 m 3 < X I I $ I

• above. It is sufficient to say here that we see no point in a question which E 'a 

admits of the answer " es ", but leaves in doubt the question of whether an e 

affirmative answer has any significance. 0

27.13 As to the manner in which Form R is completed, our witnesses had I A i U \ $ $ $ .. $
no serious complaints to make, although we were informed by funeral directors c C < 

iF 
that, in their experience, the examination of the body referred to in the certifi- $ a m ez $ $ 6 $ 

m 
- - inM 

cote (but not required, in terms, by the Regulations) was sometimes very brief, a . a m ., 
-- particularly if it took place at the funeral director's premises. b " ~p a .e -' a 

Form C 
27.14 The second medical certificate (Form C) is a much shorter and '~ ~ a I I >'~ I 

;.; simpler document than Form B. It is also the feature of' the cremation certifi- ' 
cation procedure which, perhaps more than any other, distinguished it in the g a U \ I I I Iw >R $ 

a 

minds of our witnesses from the procedure applying to burials. Realising I
i ; the importance of this certificate in tiny assessment of the value of the creme,• ; g  N ♦ N a
~;,, tion certification procedure, we tried to discover how doctors were accustomed - e  m ` I $ I

tis 
to answer the questions which it contains. We made this attempt not only by B 

~., closely questioning Lill those of our witnesses who had had an opportunity to !~ : < .. I I I ~; $ 
t'" observe the way in which the certificate was completed but also by seeking d e c ; ' 

t `' factual information on the subject. At our request, the Association of Crema-  
a ,s 

torium Medical Referees were kind enough to let us have sonic data extracted °  z, 4 A $ $ g 
from the answers to the questions on Form C given by doctors to medical : -0 i1 n fr N
referees at four crematoria in different parts of the country. 'I7uis information 1 G 1 8*   $ $ $ n

• is analysed in Table V below. The sample was a small one, but it remains 
possible to discern from the table certain significant features. The table  C S a N „ ° _ = 
indicates, for example, that there is a striking reliance by doctors completing m $ $ O $ r a 

Form C on seeing the body and making direct contact with the Form B  - <mU0 

! i• doctor rather than on making it post-mortem examination, or conducting 
o 

888 < „ $ $ a 8 . ,~„ I d u 
extensive enquiries involving persons other than the doctor who has given the  
first certificate. 'The table also shows that the practice of questioning other 

• doctors who had attended, or other persons who had nursed, the deceased I  V;gB•~p g 
4.~, was much the same whether the death had occurred inside or outside hospital. LL r, ' e1 

+ ;4 O b
But, as might have been expected, more inquiry was made in hospital of  •  $81 g

p
other doctors than of those involved in nursing attendance. When the death G g lZ p B$,. B  g fi ~ fi u 
took place in hospital, little enquiry was made of relatives. For deaths outside £ G'

 
k $  g St 51 g 

hospital the pattern of answers to this question was erratic, ranging from an  3~ a 9M S gQ i3 9 d =  
affirmative answer rate of 86 per cent at one crematorium (where it whole v y $ v 9Ou „$ G 

year's cremations were included in the sample) to nil in another (where the = 0~ 7 
e6 ? .& .o= 8~

•, period reviewed was only six weeks). The overall rate of enquiry of relatives _ ~;
`l t 

when the death occurred outside hospital was about one in every six cases.
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27.15 What does this evidence amount to? Superficially, the pattern 
simply reflects the circumstances which we might have expected to find inside 
and outside hospital and poses no serious questions. But before any deduc• 
tions are drawn from this data, or, indeed, any judgment is made about the 
value of Form C, we suggest that two extraneous factors deserve to be con. 
sidcred most carefully. First, Form C is easy enough to complete without 
real enquiry: none of the eight questions which it contains must be answered 
in the affirmative if it is to have validity. Second, Form C is, in practice, 
completed by a doctor who is ignorant of the basic facts relating to the patient's 
deaths Such a doctor has two choices. He can complete Form C merely by 
reproducing the information provided for him by the Form B doctor, or he 
can make extensive enquiries of his own. The Information provided by the 
Association of Crematorium Medical Referees incorporated in Table V 
suggests that most doctors choose the first alternative. 

27.16 Reliance on information provided by the first doctor would be less 
a matter for concern if we were convinced that, as indicated in Table V 
doctors completing Form C do in practice invariably make a careful examina• 
lion of the body externally. The fact is, however, that it another of our 
witnesses cast doubt on this. Funeral directors and representatives of the 
cremation movement told us that, frequently, such an examination was not 
carried out. Mortuary attendants in hospitals told us that it was rare for 
doctors Invited to complete Form C to ask to have it body laid out on a 
mortuary table for examination. Individual pathologists who gave evidence 
to us stated that doctors in their hospitals did not always carry out an cxamina• 
tion of the body before giving this certificate and added that, even if the body 
was examined, the examination might amount to no more than a look at the 
face. In Chapter 5, where we considered a proposal that a thorough external 
examination should be a universal requirement before a doctor gives the 
medical certificate required for registration purposes, we pointed to the dif9• 
culties of making such examinations. We do not believe that much effort 
is being made by doctors at the present time to try to overcome these diffi-
culties—even in hospitals, where, because bodies are in mortuaries and physi• 
cal assistance is available from mortuary attendants, examination is easier than 
in a private house. If the doctor completing Form C has not examined the 
body, the fact that he does not trouble to question knowledgeable doctors 
(other than the Form B doctor) or nurses or relatives clearly has much 
greater significance. We know from the information provided in Table V that 
many doctors do not ask these questions. 

t This is the effect or the requirement in Regulation 9 that the certltkate In Form C, If 
not given by the medical referee "must be given by a registered medial practitioner of 
not less than five years standing who shall not he a relative of the deceased or a relative or 
partner of the doctor who has given the certificate in Form H". The (tome OBlce has
frequently advised that the "apdt " of the Regulations requires that the certificate shall 
be completed by a doctor who has been completely unconnected with the deceased person's 
treatment. The requirement that the second doctor should he completely independent 
of the first may once have been justified on the ground that it reduced the risk of the Second 
doctor being subjected to pressures of one con or another, but, in relation to hospital 
deaths, one outs effects Is to prevent an experienced senior doctor who has some knowledge 
of the patient's history before death hut, for technical reasons, cannot complete Farm B. 
from giving a confirmatory certificate which might lave shed new light on the medical cause 
of death. 
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27.17 We have not been able to establish whether the Form C procedure 
ever served a useful purpose. We were informed by medical references that, 
unless Form C has been completed after an autopsy, the cause of death given 
on the certificate is invariably the same as that given on Form B. The situa-
tion, as we see it, is that the Form C doctor is generally content to rely on the 
competence of his colleague who has given Form B; that he does not make 
extensive independent enquiries of his own shows how generally reluctant he 
it to challenge his colleague's judgment. At its best, therefore, a certificate 
in Form C not given by a pathologist after an autopsy is, in our view, no 
more than a statement of confidence in the judgment of the Form B doctor. 
In its present form, it is impossible to see any case for the continuance of 
Form C. 

The medical referee (Forms D and F) 
27.18 If the Cremation Regulations are to be effectively administered a 

great deal must depend on the actions and attitude of medical referees—
about which, as might have been expected, our witnesses offered very different 
opinions. We were assured by the organisations representing the medical 
profession and ret'erces that, by and large, referees carried out their duties 
conscientiously and that they provided a genuine safeguard against crime. 
A different view was presented to us by the representatives of the cremation 
organisations unit the funeral directors: according to their experience, it was 
notunusual for the main scrutiny of the certificates to be carried out by clerical 
stair with no medical qualifications, and some medical referees issued an 
authority to crenate as a matter of course once the prescribed certificates had 
been presented to tltent. 

27.19 Partly in the hope that it might help us to resolve their conflict in 
our evidence but. partly also to improve our general knowledge of the way in 
which medical referees exercised their responsibilities, we nuked each crema-
tion authority to let us have factural information about the cremations that 
took place in the two years 1965 and 1966 indicating the number authorised 
in accordance with the various alternative procedures. We arc most grateful 
to all those (nearly 100 per cent) who went to considerable trouble to provide 
the figures in Tables W and X below. '1'ahle W on page 212 summarises the 
information provided oo a national basis and Table X illustrates the practice 
at individual crematoria. In these tables, there are two references to the Form 
D procedure, by which It medical referee allows cremation on the production 
of a certificate after post-mortem examination issued either by himself or by 
a pathologist appointed by him, The figures in columns 5 and 6 represent 
the total number of cremations authorised on the hasis of Form Din each of 
the two years. The figures in columns 13 and 14 represent those cases where 
the medical referee decided to resort to Form D after the initial submission 
of certificates in Forms It and C. t The figures for the two years show a remark-
able consistency In the practice of individual referees within the annual aggre-
gates. Whereas some medical referees referred at ]cast one or two cases in 

'The not differences between the figures in columns 5 and 13, 6 and 14 comprise those 
oases in which the medical referee arraslncd for a post-mortem examination and for  ceni-
acate to he given in Form 1) because, for some reason, e.g. the absence an holiday of the 
family doctor, It was not possible for an applicant to provide Forms B and C although the 
death was not within the Iurisdictinn of a coroner. 
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each year to the coroner, others referred none at all. Only 39 medical referees 

(from a total of 178 crematoria) reported a death to a coroner in either of the 

two years and only 25 of these in both years. In each year, the medical referee 

at Liverpool provided nearly 60 per cent of all such reports. 

27.20 The figures in columns 5 and 6, 15 and 16 of Table X suggest that, 

generally, medical referees use a report to the coroner as an alternative to 

their power to require a post-mortem examination to be held. The medical 

referee at Liverpool, who reported more deaths to the coroner than any other, 

did not use the Form D procedure on any occasion. On the other hand, the 

medical referee at Newcastle-upon-Tyne required a post-mortem examination 

to be held on 35 occasions (taking both years together), but reported a death 

to a coroner only once. 

27.21 The information in the tables indicates that the vital majority of 

cremation applications apparently presented medical referees with little 

trouble. The sum total of the occasions on which a medical referee either 

required a post-mortem examination (and obtained a certificate in Form D) 

because he was not satisfied with Forms B and C, or referred a death to a 

coroner, or refused a cremation amounted to less than 0.2 per cent of the total 

number of cremations in both years. But, after reading the commentaries 

sent with sonic of the statistics and hearing evidence from the Association of 

Crematorium Medical Referees, we accept that it would be unreasonable to 

regard the information in the tables its a completely adequate indication of 

the activities of medical referees. We were told that in sonic cases, and 

especially where the cause of death or some feature of the circumstances 

aroused the referee's interest, medical referees discussed certificates with the 

doctors who hall signed them. According to the Association, sonic referees. 

if satisfied that the death is natural though they do not know its precise cause, 

go to great lengths not to report it to the coroner in order to spare the relatives 

any embarrassment which such n report might bring. Sometimes, so we were 

told, a medical referee, not satisfied as a result of these discussions, would 

arrange for a post-mortem examination to be carried out informally, i.e. in 

such a way that its result was not notified to him in Form D. It is difficult 

to know why referees should choose this course, since we are not aware that 

any "stigma" attaches to a certificate in Form D and the relatives could 

scarcely be spared embarrassment by such a procedure, since their consent is 

required by the Human Tissue Act if any post-mortem examination is to be 

performed otherwise than on the authority of the coroner, whatever the 

method of disposal. In any case, we are satisfied that the number of "in' 

formal" post-mortem examinations arranged at the request of a medical 

referee must be fairly small. Nearly all post-mortem examinations not author' 

ised by a coroner (about 50,000 a year in the last few years) take place is 

hospital and are performed on the bodies of persons who have died in hospital 

(occasionally they are performed on persons who have been patients in the 

hospital but have died outside). We arc satisfied, after making enquiries of 

some of the hospitals in which these post-mortem examinations were carried 

out, that much the larger proportion are undertaken for what may be cos 

veniently termed" hospital purposes "and without any reference to the method 

of disposal. As regards informal post-mortem examinations carried out fn 

cremation purposes on the bodies of persons who died outside hospital, air 
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came across only one instance of an area in which a hospital performed a 
significant number of post-mortcm examinations. This was at Southend and 
we are prepared to believe that the abnormally high number of" voluntary" 
post-mortem examinations performed there on non-hospital patients owed 
something to the activities of the medical referee. 

27.22 Again, the figures in the tables do not provide any guide to the 
indirect effect that the activities of medical referees might have had on the 
practice of certifying doctors in their area. Where, for example, the medical 
referee was known to make a strict scrutiny of the certificates presented to him, 
the doctors invited to complete Forms R and C might have been more ready 
to make a report to the coroner in cases where there was an element of doubt 
about the cause of death. The variation in the percentages of Form E cases 
(columns 9 and 10 in Table X) in different ports of the country could he 
interpreted its sustaining this possibility. although there are so ninny factors 
governing the proportion of all deaths in a given area which are reported to 
a coroner that tiny inference drawn simply from the figures in Table X could 
be no more than speculative. 

27.23 Another imponderable in the figures in Table X (especially in col-
umns 13 and 14) is the difference ol'interpretation placed by individual referees 
on the duty laid upon them by Regulation 12(5) to be satisfied that the cause 
of death has been " definitely ascertained ". At first sigh6 it might he thought 
that there should he little ditliculty about understanding the meaning of what 
seems to be an essential safeguard against premature destruction of it particu-
lar body, But, in practice, we understand the requirement has proved difficult 
to interpret. On the one hand, the accuracy of ascertainment of the cause of 
death is broadly related to the scale of investigation; and what is " definite " 
has to be arbitrarily decided. On the other hand, (here are certain deaths in 
which a comparatively brief investigation is sutlicient to rule out tiny sus-
picion of the untoward, even though ascertainment of the cause in tiny real 
sense has not been achieved. On one view, the cause of death can be said to 
have been definitely ascertained only if it has been certified after an autopsy.' 
But this is not the view on which Regulation 12(5) has been administered and, 
in the large majority of cases, the medical referee has to he satisfied that the 
cause of' death has been "definitely ascertained " on the basis of and within 
the terms of certificates given in Forms If and C. Evidence submitted in 
addition to the figures in Tables W and X indicated that most referees are 
ready to he satisfied on this basis. The Regulation does not require the referee 
to acquaint himself personally with the cause of death (much less decide it 
for himself), nor does it limit his discretion as to how lie satisfies himself 
that there has been it " definite ascertainment ". 

27.24 These uncertainties surrounding the referee's function and duties, 
taken together with the deficlences which we have already noted in the Form C 

'In a report entitled " Medical Aspects or Cremation " which was approved by the 
Annual Repre entalive Meellnr In 1959, the British Medical Association argued that " the 

certain rtain method of determining delinitely Ike cause of death Is In carry out a necropsy 
In every case "hut concluded that IhIt " would not he practicable, nor would' be acceptable 
to public opinion'' (Appendix VI, Supplement to the British Medical Journal, 11th April. 
1959, page 113). 
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procedure, are sufficient to cast serious doubt on the efficacy of the defence 

against the concealment of crime for which, historically, the cremation pro-

cedure was devised, Does the cremation certification procedure ensure the 

detection or deterrence of crime? We have looked at this question most care-

fully, but we have found no evidence to suggest that the procedure has ever 

led directly to the exposure of a previously unsuspected crime. The only 

element of deterrence which we can see in the existing law lies in the require-

ment that the body of the deceased person should be seen by two different 

doctors before it is cremated. We doubt the effectiveness of this. The first 

doctor normally sees the body before he gives a medical certificate of the cause 

of death or completes Form B. As we have already noted, the second doctor 

only infrequently makes a full external examination of the body. But nobody 

other than a"family murderer" is likely to be able to exploit any inadver-

tence on the part of either doctor, And few people seem to realise that there 

is any significant difference in the procedure to be followed when the body 

is cremated rather titan buried. All we can safely say is that the contribution 

of the regulations to the avoidance of crime is " not proven ". 

27.25 In face of the statistical and other evident=, it is hard to believe 

that, for most of the time and in most places, the issue of if certificate in 

Form F by a medical referee is much more than a formality once he has 

received either the two medical certificates in Forms II find C or a coroner's 

certificate in Form G. The realities speak for themselves. Most medical referees 

have neither the time nor the facilities to do more than salsify themselves 

that doctors giving Form B were in a position (having regard to the number 

of occasions on which they had seen the deceased and the length of time before 

death when these visits occurred) to diagnose lire cause of death. 'I Ile test 

they apply in that context is much the saint uv that which they apply in the 

case of a certificate in Form E submitted to them by it coroner. We think 

that the system would indeed long since have broken down in if welter of 

complaints from the public if medical referees had taken the strict view of 

their responsibilities and assumed that they were the first find last line of 

defence against undetected homicide. In fact, this has never been the case 

and it would certainly by unrealistic to regard the restrictions contained in the 

Cremation Regulations as now providing the sole or even the main safeguard 

against premature destruction of a body. It provides no more than Is " long-

stop" against this contingency. 

27.26 There is no question here of any lack of professional integrity on 

the part of medical referees. It is simply that, in the circumstances of today, 

the Regulations (which, by general consent, contain it number of unsatis-

factory features and are, to say the least, ill-drafted) ask a medical referee 

to perform an impossible tusk. lie is asked to satisfy himself that the cause 

of death has been definitely ascertained, but is compelled to accept assertions 

of this rather than proof. He may require a post-mortem examination before 

authorising cremation, but has no power to pay for It. He has absolute dis-

cretion to decline to authorise a cremation, but no duty to take tiny positive 

action to prevent the body being disposed of in some other way, e.g. by 

reporting the death to a coroner for further enquiry. He receives it substantial 

amount of Information which is rclnvant to death certification in a general 
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sense, but he has no duty to communicate any of this to the Registrar 
General's Office for the purposes of analysis or research.' It is hard to see 
that, in his present isolated role of " long-stop " against a threat which we 
believe to be virtually non-existent, the medical referee has a place within the 
integrated system of death certification and disposal which we have set our-
selves to achieve. 

Conclusion 
27.27 None of our witnesses claimed that the certification procedure for 

cremation was so good that it should he applied to all deaths. As we have 
observed, the present system gives an illusory impression of preventing 
the concealment of crime. We fire not persuaded that it would be any more 
efficacious as if method of generally improving the certification of the medical 
cause of death. The second and third certificates required for cremation 
purposes only rarely serve to remedy any deficiencies which may be contained 
in the certificates given by the first doctor. Moreover, we believe that it is 
possible that they actually work adversely against the general objective, by 
tempting the doctor who gives the fi rst certificate to put aside it doubt which 
he may have about the cause of death in the knowledge that the law requires 
a colleague to sign if confirmatory certificate and another doctor to issue an 
authority to cremate. In other words, it system of certification involving 
three doctors may, in practice, succeed only in ensuring that the real respon-
sibility for establishing the medical cause of death lies nowhere. 

27.28 'the main lesson to he learned from experience since 1903 seems to 
us to be that tiny system is to he avoided which puts the emphasis on scrutiny 
of documents rather than on personal investigation. There is certainly room 
for improvement in the design and content of the form& which fi re at present 
scrutinised by a medical referee, but we do not think that it would be possible 
to devise it firm which could he guaranteed to bring In light those features in 
the cause or circumstances of at death which might merit closer attention. 
Even the molt experienced and highly qualified scrutinising doctor will be 
able to pick out only the most obvious discrepancies in the information on a 
certificate, however well thought out is its design. In the lust resort. tiny 
procedure broadly along the lines of that laid down in the Cremation Regula-
tions must depend almost entirely on the medical skill and the integrity of the 
doctor who give% the first certificate. We ti re satisfied that the new procedure 
for certifying the medical cause of death which we have proposed in Part I 
represents Infer alto it vary considerable advance towards accusing the objective 
for which the Cremation Regulations were originally formulated. 

' The opemuon of the cremation certification plc edure ensures that a peed deal more 
information about the deceased pennn and the manner or his death I. collared when dis-

Bosal Is to be by cremation rather than earth burial; but this information is an Incidental 
y-product of the systern and Is not put 0 any practical use. The cause of death that is 

recorded for statistical purposes Is that entered on the ordinary medical certificate or the 
cause of lath, even ifs pathologist nuu oaing Form Cur Form 1) fins arrived at a ddrercnt 
and more accurate dlaanosis. It is not I to function of the Cremation Regulations to assist 
in the paws' of accurately deterininin the cause of death (or any purpose other than cre-
nation. Nor is any use made or the other Information tin the cremation, certificates, which 
are simply stored by the regisl rat of the crenmtorlum for a period of IS yeas Ixforc they 
arc destroyed. 
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(ii) What supplementary safeguards, if any, are needed if disposal Is to be by 
cremation? 

27.29 Disposal by removal from the country is, in practice, almost as final 

and complete a method of disposal as cremation; and much the same can be 

said of burial, because the evidence obtained by exhumation in the very rare 

cases where this is now arranged is often inconclusive as a means of establish-

ing a cause of death. This fact is illustrated by the evidence which we reviewed 

in Chapter 4 above. There is a strong case, therefore, for arguing that if 
additional safeguards as regards disposal should be introduced in support of 
the procedure for establishing the fact and cause of death for registration 
purposes, these should be applied to all forms of disposal. We received no 
representations in favour of such a development. 

27.30 If certification of the medical cause of death is in future carried out 

in accordance with the recommendations which we have made in Part I. there 

will be a situation in which, before a death is registered, there will be a high 

degree of certainty (and, as we believe, a significantly higher certainty than 

now exists) that the medical cause of death will have been accurately estab-

lished. The effect of our recommendations should be positively to encourage 

a doctor not to give a medical certificate of the fact and cause of death if he 

is in any doubt about the cause of death or whether it is one that ought to 

be investigated by an appropriate authority. A certificate for disposal given 
by a registrar of deaths, or by the coroner if an inquest has boon held. should 

be issued only when it is clear that the body will no longer be required as an 
aid to the discovery of the cause of death. 

27.31 Against that background we have carefully considered the possible 
arguments in favour of a" second chance " to make sure that at body is not 
prematurely destroyed. Briefly, this argument can be summarised its follows: 

to leave certifying doctors with sole responsibility increases the risk that 
criminal neglect and homicide may go undetected, that certification may 

become less and not more accurate with consequent damage to the statistics 
relating to death, and that, in the worst case, homicide by the doctor may be 

easily concealed. It is important that the last-mentioned argument should be 
seen in its proper perspective. As we have shownearlier.1 the general risk 

of homicide going undetected is extremely small: and there is no reason —to 
put it at its lowest - to think that the risk of homicide by doctors is higher 

than for any other profession. Apart from this the arguments call in question 

the quality and to some extent the morality of professional conduct. They 
also depend for much of their force on the assumption that relatives, friends 

and others with knowledge of or interest in the death arc likely to remain 
silent if they are dissntisfied with the conduct of a certifying doctor. 

27.32 it is important to remember that certification of the fact and cause 

of death by a qualified doctor will not, under our proposals. necessarily be 
the end of the story in a case where there is reason for disquiet. The registrar 
will still have a duty to report a death to the appropriate authority if informa-
tion given to him by a qualified informant or some other source suggests to 

him that further enquiry is called for. What is essentially at issue in these 

'Sec Chapter 4. 
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arguments is whether the registrar represents a sufficient safeguard since, 
unlike the medical referee, he has no medical training. Experience of the 
operation of the cremation regulations shows, in our view conclusively, that 
any elaborate procedure which relics mainly on medical scrutiny of documents 
is of little or no practical value. The only other possible safeguard which 
might be suggested in place of or in support of the registrar and which would 
offer potentially greater value than a scrutiny of documents would be a system 
providing for the collection of new information, e.g. by mandatory post-
mortem examinations in every case. We are satisfied that this line of approach 
is impracticable and unnecessary. The facilities are not available; in many 
cases the cause of death is not in doubt. But such an approach is also undesir-
able because it would seriously diminish the status of the qualified doctor and 
his certificate of the fact and cause of death; and because it would obscure 
the importance of the new responsibility we have proposed should be given to 
him, to certify the fact and cause of death only when he is confident that he 
can do so with accuracy and precision and the death is not one which he is 
obliged to report to an appropriate authority on other grounds. 

27.33 We recognise that in some minds apprehension may be raised about 
the case with which family doctors will be able to adjust to their new respon-
sibilities. When the new arrangements are working we hope that there will 
be wide public understanding of the significance of the certifying doctor's role 
and of the contribution which those who hove relevant Information to give 
about each individual death can make by communicating this to the doctor 
and other interested parties and questioning conclusions which arc inconsistent 
with their own observations. Given this kind of partnership we have no 
doubt that the proposals we have made in Part I of our Report will produce 
more efficient safeguards against premature disposal than are available today. 

(iii) 11'hat changer should be made in the errmraion law? 
27.34 We hove already stated cur conclusion that, provided our recom-

mendations for changes in the law relating to the certification of the medical 
cause or death are implemented, there should be no need for any additional 
safeguards to deal solely with disposal by cremation. In other words, we are 
satisfied that a certificate for disposal issued either by a registrar of deaths 
or by the coroner to whom the death hits been reported should he sufficient 
authority for disposal by ti ny method. It follows from this that we see no 
need far the retention of ti ny of the existing cremation forms and certificates 
or for the office of medical referee and we recommend that they be abolished. 
All the provisions in the law relating to the medico referee and his powers and 
duties and to the completion of Form A (the application for cremation), 
Forms B and C (the two medical certificates). Form D (the certificate after 
post-mortent examination), Form F (the medical referee's authority for 
cremation) and Form H (which is used for the cremation of anatomical 
remains) will need to be revoked. Form G (the Register 

or 

Crenuttions), 
which is kept by each cremation authority, is the only statutory form which 
we recommend should be retained. It corresponds with the register of burials 
kept by every burial authority. These changes may involve an amendment 
to the Cremation Act 1902 as well its new amending regulations; but, in our 
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view, they can all be made without the sacrifice of anything except cumber. # °
some administration. 

 s ; A 
27.35 As to the timing of these changes, we recommend that they should be d 
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made at the same time as the changes which we have recommended in Part 1. 
We strongly urge that the changes should be made all at once and as soon at '~ ga g ,o F 
possible. But if, for any reason, there is a likelihood that the changes may 1$ 8'g b 
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be deferred for a considerable period, we recommend that Form C (the ' e8~'0
confirmatory certificate) should be abolished without delay. We have already ,
indicated that the reasons why we consider that this certificate may be o 
abolished with complete safety and we believe that the existing regulations ~ g °,g  v_
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- - - - -

-1966 Chilterns J.C.C, .. - - 
1905 CIty of London Corporation • 3,512 

1,746 1,203 1,72
678 2,163 

9 - - 217 S2 141 
- 
- 

- 
- 

- 
- 

- 
- 

- 
-_

- 
-_

- 
-_ _ • 1,419 1957 Colchester B.C. ••• "' ' , 1,259 1,498 1,065 1,292 11 I4 

Colwyn Buy D.C. ••• 3 
183 141 12'2 - 

- 
- 
- 5- - 1 2 3 -1957 ... 

1,166 1.413 1,024 1,193 - 
1956 Cornwell J.C.C. • • '•• ' , 2,623 2,658 2,137 2,132 - - 

211 
526 

It'! 
18.3 

14.9 
19.8 - - - - - - - 

- 
-
-1943 Coventry Corporation •.• ' , 2,325 2,650 1,981 2,033 - - 

1957 Croydon London B.C. ••• •• 625 - - 
597 
81 11'2 

21.5 22.3 
21.4 

- 
- 

- 
- 

- 
- 

- 
- 

-' 
- 

- 
- - -

1958 Crosby, L ... ••• 600 706 543 

1963 Crosby, Litherlond and Waterloo 
619 515 574 - 85 17.9 127 - - - - 2

_ _ 
625 J.C.B. ••• "' ~„ 1,214 1,416 1,018 1,212 - - 

1901 Darlington C.B.C, ... ,.. 3,037 2,302 2,415 - 
202 
586 

16-2 
19.6 

1+2 
19 3 

- 
-

- 
- 

- 
- 

- 
- 

- 
- 

2 
- 

- 
- 

-
-

1956 Derby C.B.0 .... ... ... ... 2,863 
319 
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I AM  ,.rinerr2 

TaW d Crerell~ 1963 and 1966 
Slimaln8 Naashv AubOalaM by the DIQ9raa1 Pta911 he Number Involvir w Formal Challenge of Some Kind 

Dale 
of 

1960 
1960 
1953 
1960 
1955 
1956 
1956 
1966 
1953 
1966 
1954 
1966 
1956 
1955 
1938 
1961 
1936 
1956 
1958 
1961 
1928 
1937 
1960 
1940 
1903 
1952 
1958 

1915 

1938 

1905 

1902 
1956 
1896 
1960 
1960 
1958 
1960 
1962 

Name of Cremation Authority 

Number of Cieniatlons Authodw
ma 

Procedure 
of 

Cr hermotigns 

~ 4 
where original Number of Number of 

- - certificates were 
unsatisfactory, 

cues+ where 
death was 

cores wberc 
Medical 

a postmortem repnrled Referee 

number Forms Fare 4 Form E 
Form B as 

per cent 
I 

Form It 
was made and 

cremation 
to Coroner 
by Medical 

declined 
to allow 

emotions B and C of Total authorised on Referee cremation 
Cremations basis of 

I Form D 

5 1966 1963 1966 1965 I x41457 1966 1 %5 1966 1963 1 %6 1965 1966 1 %3 1966 1965 1 1966 

Dewsbury Moor Cremation Board.., 1.093 
Doncaster C.B.C. ... .,, 1,539 
Duklnfleld S.C. and C.C. ... ... 1,339 
Pastbourne C.B.C. ... ... ,.. 1,540 
Eccles A.C. ... ... . . 844 
Fltham Crematorium J.C. ... ... 2,914 
Folkestone N.C. ... ... ... 519 
Gateshead C.R.C, ,.. .., .. -
Gloucester C.B.C. ... ... 1,016 
Grantham Burial J.C. .., ,. -
Grimsby C.B.C. ... ... ,.. 1,554 
Guildford B.C. ... .., .. 
Halifax C,B.C. .,. ... 

-
1,610 

Hastings N.C. ... ... 1.317 
Haringey London D.C. ... , . 4,684 
Harlow U.D.C. ... 326 
Horrowgote B.C. .., ... 718 
Hereford City C. ... $01 
Huddersfield C.B.C. ,.. ... 1,631 
Isle of Wight J.C.C.... ... 794 
Ipswkh C.H.C. ... . . 1,381 
Islington London B.C. ... .. 
Kelghlcy B.C. 

753 
364 ... ... 

Kettering B.C. ... ... ... 1.452 

(Lambeth Crematorium) ... ... 
Lambeth London B.C. 

(West Norwood Crematorium) ... 
Leeds Corporation 

(Coltlngley Hull ('rematorium) ... 
Leeds Corpemdon 

(Lawnswond Crematorium) ,.. 
Leicester City C, .., ,.. 
L am London B.C. ,.. ,., 
Liverpool Corporation .., .,. 
Loughborough N,C.... ... ... 
Luton H.C. ... .., ... 
Lytham St. Annes B,C. .,. ... 
Macclesfield D.C. ... ... 
Maidstone and District Crematorium 

J,C . ... ... ... ... ... 

37 

497 

2 

1,1% 
1,743 
1,672 
1,625 
996 

3,079 
570 
334 

1,095 
210 

1,508 

1,780 
1,422 
4,778 

453 
944 
573 

1,831 
734 

1,572 
936 
433 

1.495 
2,408 
1,352 

369 424 

1,282 1,425 

3,090 3,127 
2,691 2,784 
1,278 1,278 
3,410 3,344 
757 828 

1,492 1,671 
775 934 
608 743 

I 835 1 927 

0 

1 

1,136 
1,129 
1,622 
267 
MIS 
423 

1,124 
606 

1,165 
391 
313 

1,208 
1,794 
962 

368 

284 

1,015 

2,456 
2.2286 

18 
2,751 
658 

1.294 
671 
495 

693 

4 

937 
1,394 
1,361 
1,350 
838 

2,269 
483 
285 
914 
163 

1,300 

1,464 
1,184 
3,741 

3853 

492 
1,475 
628 

1,2116 
716 
574 

1,235 
1,941 
1,206 

310 

1,048 

2,452 
2,279 
897 

2,768 
725 

1.428 
814 
622 

779 

1 'rity Cra munch 
5 8 9 10 x12

n 

2 0.20 
- n4 
- e8 

49 
N.I.U.

slo 
N.I.U.

2 

2 

2 

8 

6 

3 

3 'ID 

42 42 

11 12 13 14 15 16 17 18 

32 9 16.5 191 - - - - - - -
348 20.6 19.9 - - - I 1 - 1 1 
311 16.2 18.6 - - - - - - - -
269 14.3 16.3 - - - 2 - - - I 
158 195 15.9 - - - - - - -
801 26.4 26-3 1 - - - - - - - 
87 17.1 15.3 - 
45 -. 13.6 N.I.I.I. - N.I.U. 2 N.O.U. - N.LV. -

180 19-6 16.$ - - I - I - - - 
224 N.I.V. - N.I.V. - N.I.U. - N.LU. - 

247 16.7 1 4 

295 17.0 16.6 - - 1 - - -
231 14.1 162 - - 1 - - - - -

1,037 20.6 21.7 - - - - - - - -
97 16.9 21.6 - - 2 - - - - -

104 15.7 11.1 - - - - - - - -
74 13'2 110 - - 10 12 - - - -

356 18.8 19$ - - - - - - - -
106 14.9 119 - - - - - - - 
285 114 18• I - - - - - - - -
218 21.9 23-2 - - - - - - - -

236 16.3 117 - - 8 12 - - -
465 196 193 - - - 1 2 - - -
326 244 241 - - - - - - - -

- 216 - - - - - - - - -
114 269 27.1 - - - - - - - -

371 208 219 I 6 - - - - - -

673 204 21.5 3 2 - - - - - -
496 14.8 17 8 - - 6 4 - - -
381 28.1 298 - - - - -
459 16.2 137 3 - IOS 103 - -

98 12.6 II.B - - 3 3 - - -
248 13.3 146 - - - - - - - -
120 13.3 12.9 - - - -
122 18.0 163 - - 2 - I - - -

148 16.9 15.9 - - - - 4 - - - 

321 
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• IANI Mowed 

71,hie or Creuegr~IMB and 1966 

Showing Number Amhnrkrd by the Different Proos t the Number Involving Formal Challenge of Some Kind 

Number of 

Number of Cremations AuthorWo IM Procedure Cre 
original

ons
of where(c% Number  Number re

certificates were case where case, where 
-- unsatisfactory, death was Medical ••-

t

• 

Total number Forms Form D arm E Form E as Form H u past•murtem reported Referee 
was made and to Coroner declined

rr .- Name of Cremation Authority of cremations B and C per tint 
of Total cremation by Medical to allow =1 

Cremallona authorised on Referee cremaliun 
basis of
Fonn D 

ste, Date 
1%3 1966 1965 1966 196} 1966 I%} 11966 196} 1966 19531 1966 

tt
of 

only Cromatoda 
9 10 11 12 13 14 15 16 17 I3 

1 2 3 4 5 7 8 

1959 Manchester City Council ... ... 836 860 710 706 152 149 17.7 1

1960 Mansfield and District Crematorium
-

- - - - ., 
.C. . , . 

Medway Crematoriu 1,621
LC. . . ... ........ .............

hbJ6 1,758 1,730 286 17.1 
21.0 

114
13.4 

1 
- -1959 

- 1

1961 Merton London B.C. ... 960 
3)9 

1,161 
424 

758 
267 

949 
352

T 
 214 

72 21.1 1711 
- - - -

19}2 
1961 

Middleton H.C. ... 
Middlesborough C.B.C. . . 1.630 1.941 1.346 1,572 371 17.4 191

1966 

- - -

Monmouth and Newport J.C.C. 
C''remalarluml I,d24 1,652 1,190 1,102 230 165 132 

17.7 
-

(Owens -
fl 1963 Morecombe and Heysham B.C. ... 

Mortlake Cremalorimn Bard .. 
1,026 
2,923 

1,241 
2.965 

868 
2,199 

1,070
2,191 

 171 
 769 

I11.1 
24.8 25.9 1 _ - _ 4

1939 26 
- -

r•; • 1934 Newcastle Upon Tyne City C. ... 3,600 3,464 3,190 3,008 26 1, 179 
H 

438 
137 31 8 12.1 

3 
2 9 I _ I _ ti

.I; 1%3 Newcastle under L.yme B.C. .. 385 437 261 300  13
- 1966 North Devon Crematorium Comm. 

1938 North Ens. Surrey Crematorium 
1346 1,292 919 933 - 126 337 241 27.8 - - - - - - -

1966 
Board 

North West Durham 1.C.C. 
(Mounlselt crematorium) 198 N.I.U. 154 N.I.U. - 9t .U. 44 - 12.0 N,LU. - - 

- 

- 3 - 
- 

- _ - _ - r~ _ 

;art 1964 Norwich City C.C. ... .. 
Nottingham City Council ... 

415 
4,203 

409 
4,332 

137 
3,316 

340 
2,405 

- 
- 178 9456 2`• 1 2

6 
10 - 1 - 

- 
I -

- 4
j . 

- t 1931 
1957 Nuneaton D.C. ... ... 686 

1,349 
729 

1.502 
341 

1.067 
589 -

1,167 - 
145 
182 334 

 21.0 
209 

21-2 
22.3 

- - - - 
I 

- - 
- 

- 
- 

_ 
- 

uS 1957 
1959 

Oldham CI SC. ... ... 
Oeloldcmse J.C.H. , 1,001 1,013 766 859 _ H9 

189 
219 
308 

21 1%14 4
11 4 

20'S 
13.6 

- - - 
_ 

- 
_- _-

1936 
., • 

Polcrborough CC. ... ... ....1,313 
1,767 

1,313 
1,883 

1,124 
1,457 

1,116 
1,389 5 .1195 5911 17.2 134 

- = 

S - 

-_

_- _ 
1934 
1924 

Plymouth CC. ; . 
Pontypridd B.B. and C.A, ••• . 1,999 2,157 1.511 1.623 h8 

LU. 
333 

21 
24.0 
-- 

24.8 
23'3 

- 

N.I.U. 

- 

- N.I.U. 

-- 

_ 
_- _- 

_ 

1966 Porcheschan (Wrexhnm) 1.C.C. 
J.C. 

-- 
3.076 

90 
3,160 2,533 

2,32% 69 
2,Sf0 

N.1.U. 
♦,II 

1337 1611 174 17.7 - - 1 1
_ 

2 

_ 

3 

I

- 1958 Porctesrer Crematorium . 
801 920 642 757 - 

- 
161 19.5 17.3 -_ - 4 

3 
1 - - 1962 

1932 
Peston C.H.C. 
Ratting 1,771 1,837 1,138 1,569 3 

1156 
1 397

277 
284 
272 

16.2 
204 

IS•) 
19'9 

3 _ _ _ _ 

1938 Rochdale Corporation ... . . 1,134 
764 

1,534 
913 

1,131 
633 

11,251 
732 

- 
- - 151 181 19.4 149 

_ - - - _ - _ -

1962 Rotherham C.B.C. ... ... - 
-

- 
- - - _ - -

~ 
1962 
1957 

R iford Bag1s B.C. .. ... 
Salfonl B.C. .. ... 

- 
930 

- 
990 

- 
749 

- 
822 

- 
- - 181 15$ 19.3 

11.7 
16.1 
14.7 

_ 
- 

- 
- 

- 
- 

1 - - -

1960 
1961 

Salisbury City ^• ••' 
Scarborough B.C. ... ••• "' 

714 
Wtl 

IPN 
993 

631 
612 

762 
879 

- 
- 

t 87 
96 

131 
113 10.3 11'4 - - 

-
- - - 

-
-

- 

-

- 
1964 Scunthorpe B.C. 

Sed``Ieyl Dudley and flrlerly H111 J.C. 
632 
752 

1,176 
911 

505 
6110 

617 
735 

- 
- - 

• 117 
, 141 

121 
175 

18.9 
N•8 

13.3 
I9.2 

- 
I 

3 
1 
2 

4 
1 

2 - 
- 

-
-1960 

1%5 Shell Corporation .. 4.482 4,160 3,857 3,144 3 1 193 711 132 17.1 1 3 - - -

Shipleyrews U.D.C. ... ... .. 977 
1,125 

1,067 
1,146 

839 
997 

913 
980 

- 
- 

- 138 
138 

154 
166 

14$ 
12.3 

14'4 
14.4 

- - - _ - - - 
- 

- 
-1955 

1959 
1952 

Shrewsbury D.C. ... ... .. 
Skiptnn U.D.C. ... ... ., 795 897 690 792 I •, 113 

'1228 
95 

236 
14.3 
193 

10.7 
20.0 

- - 
- 
- 

- 
- 

_ 
_ 

- 
- 

_ 
- - -

196J Slough N.C. _, ... ... ... 1,181 1.191 933 946 - 

322 
323 
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TAY 4 .ved 

Table of Crengkt# I143 and 1966 
Showing Number Aulborised by the Different Pro6 M Number Invoking Formal Challenge of Some Kind 

Number of Cremations Authorlsi tlth Procedure 

Name of Cremation Authority Total number Forms Form 
of cremations B and C D Form E 

Number of 
Cremations 

where original Number of Number of 
certificates were cases where cases where 
unsatisfactory, death was Medical 
a post-mortem reported Referee 

Form E as was made and to Coroner declined 
per ant Form H cremation by Medical to allow 
of Total authorised on Referee cremation 

Cremations basis of 

1965 1 1966 1 1965 1 1966 1 1965 I I8Ira5 1 1966 1 1965 1 1966 1 1965 1 1966 I 1965 I 1966 1 1965 1 1966 1 1965 1 1966 

1414Whority Crematoria 
1 2 3 4 5 I I 8 9 10 11 12 13 14 15 16 37 18 

1958 Solihull B.C. ... ... 1,152 1,224 941 995 111 229 18.3 18.8 
1961 South Shields C.B.C. .. 864 836 758 745 - 106 91 12.3 10.8 - - - - - - - -
1932 Southampton Corporation . . 2,098 2,370 1,696 1,906 1 401 464 19.1 19.6 - - I - 2 - - -

~' 1953 Southend-on-Sea C.B.C. ,. 2,043 2,335 1,572 1,875 4 467 457 22.9 19'S - - 4 3 - _ 
1957 South Essex Crematorium J.C. .. 1,910 2,085 1,534 1,657 156 427 18.6 204 1 

_ 

1959 Southport C.B.C. . ... 954 998 795 831 - 159 166 16.7 168 - I - - - - -
-~,. 1939 Southwark, London B.C. .., ,.. 2,402 - 1,609 - - - 791 - 33.0 - 2 - - - - - - 

E.. 1962 St. Helens C.B.C. ... ... ... 503 586 425 498 - 78 88 15.6 168 - - - - - - - - 
1964 Stanford B.( :.... ... ... ... 331 399 275 348 - - 56 51 I7'0 12'8 - - - - - - - -

} 1940 Stoke-on-Trent Corporation . . 1,811 1,875 1,196 1,232 7 R 608 643 33.5 342 - - 2 4 - - _ 
1960 Stourbridge B.C. ... ... 855 964 699 803 - 156 161 18.1 168 - - - - 4 3 1
1951 Sunderland C.B.C. .. ... ... 1,776 1,979 1,342 1,673 - 234 306 13.1 153 - - - - - - - 
1964 Sutton Goldfield B.C. .. 594 800 502 639 - I 92 160 15.4 200 - - - - - - - - 
1954 S.W. Middlesex Crematorium Board 2,345 2,499 1,681 1.718 - - 660 779 28.1 31-2 4 - - - 5 2 - - 
1956 Swansea C.B.C. ... ... ... 2.173 2.435 1.779 2,036 - - 194 419 18.2 17-0 - - - - - - - -

1' 1966 Swindon B.C. ... ... ... - 361 N.LU. 293 - - - 68 - 1F9 - . - - - '- - - - 
i - 1966 Thanet Crematorium J.C. ... - 527 N.I.U. 441 - 

-/ 
- 86 - 16.4 - - - 

1963 Taunton J.B.C. ... . . 1,019 1,195 855 1,038 6 138 149 15.5 12.4 - _ 6 8 _ _ 
1958 Tunbridge Wells B.C. ... . . 1,341 1.427 1,113 1,190 2 i 226 235 168 164 - 

_ _ 

1959 Tyaemouth C.B.C. .. .. 629 657 537 591 5 t 67 64 106 9.7 - - 5 3 - - - -

ti 1961 
d 1955 

Wakefield City Crematorium 
Walsall C.B.C. .. . 

555 
867 

663 
990 

405 
666 

531 
771 

- 
- 

110 
- 201 

132 
216 23-I 

268 22-4 
21.8 

- 
- 

- 
- 

- 
- 

- 
- 

- 
- 

- 
- 

- 
-

j1 1938 Wandsworth, London B.C. .. 1,679 1,756 1.315 1.373 - 1 364 383 21.7 21-8 - _ _ _ - _ _ 
IL. 1962 Worley C.B.C. 299 314 234 238 

_ 
65 56 23'7 18.7 

- 

p,. 1964 Warrington and Runcorn Rural 
J-C.C. ... 634 903 549 680 - - 85 123 13-5 13.7 - - - 

'; 1961 West Bromwich C.B.C. ... 782 976 632 810 - I I50 165 19.2 168 - - - 1 - - - 
1954 West Hartlepool C.B.C. 574 656 472 556 - 102 98 17.9 14.8 - - - - - - -• 7 
1958 West Hertfodshlre Crematorium J,C. 2,596 2,666 2,210 2,186 2 -1384  480 14.8 18-0 - - 2 - - - - - 

• 1937 Westminster, London D.C.... ... 1,656 1,674 1,251 1,233 - 404 441 24.3 26.4 I - - - - - 
1966 Weston-super-Mara B.C. 381 N LU, 289 - - 91 23.9 - - - 2 - 2 - - 
1939 Weymouth and Melcome Regis D.C. 862 1,033 769 894 - 93 139 108 13.5 - - - - - -~ -

„_ 1960 Whitley Bay B.C. ... ... 542 567 467 103 4 1 71 61 13,1 107 - - - - - - - -
1959 Widnes B.C. ... ... ... 400 399 348 338 - - 52 61 13.0 15-3 - - - - - - - -' 
1955 Wigan C.B.C. ... ... 903 944 780 804 - - 123 140 13.7 14.9 - - - - - - - 1

!.- 1954 Wolverhampton B.C. ... . . 1,771 2,033 1,493 1,703 - 1 278 328 15.7 16.2 - - - 2 - - - -
'• 1962 

. 

York City Corporation ... .. 1,120 1,340 929 1,114 - - 191 225 17.1 16.8 - - - - - I - -. 

1960 Worcester City ... ... 845 966 725 833 120 U3 1d1 13.7 - - - - 10 7 - 10 

• Sue-TOTAL ._ _. ... 201,678216,408163,966 175,715 173 1,180 39,970 18.5 194 51 39 137 127 169 160 2 10 

Private Crematoria 
1903 Birmingham Crematorium Co. 1,10. 2,555 2,373 2,117 2,032 3 41 43 339 17.0 1 14.3 1 - - 3 4 1 - - - 

324 325 
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Table of CrrmsN*' i4 1966 
Showing Number Authorised by the Different Prone ► ♦amber Involving Formal Challenge of Some Kind 

Number of 
• Number of Cremations Authon.eu s. rrdure Cremations 

where original Number of Number of 
•. - certificates were 

unsatisfactory, 
cases where 
death was 

cases where 
Medical 

Total number Forms Fm,., • Form E as Form a post-mortem reported Referee 
Name of Cremation Authority of cremations B and C U % of Total H was made and to Coroner declined to 

Cremations cremation by Medical allow 
authorised on Referee cremation 

basis of 
Form D 

_ or10 1963 1966 1965 1966 L963 1966' 1965 1966 1965 1%6 1965 196fi 1965 1966 1963 1 1966 • O -
' 

en

Crematoria 
. 1 2 3 4 5 8 9 10 11 12 13 14 15 16 17 18 8

1941 Brighton and Preston Cemetery Co. 
Ltd. . . .. .., 4,541 4,368 3,663 3,622 28 720 18.7 16-5 - - 

1928 Bristol General Cemetery Co. .. 2,347 2,589 2,076 2,108 1 472 18.4 18-2 - 6 1 3 2 I - -
1956 crystal Palace District Cemetery Co. 

• . ltd. (Bakenham Crematorium)... 1,595 1.625 1,195 1,230 - 395 25.0 24 .2 - - - - - - - - 
1939 Counties Crematorium Ltd. 

(Northampton Crematorium) ... 1,290 1,352 1,096 1,170 - 181 15.0 13.4 - - - - - - - 2 
1954 East London Cemetery Co. Ltd. .. 316 337 216 235 - 102 31.4 30.0 - - - - - - - -7`Y 
1963 Exeter and Devon Crematorium Ltd. 1,837 2,077 1,618 1,810 - 267 11.9 12.8 - - - - - - - - 
1957 Great Northern Crematorium Co.... 608 546 462 403 - 146 23.9 25.1 - - - - - I - -

• t939 General Cemetery Co. 
368 29.1 - - 2 - - - - - - (West London Crematorium) ... 1,159 - 822 999 - r 

8 •, 

c 
1956 Kent County Crematorium Ltd. 

I se, 2,228 N' 419 13.4 18.8 - - - - - - - -(Barham) . . 2,422 2,049 1,809 - ..
1936 Kent County Crematorium Ltd. 

(Charing) . • . . 1,351 1,387 1,131 1,153 - - tM 234 16-3 15.3 - - - - - - - - 
1902 London Crematorium Co. Ltd. 

1,242 26-0 26.3 - 4 - - 1 - -(Golders Green) ... ... 4,867 4,719 3,599 3,545 - - 4' -
~: •, 1885 London Crematorium Co. Ltd. 

(WokingSt.lohns) . . 2,890 3,011 2,326 - 
15.4 

- - - - - - 
- -

1892 Manchester Crematorium Ltd. .,, 3,392 3,540 2,870 2,954 - 1 557 15.7 - 27 - 1 5 8 - -
r t . 1955 Manor Park Cemetery Co. Ltd. ... 707 805 550 633 - 172 22.1 21.2 - - - - - - - -

1937 Norwich Crematorium Ltd. ... 2,236 2,257 1,905 1,890 1 - 367 14.7 16.2 - - 1 - - - - I 
-~; 1938 Oxford Crematorium Ltd. . 2,283 2,239 1,894 1,875 - - 364 17-1 16'3 - - - - - - - 

1936 South London Crematorium Co. Ltd. 4,175 4,398 3,020 3,194 - - 1,169 27.3 26-6 5 35 - - - - - -
' 1934 Stockport Borough Cemetery Co. Ltd. 2,168 2,212 1,798 1,843 2 1 368 16-9 16.6 - - 2 1 - - - -

t• s " 1956 Torquay Cemetery Co. . . . 1.671 1,792 1,440 1,561 - - 231 13.8 12-9 - - - - - - - -

• • 
1956 The Crematorlum Co. Ltd. 

(Surrey and Susses) ... ... 1,798 1,968 1,453 1,628 - 1 338 18-7 17.2 - I - - - - - 

46,041 44,214 37,310 33,694 75 8,448 16.8 19.1 3 75 7 9Sue-TOTAL... ... ... . . 11 

-. .^ GRAND TOTAL ... ... ... 247,719260,685201,276211,409 208 404 448,416 18•3 18.6 56 134 144 136 178 171 2 13 
a 

r. 
• 1. 
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CHAPTER 2B 

DISPOSAL-MISCELLANEOUS MATTERS 
A. Interference with a body after death and before disposal 

28.01 Ideally, for authoritative determination of the fact and cause of 
death, a doctor should have an opportunity to look at the body as soon as 
possible after it is alleged that life is extinct and there should be, at most 
minimal, and preferably no interference with the body between the moment of 
death and his viewing of the corpse. However, as we have noted in Chapter I, 
deaths occur in various places and circumstances and it is not possible to lay 
down hard and fast rules about what should happen to bodies after death. In 
a road accident, for example, the first persons to arrive at the scene may re-
move a body from an obviously dangerous site before a doctor arrives or 
ambulance men may remove an obvious corpse direct to a mortuary. Again 
it may be necessary to remove quickly away from the scene of death the body 
of someone who is obviously dead, e.g. if the death has occurred in a public 
place, a hotel, an old peoples' home or anywhere in which living conditions 
arc crowded. 

28.02 The persons most often called upon to move dead bodies are 
funeral directors and their staff. Representatives of the National Association 
of Funeral Directors told us that it was the practice of their members always 
to ask the relative or other person " in charge " of a body whether a certificate 
had been given by a doctor before removing a body to their own premises. 
It is not possible for a funeral director to see the actual certificate since this 
must, by law, be sent forthwith to the registrar of deaths,' but, at the same 
time as he issues this certificate, the doctor is obliged to issue also a notification 
that he has given a medical certificate. We were told that it was rare for a 
funeral director to remove a body before it had been inspected and death had 
been confirmed by a doctor—though this might be found necessary in ex• 
ceptional circumstances, for example, if the weather was hot, the corpse was 
clearly a corpse and the doctor had some distance to travel or was not im-
mediately available. 

28.03 One form of " interference " with a dead body which commonly 
takes place soon after death is the practice of " laying-out ". Whore death 
occurs at home, it has long been the custom in some areas for a relative or 
friend to wash the body, dress it in fresh clothing, comb the hair, lower the 
lids over the open eyes and, in the case of a man, shave the face. These 
ministrations are often carried out before a doctor has examined the body or 
issued a certificate of the medical cause of death. They are part of the tradi-
tion of the English way of death and they are performed for practical as well 
as aesthetic reasons. It is natural for a family whose relative has died at home, 
perhaps after a long illness, to want to clean and tidy the body as well as the 
room in which the death has occurred without waiting for the doctor to come 

'Births and Deaths Registration Act 1953, section 22. 
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and examine the body, If the death occurs in the middle of the night, it may 
be mid-day before a doctor can get round to visit the house. It would be 
extremely difficult to impose any general prohibition on "laying-out" and, 
since we received no evidence to suggest that it has in the past interfered with 
a doctor's ability to determine the cause of death, we see no reason to make a 
recommendation to this effect. 

28.04 The form of interference with a body which most concerned our 
witnesses was embalming or the injection of preserving fluid. The purpose of 
embalming is to prevent the immediate decomposition of the body, to ob-
viate unpleasant or obnoxious odours and generally to avoid unnecessary 
distress to relatives and other persons who may see the body before disposal 
takes place. Witnesses representing the funeral service told us that, taking the 
country as a whole, some kind of preserving treatment is carried out in well 
over half of all deaths. In London, the precentage of bodies embalmed is as 
high as 80 or 90 per cent. 

28.05 Embalming may lake various forms and different preservatives may 
be used. In Britain, the embalming fluid usually contains a solution of for-
maldehyde and the amount and the method used depends upon whether a 
temporary or a" permanent " preservation is desired—and upon the state of 
the body. A body in which the circulatory system has been destroyed (e.g. by 
autopsy) requires more treatment than a " freshly dead " body. 

28.06 The effect of embalming is to " fix " and thus preserve the body 
tissues. It also has other effects. In the words of the British Medical 
Association':-

-. The process of embalming renders ineffectual the majority of tests 
for poisons, It completely nullifies the tests for volatile poisons, and 
interferes with the isolation processes for all the non-volatile organic 
compounds. The formaldehyde in the embalming fluid undergoes con-
densation with cyanide and many other compounds so that even where 
poisons are isolated the material does not respond characteristically in the 
identifying reactions. Recoveries of organic compounds from embalmed 
bodies arc invariably low because of the resistance to solvents of tissues 
fixed in formaldehyde, and if methyl alcohol is used in the embalming 
fluid it will interfere with the identification of ethyl alcohol. Modifica-
tion of the constituents of embalming fluid may lead to further interfer-
ence with toxicological analysis. . . . .. 

28.07 Other witnesses (including pathologists) pointed out that poisoning 
was a rare occurrence and made reference to some of the advantages of 
embalming fur subsequent pathological examination. Formalin prevents 
decomposition and, by fixing the body tissue, preserves histological evidence 
which would otherwise be lost. We were assured that a great deal of evidence 
about the cause of death can be revealed by an autopsy on a body which has 
been embalmed. 

28.08 The National Association of Funeral Directors told us that, for 
many years, the general advice contained in the Manual issued to all their 

Deaths In the Community" (1964) BMA, Tavistock House. 
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members has been to the effect that preservative treatment should never be 
started before a death has been registered or before a disposal certificate has 
been issued by a registrar or coroner. The National Association of Funeral 
Directors mention cremation specifically in their manual, but their advice 
does not go so far as to indicate that embalming should not be permitted 
before the medical referee has issued his authority to cremate (Form F.). The 
manual says simply that, if cremation is the intended method of disposal, 
embalming should not be started before both doctors giving cremation cer. 
tificates have viewed the body. Our impression is that, in general, funeral 
directors keep to the letter of this advice, but that it nevertheless happens 

quite frequently that embalming is carried out before the separate process of 
cremation certification is complete. Both the Home Office and the British 
Medical Association informed us that they had from time to time received 
complaints, from doctors called upon to give Form C for the purpose of cre-
mation or to perform an autopsy for cremation purposes, that the body had 
already been embalmed. 

28.09 We accept the view of the doctors who made these complaints that 
such a circumstance can completely frustrate the object of the cremation 
certification procedure; but we are inclined to believe also that one reason why 
bodies are embalmed before the cremation certificate procedure is complete is 
because funeral directors have learned from experience that the procedure is a 
matter of routine. The chance that anyone will want to make a further 
examination of the body once it is no longer required by the two certifying 
doctors is too remote to be contemplated. Representatives of the funeral 
service organisations informed us that there were also practical reasons for 
beginning embalming before cremation had been authorised by a medical 
referee. The certification process prescribed by the Cremation Regulations 
took time to complete and, for their own convenience as well as that of re-
latives who might wish to see the body in the period before cremation, funeral 
directors felt that they could no longer delay the start of the preservative 
treatment once the two certifying doctors had seen the body. The particular 
problems sometimes posed by the cremation certification process should dis-
appear as a consequence of the implementation of the recommendations in 
Chapter 27 above that the existing procedure be abolished. The single 
medical certificate, which should in future suffice as the only certificate 
required before authority is given for disposal by any method, should be 
issued (or it should he clear that it is not going to be issued) well in advance of 

the time which the second doctor would have looked at the body for the pur-
poses of the existing cremation law. In the now situation, it should be easier 
(though it will still be difficult) to introduce a realistic check on preservative 
treatment. 

28.10 If our recommendations for a new procedure for certifying the 
medical cause of death are to work effectively it is essential that there should 
be no unnecessary interference with a body while there is still a possibility 
that it may be required for further examination. We recommend, therefore, 
that preservative treatment should in future never be started before either 

(a) the fact and cause of death has been certified by a doctor qualified in the 
terms set out in Chapter 5 or, (b) if the death has been reported to the coroner, 

the consent of the coroner has been obtained. 
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B. Disposal certificates 
28.11 Under the present law, certificates authorising the disposal of a 

body are issued both by registrars of deaths and by coroners.' A registrar is 
obliged to issue a disposal certificate once he has registered a death, provided 
that a coroner has not already done so. A coroner has the authority (but not 
an obligation) to issue either an order for burial or a certificate for cremation; 
the circumstances in which he may do either are specified by the law. He is 
also responsible for the issue of another kind of disposal certificate: an 
authority to remove a body out of England or Wales (see paragraphs 28.19 
and 28.20). 

28.12 A registrar issues a disposal certificate only when he is satisfied that 
the cause of death has been duly certified as required by law and that no 
further enquiry into the death is necessary. In the usual ways he will Issue 
this certificate at the same time as he registers a death. Except in inquest cases, 
when the coroner supplies all the information required for registration on his 
certificate after inquest (sea Chapter 18) the registrar obtains his information 
in one of two ways. Non-medical information is supplied to him by an 
" informant " who must attend personally at the office of the registrar to give 
this information. The medical information comes either from a doctor 
(on a medical certificate of the cause of death) or from a coroner (who sends 
to the registrar a notification known as a Pink Form B° in which is stated the 
cause of death as revealed by a post-mortem examination). 

28.13 A coroner may issue an order fur burial at any time after he has 
decided to open an inquest into a death: in practice, this means after lie has 
seen the report of an autopsy and is satisfied that lie knows the medical cause 
of death and that the body will not be required for further investigation. He 
may issue his certificate for cremation either as soon as ho has opened an 
inquest or after he has seen the results of an autopsy and decided that an 
inquest is unnecessary. Thus, it is only when cremation is the intended method 
of disposal that a coroner can issue a disposal certificate without having 
opened, or decided to open, an inquest. Once a coroner has accepted juris-
diction over a body which it Is intended to dispose of by means of cremation, 
he always issues the disposal certificate, since a coroner's certificate in Form E 
is the only prescribed certificate available to the crematorium medical referee 
who has the task of deciding whether or not cremation can be authorised 
(see Chapter 26 above). 

28.14 It Is, we think, a legitimate criticism of the existing law that it puts 
no clear obligation on a coroner to issue a disposal certificate in any circum-
stances. In theory, therefore, by declining to issue a disposal certificate in 
circumstances in which he has the authority to issue such a certificate, a 
coroner may cause considerable inconvenience to relatives who are anxious to 

I The sequence of events leading up to the authorisation of disposal by both the registrar
and the coroner are illustrated In Diagrams A and b on pages 337 and 338. 

'A registrar may Issue a disposal certificate before registration (valid only for burial) 
only when he has received notice of the death from a qualified informant (see Chapter 3) 
and has also received a medical certificate of the came o death and has no reason to believe 
that the death is one which either has been or ought to be reported in a coroner. 

'See Chapter 14. 
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complete funeral arrangements as soon as possible. We emphasise, however, 
that this is a criticism of the law rather than of individual coroners, who, 
almost invariably, go out of their way to release a body at the earliest pos-
sible moment. Nevertheless, we think it would be for the convenience of the 
public if the respective duties of registrar and coroner could be set out more 
clearly in future. 

28.15 We considered first whether the coroner should be under an obliga-
tion to issue a disposal document in respect of every death that is reported to 
him. But we have concluded that such a change would be most difficult to 
bring about and that it would not, in any case, bring any real benefit to the 
bereaved relatives. Coroners already investigate most deaths reported to 
them without proceeding to an inquest—and they are likely to proceed in 
this way even more often as a result of our proposals. In these" non-inquest " 
cases, a coroner may have no direct contact with the deceased person's 
relatives and may, therefore, find it difficult to identify the person responsible 
for making the funeral arrangements. It is, in most cases, more convenient 
for the informant or person making the arrangements for the funeral to get in 
touch with the registrar of deaths rather than with a coroner, for the simple 
reason that the registrar is likely to be the more accessible official. There are 
four times as many registrars as coroners. Moreover, a visit to the registrar 
has to be made in any case, both to provide the information necessary for 
registration and to collect a copy of the entry in the death register—the docu-
ment popularly known as the " death certificate" which serves as proof of 
death for many legal purposes. There would seem to be an obvious advantage 
in making one journey serve the three purposes—of giving information for 
registration purposes, collecting the " death certificate " and collecting a 
certificate for disposal. 

28.16 There is no evidence that registration is unduly delayed now when a 
death is reported to a coroner and no inquest held. It is common for most 
deaths, whether certified by doctors or by coroners in non-inquest cases, to be 
registered within four days of death (see Table Y). Our own proposals for 
changes in the procedure for reporting deaths to a coroner and in the coroner's 
procedure once a death has been reported to him are designed to speed this 
process still further. We have no reason to suppose, therefore, that there will 
be any undue delay in the sending of a coroner's notification of the cause of 
death to a registrar. In these circumstances, and because we are recommend-
ing that, in future, there should be no difference between the procedure to be. 
followed in burial and cremation cases, we recommend also that the registrar 
should be responsible for issuing the certificate for disposal in all cases except 
where an inquest is held. 

28.17 In inquest cases, it seems reasonable to leave the issue of it disposal 
certificate to the coroner and for his present discretion to issue a disposal 
certificate in these cases to be replaced by an obligation to do so. We recom-
mend, therefore, that in every case in which a coroner holds an inquest he 
should be obliged to issue a disposal certificate to a person who appears to him 
(i.e. the coroner) to be responsible for arranging the disposal of the body. It 
is only in inquest cases that there is any delay now in the issue of disposal 
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certificates and the fact that, in every inquest case, the certificate will be 
Issued by the coroner direct to the person responsible for the disposal may 
help to cut down such delays as do now occur. It should also be more 
convenient for the relatives, since, in inquest cases, it will not be necessary for 
them to attend at the registrar's office to give information about the deaths 
The certificate issued by the coroner should be in the same form whatever the 
proposed method of disposal. A possible " layout " for the new form is ap-
pended to this chapter (Figure 10). 

28.18 When there is a delay in the issue of a disposal certificate in the case 
of a death which has been reported to the coroner, this is nearly always be-
cause cremation Is desired and the death in question is one which the police 
are still investigating or which is likely to become the subject of criminal 
proceedings. In these circumstances, coroners are usually reluctant to issue a 
certificate which will allow cremation to take place until they are satisfied 
that the " defence " in any criminal proceedings does not wish to arrange for a 
further examination of the body. Accepting that the interests of justice should 
always be paramount, we can see no easy solution to this difficulty, which may 
sometimes bear hardly on the relatives of a deceased person. Nevertheless, on 
the basis of the one or two cases which have been brought to our attention, we 
are inclined to think that coroners may sometimes have been a little too 
cautious in withholding their disposal certificates in circumstances in which 
the need for a further examination of the body for " defence" purposes was 
so remote as to be almost non-existent. It is, we think, impossible to regulate 
this matter by legislation: the timing of the issue of a disposal certificate must 
remain at the discretion of the coroner. 

Removal of a body out of England 
28.19 Removal of a body out of England' is another method of disposal 

and, at present, it can only be authorised by a coroner. As we have seen (in 
Chapter 25), the law requires that every person intendinglo remove the body 
of a deceased person out of England must give notice of his intention to do so 
to the coroner within whose jurisdiction the body is lying. The body may not 
be removed out of England until the expiry of four clear days after the day on 
which the coroner receives notice of intention to remove unless the coroner 
states in his acknowledgment (also on a prescribed form) that no further 
enquiries are accessary. In the latter case it is lawful to remove a body on 
receipt of the coroner's acknowledgment. When a body is removed out of 
England, tiny certificate of disposal (whether issued by a coroner or a regis-
trar) must be surrendered to the coroner who gives permission for the removal, 
except when it is intended to dispose of the body by cremation in another part 
of the British Isles, 

28.20 The intention of the procedure is to give a coroner the opportunity 
to make enquiries into the circumstances of a death and to consider whether 
an inquest or a post-mortem examination is necessary before the body is re-
moved from the jurisdiction of English law. In general, these provisions work 

' The new procedures for disposal which we propose should apply both to burials and 
cremations are Illustrated In Diagram Con page 339. 

' This procedure also applies to Wales. 
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well and we have received no specific recommendations in favour of any 
amendment of them. We are, however, aware that delays by coroners 

is 

giving their authority have occasionally caused hardship to relatives anxious 
to proceed with funeral arrangements in another country. The few cases that 
have been brought to our attention were all ones in which there was either a 
certainty or a strong probability of criminal proceedings being taken in con. 
nection with the death and in which a coroner was reluctant to allow the 
removal of a body for the same reason as he would have been reluctant to 

allow its destruction by cremation (see paragraph 28.18 above). The corn• 
ments which we have made in relation to delays of this kind in cremation 
cases apply equally to a situation in which it is desired to remove a body from 
England or Wales. No hard and fast rules can be laid down; the timing of the 
issue of a coroner's authority for the removal of a body from this country 
must be left to his discretion. 

Disposal of a body brought Into England 

28.21 When the body of someone who has died outside England and Wales 
is brought back into this country for burial or cremation, there is no require-
ment that the death should be registered. But before disposal may be carried 
out, it is necessary to obtain from the registrar of deaths in the district in 
which it is intended to bury or cremate, a "certificate of non-liability to 
register ". If burial is the intended method of disposal, this is the only 
certificate required, but if it is intended to cremate the body it is necessary 
also to obtain the authority of the medical referee (we paragraph 26.23 above). 
We have explained in paragraphs 28.17 and 18 above the procedure whereby 
the Home Secretary may issue an Order authorising the referee to allow the 
cremation to proceed without the production of the statutory cremation 
certificates. In the light of our decision to recommend the abolition of any 
distinction in the certification procedure for burial and cremation, which 
would inter ella involve the disappearance of the office of medical referee, it 
is necessary to consider who should, in future, be responsible for authorising 
disposal by either method. 

28.22 We are satisfied that a procedure which would involve the Home 
Secretary in every case—along the lines of that which now operates in relation 
only to cremation—would be both cumbersome and pointless. It would 
cause unnecessary delay and Inconvenience to relatives; and if it was thought 
necessary that detailed enquiries should be made into the death, the Home 
Secretary would seldom be well placed to see that they were carried out 
speedily. It follows that either the registrar or the coroner must take on this 
responsibility. We think it would be sensible to adopt an arrangement in 
respect of deaths which occur abroad similar to that which will operate in 
future in respect of deaths which occur in this country. We recommend that 
in these circumstances the registrar should issue a disposal certificate valid 
for either burial or cremation in respect of any death in which a coroner does 
not decide to hold an inquest. This arrangement is likely to be convenient to 
relatives, or others responsible for funeral arrangements, since in the 
majority of cases they will only have to approach one office. They will need 
to visit the registrar in any case in order to obtain a certificate of non-liability 
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to register. The registrar will be under an obligation to report to the coroner 
a death which occurred abroad if it appears to fall into one of the categories 
of" reportable deaths " (see Chapter 6 above). This is, in fact, the procedure 
already adopted by registrars when they are approached fora certificate of non-
liability to register. But a registrar may not be the only source of a report to 
the coroner of a death which occurred abroad. Such a death may also be 
reported directly by a relative or other person concerned about the circum-
stances in which the death occurred or doubtful about the medical cause as-
signed to the death in the foreign country. The coroner has now, and will 
continue to have, power to enquire into such a death. If he decides to hold 
an inquest he should be responsible for authorising the disposal; in all other 
cases, the registrar should exercise this responsibility. 
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Time Takeo to Regsler a Heath, According to the Method of Certl&atioa 

Source: The Registrar General for England and Wales (taken from a 1 per cent sample of all deaths registered in England and Wales in 1968). 
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dell III 

Objectives 
1. Our terms of reference required us to undertake a wide-ranging review 

and we are glad that this was so. It has enabled us to trace the thread which 
runs through and binds together the disparate elements of the legal and admin-
istrative procedures which we have reviewed. They have a common purpose: 
the accurate determination of the cause (including, sometimes, the circum-
stantial cause) of every death. The desire to improve the accuracy of certifi-
cation is the rationale of our proposals in Part I for increasing the responsibil-
ity of the certifying doctor and for our proposals in Part V for placing a 
pathology service for coroners on a new basis. In Parts 11 and ill, we recog-
nised that accurate certification of the cause of death had become the most 
important function of the coroner and we made recommendations accordingly. 
Achievement of increased accuracy in certification provides the necessary basis 
for the proposals in Part VI for improving the procedures for authorising the 
disposal of dead bodies. Most of our more important recommendations have 
accurate certification of the cause of death as their starting or finishing point. 

2. Several of our recommendations are based on the premise that, to a very 
large extent, coroners and doctors arc mutually dependent agents in the same 
process—the certification of the cause of death--and that their objective is 
the same: to certify the cause of death as accurately as possible. The emer-
gence of the coroner as a principal agent in the procedure for certifying 
the medical cause of death was foreshadowed by the changes made in the 
legislation of 1926 (sec Chapters 2 and l0 above). But the significance of the 
fact that the coroner now has this role has been recognised only slowly and 
the contribution which the coronercan make to the certification process has not 
yet been fully understood, let alone achieved. Our proposals for extending the 
coroner's role as no agent of medical certification tire intended as a logical 
development of existing trends and they are evolutionary rather than revolu-
tionary. We have seen our task as being partly to identify those changes which 
have already occurred, and to draw conclusions from them, as well as to make 
specific recommendations to improve the efficiency with which both medical 
certification of the cause of death and enquiry by the coroner serve the inter-
ests of the community. 

Evolution and Development 
3. The tempo of change is accelerating, particularly in matters influencing 

the activities and organisation of the services which we have examined. Post-
mortem examinations are being performed in increasing numbers every year. 
The number of bodies which are cremated rather than buried continues to rise 
steadily. So do the numbers of accidents on the roads and in the home, Ad-
vances in technology, science and medicine all proceed apace. It is impossible 
to forecast the precise effect of these developments, and we have not attempted 
to do so, but they all will have continuing implications for the subject matter 
of this Report. 

4. Among the factors which may well have an influence on the future 
organisation of the coroner service is the close working relationship which 
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already exists between coroners and registrars of deaths and which will prob-

ably develop still further in the future. It is possible that this working relation-

ship could become the basis of a closer organisational relationship culminating 

perhaps in some form of integration of the two services. It is possible, for 

example, that the same officer might ultimately become responsible for the 

scrutiny of all medical certificates of the fact and cause of death, the detailed 

investigation (including the investigation of rite circumstances) of some 

deaths, the provision of a legal record of all deaths and the provision of mater-

ial for vital statistics. There would, of course, be problems to overcome before 

any such integration of functions could be achieved—even if it were decided 

in principle that it should be attempted. A great deal would depend on how 

the registration service, as well as the coroner service, develops in the future. 

There is, at present, a wide disparity of function and status between the regis-

trar and the coroner. As regards death certification the coroner seeks out and 

takes responsibility for certifying causes while a registrar normally records 

the information supplied to him. The former already has a great deal of dis-

cretion and, under our proposals, will in some respects enjoy still further 

freedom of action while the latter works much more closely in accordance 

with rules and regulations. Moreover, registrars arc concerned with matters 

other than deaths and there may be compelling reasons (including benefit to 

the general public) for continuing the administrative connection between the 

registration of births, marriages and deaths. Care would need to be taken to 

ensure that the coroner's independence in judicial matters was not compro-

mised in any integrated service. 

5. Wide though our terms of reference have been, they have not allowed us 

to review the registration service, We cannot therefore foresee just how 

closely together the coroner and the registrar might work in future. In the 

belief, however, that possibilities for a closer organisatiomtl relationship 

between the registrar and the coroner may well be opened up as a result of 

changes which are already taking place and that such a development could 

offer greater administrative efficiency as well as increased benefit to the com-

munity, we recommend that, when a review of the registration service is next 

arranged, special study should be given to the question of whether a closer 

degree of integration could or should be sought between the two services. 

6. Our review has convinced us that the evolution of the processes of death 

certification and investigation is likely to be a continuing process. We have 

therefore tried to preserve a sufficient flexibility in the new arrangements which 

we have recommended to allow changes in procedure or in the structure of the 

coroner service to be made as soon us they are found necessary, without the 

need for constant changes in the statute law. It will be remembered that we 

recommended that there should be an element of flexibility in any new 

statutory provisions to determine the boundaries of coroners' jurisdictions to 

take account of possible future requirements (see paragraph 20.24 above). 

The coroner's qualification is another case in point. Thus, while our evidence 

satisfied us that, in terms of current practice, a coroner should be legally 

rather than medically qualified, we are conscious that this may not always be 

a sensible requirement. With the passage of time, and as our recommenda-

tions on coroners' procedure take effect, inquests will become less frequent and 
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the causes of deaths will be increasingly determined by coroners on the advice 
of pathologists or other medical experts. In that situation, our recommenda-
tions for a legal qualification may require review and for this reason we 
proposed that the appropriate qualification for coroners should be prescribed 
by regulations made by the Home Secretary rather than written into the 
statute law. 

7. Another consequence of the dynamic state of the matters which we have 
reviewed is that the continuing validity of some of our own conclusions may be 
limited by changes in medical or scientific techniques, or by changes in social 
attitudes. We hope that the new framework of law and practice which we 
have suggested earlier in this Report will allow account to be taken of such 
developments more easily than has been the cast in the past. The ultimate 
responsibility for making necessary changes must rest with Government, but 
we believe that Ministers might be better placed to perceive and secure such 
changes if there were some permanent form of expert body charged with the 
task of monitoring developments and evaluating their significance for the 
matters which we have reviewed in the Report. Accordingly, we recommend 
that consideration should be given to the appointment of an Advisory Com-
mittee representative of coroners, doctors and other relevant interests. 

8. We have not considered in detail the form which such a body might take but 
we would expect its membership to reflect the interests most closely concerned 
with the field of work which we have studied —those concerned with the Investi-
gation and recording of the medical and circumstantial causes of death and 
with the administrative procedures concerned with the disposal of dead bodies. 
It would consist, therefore, of representatives of coroners, the medical pro-
fession (preferably nominated by the Royal Colleges), local authorities, the 
police and various Government Departments (which would certainly include 
the Home Office, the Lord Chancellor's Department and the Department of 
Health and Social Security). We would think it appropriate for the Home 
Secretary to take responsibility for appointing the Chairman and members of 
such a committee and receiving its reports, although we would hope that other 
Ministers would look to it for advice as appropriate. The committee should 
be financed and serviced by the [ionic Office. 

9. If such a committee were to be established we suggest that it might have 
the following functions: 

(i) to advise Ministers generally on the operation of the procedures and 
the Organisation of the system which we have reviewed and speci-
fically on matters referred to it; 

(ii) to provide. through the appropriate Minister, guidance to coroners, 
doctors and other individuals about standards of good practice; 

(iii) to keep under regular review the categories of death required by 
law to be reported to coroners and to make recommendations to 
Ministers for any changes which it may consider necessary. 
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10. It is not in our minds that such a committee should enquire into specific 
complaints or exercise any disciplinary powers, although it might be a suitable 
body to give consideration to general problems of organisation and pro-
cedure which may be seen by Departments to lie behind specific complaints. 
It should have nothing to do with the terms and conditions of service of 
coroners which should be negotiated directly between coroners' representatives 
and the central government. 

11. We hope that the Committee would publish an annual report. This 
would have the advantage of giving the public a better idea than it now has of 
the purpose of the various procedures concerned with the investigation and 
certification of causes of death, and it would, at the same time, allow the 
Committee to draw attention to such parts of its advice which had not been 
accepted by the Government. The right to secure a public audience would 
re-inforce the prestige of the Committee and enhance its authority. 

Implementation 

12. Not all our recommendations will require an Act of Parliament before 
they can be implemented. For example, changes in the coroner's procedure at 
and before inquests and the phasing-out of the use of police officers as cor-
oners' officers can be introduced by subordinate legislation under existing 
powers, or even by administrative action. We hope that n start will be made in 
dealing with these matters as soon as possible. But we recognise that nearly 
ail the important changes which we have recommended can only be imple-
mented by new statute law; they need not wait on each other for their intro-
duction. The changes which we have recommended in the doctor's "qualifica-
tion" to give a certificate of the fact and cause of death acceptable for 
registration purposes and his obligation to report a death to the coroner 
unless certain criteria are met can he introduced in legislation completely 
separate from that which will be necessary to implement the other changes to 
which we attach importance. We hope, therefore, that a start will be made by 
dealing with the matters with which we have been concerned in Part 1. Im-
provements in the law relating to the certification of the cause or death are a 
basic pre-requisite to some of the other changes which we have recommended, 
particularly those concerned with rationalising the procedures for authorising 
burial and cremation. We have already expressed the hope (in Chapter 27 
above) that these changes can be introduced at the same time as steps are 
taken to implement the recommendations in Part 1. Sonic of the major 
changes which we have recommended in the law relating to coroners—in 
particular our proposals for re-organising the structure of the service on the 
basis of a new partnership between central and local government—will re-
quire further discussion between the Government and the various interests 
involved. The same is true for our proposals for improving the pathological 
resources available to coroners. But we feel confident that other very necessary 
changes in coroners' law can be made more quickly. We arc particularly 
anxious that legislation to abolish the existing duty of it coroners' jury to 
name an individual as guilty or homicide, to re-define the coroner's powers 
and responsibilities and to give him much greater discretion to choose the 
form of his enquiry should not be long delayed. 
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13. The effect on coroners of re-organising the service in accordance with 
our recommendations will vary, but for many it will be profound. Some 
appointments will disappear under the re-organisation that will in any case be 
necessary as a result of the Government's proposed changes in local govern-
ment and others will follow when our own longer term proposals are imple-
mented. Coroners who lose their appointments should be adequately com-
pensated. Those who remain will be asked to adopt a new and more flexible 
approach to their work, to accept the use of some less formal procedures and 
to recognise much more explicitly their accountability for their actions and 
decisions. On one view it might be argued that coroners are being asked to 
sacrifice some of the major interest in their work and to surrender a measure 
of responsibility and independence. Any such Impression would be mis-
taken and completely at variance with the intention behind our proposals. 
It follows from our basic wish to improve the accuracy of death certification 
that individual coroners just as much as individual doctors—will have more 
rather than less responsibility in the particular cases with which they deal. 
To help them exercise this responsibility, we have proposed that coroners 
should enjoy greater discretion to choose the most appropriate method of 
procedure and benefit from improved supporting services in terms of both 
staff and accommodation. We are looking to a situation in which coroners 
will be more closely involved titan they are now with others whose interests 
and concerns are relevant to their own. We have already mentioned the 
registrar of deaths. Coroners are also moving towards a closer relationship 
with the Health Services as the number of deaths which are reported to them 
for purely medical reasons continues to rise. Our own proposals will streng-
then this trend. Asa result, coroners will have frequent contact with individual 
doctors in order to elucidate diagnoses of the medical cause of death and they 
will need to call increasingly on the pathological resources of the National 
Health Service. We foresee, too, that coroners will find themselves collabora-
ting ever more closely with medical ollicers of health (or their successors as 
specialists in community medicine) and with such community institutions as 
the Social Service Departments of local authorities and occupational health 
services. We are convinced that, through these contacts, coroners can make 
an important and positive contribution to the welfare of the community. 

14. Throughout this Report we have emphasised the inter-relationship of 
the procedures for certifying the medical cause of death, the registration of 
deaths, the disposal of dead hodics and the system of investigation of deaths 
by coroners. These matters arc not only inter-connected. they are inter-
dependent. But we have become aware during our enquiries that many of the 
individuals involved in these procedures doctors who give medical certifi-
cates of the fact and cause of death, coroners and pathologists who carry out 
post-mortenrs on their behalf play their part in remarkable isolation and do 
not always ace the essential unity of purpose which underlies their separate 
activities, Goodwill and co-operation between the individuals and the 
interests involved are essential if the improvements which we have identified 
as necessary are to he achieved. This co-operation cannot be created by Act 
of Parliament or even by changes in administrative procedures. We are sure 
that a constructive lead will be given by the many representative organisations 
who gave evidence to us. We hope that our Report will help all concerned to 
build a common understanding. 
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SUMMARY OF RECOMMENDATIONS 

The following is a definitive summary of our principal recommendations but 
reference to the text must be made for a full explanation of our proposals. 

MEDICAL CERTIFICATION OF THE CAUSE OP DEATH 

The "qualification " to give a medical certificate of the fact and cattle of death 

1. Before a doctor is allowed to certify the fact and cause of death for 
registration purposes he must: 

(i) be a fully registered medical practitioner (paragraph 5.05); and 

(ii) have attended the deceased person at least once during the seven days 
preceding death (paragraph 5.12). 

The doctor's obligations 

2. If a doctor who is called upon to certify the fact and cause of death is 
qualified under the terms of paragraph I above to give a certificate, ho should 
be obliged to: 

(i) inspect the body of the deceased person (paragraph 5.22); and 

(ii) EITHER send a certificate of the fact and cause of death to the regist-
rar of deaths, OR report the death to the coroner (paragraph 5.25). 

3. The Secretary of State for the Social Services should have power to 
make regulations, which may be national or local in their application, pre-
scribing certain categories of death as "reportable deaths" and a doctor 
should be obliged to report to the coroner any death which he has reasonable 
cause to believe falls within one of these categories (paragraph 6.20). 

Circumstances in which a " qualified " doctor should issue a certificate 

4. A qualified doctor should issue a certificate of the fact and cause of death 
only if: 

(i) lie is confident on reasonable grounds that he can certify the medical 
cause of death with accuracy and precision; 

(ii) there am no grounds for supposing that the death was due to or 
contributed to by any employment followed at any time by the 
deceased, any drug, medicine or poison or any violent or unnatural 
cause; 

(iii) he has no reason to believe that the death occurred during an opera-
tion or under or prior to complete recovery from an anaesthetic or 
arising out of any incident during an unaesthetic; 

(iv) the cause or circumstances do not make the death one which the law 
requires should be reported to the coroner; 

(iv) he knows of no reason why in the public interest any further en-
quiry should be made into the death (paragraph 6.33). 

The " unqualified " doctor 

5. Any doctor who is not qualified to give a certificate of the fact and cause 
of death and who, in the course of his professional duties, is informed of the 
death of a person whom he has previously attended, or who attends someone 
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whom he finds to be dead, should be obliged to report the fact of the death to 
the coroner together with any information which may assist the coroner's 
enquiries. He should not report a death to the coroner without first seeing the 
body and establishing the fact of death (paragraph 6.40). 

Procedure for reporting deaths 
6. A doctor should be obliged to report a death to the coroner as soon as 

possible after he has decided that a report is necessary (paragraph 6.42). An 
oral report should he followed up as soon as possible by the issue of a certi-
ficate. The certificate which the doctor sends to the coroner should be a new 
certificate of the fact and cause of death. In future this should be sent either to 
the registrar of deaths or to the coroner as appropriate. 

The Registrar of Deaths 
7. In relation'to the certification of the medical cause of death, the registrar 

of deaths should retain his present functions and in drawing up his instructions 
to registrars the Registrar General should have regard to the specific categories 
of " reportable deaths " (paragraph 6.44). 

The new certificate of the fact and cause of death 
8. The new certificate should specify the circumstances in which the doctor 

should report to the registrar and to the coroner (paragraph 7.06). 

9. The new certificate should have space for: 
(i) the National Health Service number (paragraph 7.08): 

(ii) the recording of major morbid conditions which have not caused or 
contributed to death (paragraph 7.25); 

(iii) the provision of information about surgical operations performed 
within three months of death (paragraph 7.25); 

(iv) the inclusion of details of serious accidents occurring within twelve 
months of death (paragraphs 7.24 and 7.25). 

Registration of still-births 
10. The time allowed for registering a still-birth should, in future, be the 

same as the time allowed for registering it death (paragraph 8.14). 

A new cerUJicate of perbratal death 
II. A single certificate of perinatal death should be introduced for use in 

the case of still-births and the deaths of children within seven days of birth 
(paragraph 8.25). 

12. The qualification of a doctor to give it certificate of perinatal death 
should be the same as of a doctor giving a certificate of the fact and cause of 
death (paragraph 8.25). 

Still-births: Cfrcunlstances In which a doctor (or midwife) .dmuld Issue a certi-
care of perinata! death or report the death to the coroner 

13. A doctor (or midwife in the case of a still-birth) who has attended at the 
birth should be obliged to give a certificate of perinatal death or to report the 
still-birth to the coroner, but a certificate should only be given if: 

347 

RLIT0001858_0181 



(i) the certifier is confident on reasonable grounds that he (or she) can 

certify the fact and the medical cause of still-birth with accuracy and 

precision; 

(ii) there are no grounds for supposing that the still-birth was due to or 

contributed to by any employment followed at any time by the 

mother, any drug, medicine or poison, any surgical operation, any 

administration of an anaesthetic, or any other violent or unnatural 

cause; 

(iii) the certifier knows of no reason why, in the public interest any 

further enquiry should be made into the still-birth (paragraph 

8.17). 

14. In every case where neither a doctor nor a midwife is present at the 

birth, an alleged still-birth should be reported to the coroner. An obligation 

to make this report should be placed that on any doctor or midwife who is 

called to see the body and then on any person present at the moment of still. 

birth (paragraph 8.18). 

The registrars obligation to report a still-birih 

15. The registrar of births and deaths should be obliged to report a still-

birth, or alleged still-birth to the coroner in three sets of circumstances, viz: 

(I) when he is unable to obtain a certificate from a doctor or midwife in 

respect of a still-birth which has been reported to him; 

(ii) when he has reason to believe that the still-birth should have been 

reported to the coroner by the certifying doctor or midwife; and 

(iii) when it is suggested to him by any person that a product of concep-

tion certified as a still-birth may luave been born alive (paragraph 

8.19). 

THE CORONER'S PRESENT AND FUTURE RESPONSInILrrttS 

Reporting of deaths to a caroner 

16. Persons in charge of prison service establishments, similar institutions 

maintained by the armed forces, approved schools and remand homes should 

continue to be required to report the deaths of inmates to the coroner (para-

graph 12.06). 

17. There should be a statutory obligation upon the officer in charge of a 

police station to report a death to a coroner when it person dies in police 

custody (paragraph 12.07). 

18. It should be a requirement of the law that the death of a compulsorily 

detained psychiatric patient should be reported to a coroner and the obliga-

tion to make such a report should be placed on the person in administrative 

charge of the hospital in which the patient was detained (paragraph 12.09). 

19. Intentional failure by any person to comply with an obligation to report 

a death to a coroner should be an offence punishable by a fine (paragraph 

12.32). 
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Territorial Jurisdiction of a coroner 

20. If the coroner in the area where the death occurred has grounds for 
believing that an inquiry should be made into the circumstances of the death 
and that it could more appropriately be made in the area where the incident 
leading to death occurred, he should be able to refer the death to that other 
coroner and the latter should then have a duty to accept jurisdiction over the 
death, It should not be necessary to move the body for this purpose (para-
graph 13.02(1)). 

21. When a competent court orders an inquest, or a fresh inquest, to be 
held, it should have power to direct any coroner (regardless of the area of his 
territorial jurisdiction) to hold the inquest (paragraph 13.02(11)). 

Duties of the coroner 
22. When a death is reported to a coroner who has a territorial jurisdiction 

over the death he should have a duty 

(i) to determine the identity of the deceased and the fact and cause of 
death; 

(ii) to make such enquiries as will allow him to decide whether a post-
mortem examination or an inquest or a reference to some other 
authority (or any combination of these) is required in order that he 
may determine the matters referred in (i) above; and 

(iii) to send a certificate incorporating the results of his enquiries to the 
registrar of deaths for the district in which the death occurred 
(paragraph 13.06). 

Powers of Investigation 
23. The coroner should have a statutory power to require a post-mortem 

to be carried out, to open an inquest or to make the reference referred to in 
paragraph 22(11) above (paragraph 13.06). 

24. 'the coroner, or any person acting with his authority, should have an 
express power 

(i) to take possession of a body and to enter and inspect the place or area 
where the body was found, and any place from which the body was 
moved, or any place from which there is reasonable grounds to 
believe that the body was moved, before it was found; and 

(ii) to enter and inspect the places or areas in which the deceased person 
was, or the places or areas in which there is reason to believe that 
the deceased person wits, prior to his death, if in the opinion of the 
coroner, the entry and inspection of such places or areas is necessary 
for the purposes of his investigation. 

Further, if a coroner has reasonable grounds for believing that it is essential 
for the purposes of his investigation that he should proceed in this way, he or 
any person acting with his authority should have the express power 

(iii) to enter Into any place to inspect and receive information from any 
records or writings relating to the deceased and to reproduce and 
retain copies therefrom; and 
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(iv) to take possession of anything that he has reasonable grounds for 

believing is material to the purposes of his investigation and to 
preserve it until the conclusion of his investigation. When his 
investigation is complete, the coroner should have a duty to restore 
that thing to the person from whom it was taken unless he is author-

ised or required by law to dispose of it in some other way (paragraph 
13.07). 

Inquests in the absence of a body 

25. The Secretary of State should continue to have the power to direct that 

an inquest be held in the absence of a body (paragraph 13.08). 

26. If, for a particular reason (see paragraph 13.09), a second inquest into a 

death is held, the finding of the second inquest should automatically replace 

the finding of the first, but where the second inquest is conducted in the know-

ledge that an earlier inquest has already been held, the coroner conducting 

the second inquest should have power to take into account the evidence given 

at the first inquest (paragraph 13.09). 

27. The Home Olfice should keep a register of the cases in which the Secre-

tary of State has directed inquests to be held in the absence of a body and 

coroners should consult the Home Office in cases where a body is found in 
circumstances which suggest that it may reasonably be thought to have been 

lost (paragraph 13.10). 

Deaths outside England and Wales 

28. For the avoidance of doubt it should be provided that a coroner has 

discretion whether or not to act in any case where he is informed that there is 

within his area a body of a person who has died overseas in circumstances 

which had they occurred in this country would have given him jurisdiction to 

act (paragraph 13.12). 

29. There should be legislation to provide that the death on an off shore 

installation of any person ordinarily resident within the United Kingdom 

whose body is, for any reason, not brought into the jurisdiction of a coroner 

should be reported to a coroner so that the latter may be in a position, if he 

thinks it desirable and practicable, to make enquiries to ascertain the Fact and 

cause of death and, if he wishes to hold an inquest, to seek the Secretary of 

State's authority for this (paragraph 13.17). 

Exhumations 
30. The coroner should have a statutory power to make an order for ex-

humation (paragraph 13.19). 

Treasure Trove 
31. Coroners should continue to exercise the duty of enquiring into finds of 

treasure until comprehensive legislation is introduced to deal with the whole 

question of the protection of antiquities (paragraph 13.27). 
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Fire inquests in the dry of London 
32. The City of London Fire Inquests Act 1888 should be repealed (para-

graph 13.29). 

The coroner's procedure when a death is reported to him 

33. Coroners should be recipients, not seekers, of reports of deaths which 
call for their investigation and their enquiries should extend so far as, but no 
further than, is necessary to enable them to complete the task of establishing 
the cause and, where necessary the circumstances of death (paragraph 14.10). 

34. The coroner should retain the right to accept the cause of death given to 
him by a doctor but having done so he should take responsibility for certifying 
the cause of death. He should send a certificate to the registrar on the basis 
of the information which the doctor has provided (paragraph 14.17). 

35. The coroner should be obliged to open an inquest when he is informed 
of: 

(1) a death from suspected homicide; 

(it) deaths of any person in legal custody (including persons who are 
compulsorily detained in hospitals); and 

(iii) deaths of persons whose bodies are unidentified (paragraph 14.10). 

36. Except in those cases mentioned in recommendation 35 above, the 
coroner should have a complete discretion as to the form which his enquiries 
may take after a death has been reported to him (paragraph 14.10). 

37. The restriction which precludes the coroner from returning any verdict 
which may appear to determine any question of civil liability should be re-
tained (paragraph 14.24). 

View of the body 
38. It should no longer be obligatory for a coroner to view the body prior 

to an inquest (paragraph 15.08). 

Arrangements for holding Inquests 

39. A coroner should have authority to summon witnesses from anywhere 
in England and Wales (paragraph 15.12). 

40. When witnesses are told about the arrangements for an inquest, they 
should be told also that, as properly interested persons, they are entitled to 
legal representation (paragraph 15.13). 

41. If a properly interested party asks to be kept informed or the inquest 
arrangements and has supplied a telephone number or address at which he can 
be contacted, then the coroner should be obliged to inform him of the arrange-
ments which he makes (paragraph 15.15). 
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42. A coroner should be required to exhibit a list of the inquests which he 
proposes to hold (together with a list of the witnesses to be called to each) 
on a notice board outside his office and outside the place or places moat 
commonly used as a coroner's court (paragraph 15.16). 

43. Coroners should not change the declared time of an inquest without 
giving adequate notice to the persons concerned (paragraph 15.17). 

Notification of Inquest findings 
44. If for any reason the nearest surviving adult relative whose existence is 

known to the coroner is not present at the inquest, the coroner should be 
obliged to notify him of the findings of the inquest, and to inform him that a 
certificate can be obtained front the registrar of births and deaths to whom the 
coroner's own certificate has been sent (paragraph 15.14). 

Recording of evidence 
45. A transcript of the evidence should be taken at every inquest (paragraph 

15.22). 

Interim death certIficate 
46. Coroners should be required to complete and deliver to the next of kin 

an interim certificate of the fact of death in cases where the conclusion of an 
enquiry is likely to be delayed. This certificate should be acceptable to third 
parties, e.g. insurance companies, as evidence of the fact of death (paragraph 
15.38). 

Abolition of the duly to assess guilt and the obligation to commit for trial 

47. The duty of a coroner's jury to name the person responsible for causing 
a death and the coroner's obligation to commit a named person for trial should 
be abolished (paragraph 16.18). 

48. There should be express provision for the coroner to refer his papers to 
the Director of Public Prosecutions, should he consider it necessary to do so, 
at whatever stage in the inquest seems to him to be most appropriate (para-
graph 16.20). 

49. A coroner should avoid making any statement directly implying that a 
dead person thought by the police to be a murderer was, in fact, responsible 
for a death (paragraph 16.24). 

50. In a case where a coroner sends his inquest papers to the Director of 
Public Prosecutions, the Director should be obliged to notify the coroner of his 
decision where no further court action ensues, no matter for what reason, and 
the coroner should publish a statement to the effect that the Director of Public 
Prosecutions is satisfied upon the evidence presently available that there is no 
case for any criminal proceedings (paragraph 16.28). 

5I. The coroner should be responsible for notifying the registrar of deaths 
of the results of any criminal proceedings or the results of further enquiries 
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made by the Director of Public Prosecutions or by the police on behalf of the 
Director (paragraph 16.30). 

Other offences 

52. If, during the course of an inquest, evidence is adduced for the first time 

which suggests that an offence which has a bearing on the cause of death may 

have been committed, the coroner should make a report to a responsible public 
authority and announce in neutral terms that he is doing so (paragraph 16.33). 

Result of an enquiry 

53. Coroners should continue to record in inquest cases the medical cause 

of death and sufficient information about the circumstances of the death to 

enable the Registrar General to ascribe the death to a statistical category 
(paragraph 16.42). 

Verdicts 
54. The term" verdict " should be abandoned and replaced by " findings" 

(paragraph 16.43). 

The Jury 
55. The mandatory requirement to summon a jury for inquests on certain 

categories of death should be abolished, but a coroner should retain the power 

to summon a jury where he considers that there arc special reasons for doing 

so (paragraph 16.49). 

56. When a coroner decides to sit with a jury, it should be summoned in 

accordance with the same rules as are used by the High Sheriff in summoning 

juries for other courts (paragraph 16.50). 

Riders and recmnniendations 

57. The right to attach a rider to the findings of a coroner's court should be 

abolished; the coroner should confine his enquiry to ascertaining and record-

ing the facts both medical and circumstantial which caused or led up to a death: 

and, where he thinks that action should be considered to prevent recurrence of 

the fatality, he should have a right to refer the matter to the appropriate expert 

body or public authority, and lie should announce that he is doing so (para-

graph 16.53). 

58. The coroner should not t e prevented from commending the conduct of 

an individual or an institution, provided this can be done without prejudice to 

others (pnragraph 16.55). 

Participation in inquest proceedings 

59. The following categories of properly interested persons should be given 

tin absolute right to be present at tin inquest and to ask relevant questions 

either by themselves or through their legal representatives: 

(a) the next-of-kin of the deceased; 

(b) the parents, children and personal representatives of the deceased; 
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(c) any beneficiary of a policy for insurance on the life of the deceased and 
any insurer having issued such a policy; 

(d) any person whose act or omission on the part of himself, his servants 
or agents, irrespective of whether it may give rise to civil liability, 
may be thought to have caused or contributed to the death of the 
deceased; 

(e) a chief officer of police; and 
(f) any person appointed by a Government Department to attend the 

inquest. 

In addition the coroner should retain a discretionary right to allow any other 
person to appear (paragraph 16.57). 

60, In cases of Industrial injury or disease, the existing right of a Trade 
Union representative to examine a witness at an inquest should be preserved 
(paragraph 16.57). 

61. A coroner should have a discretionary power to waive the requirement 
that the police may only appear at an inquest by Legal representative (para-
graph 16.58). 

Legal aid 
62. Legal aid should be made available to enable interested parties to be 

represented at an inquest (paragraph 16.60). 

Written evidence 
63. Subject to the same right of objection for properly interested persons as 

exists under the present law, coroners should in Ibture have a general discre-
tion to accept documentary evidence from any witness at an inquest (para-
graph 16.63). 

64. A " properly interested person " should have the right, and be given the 
opportunity, to object to the holding of an inquest based exclusively on docu-
mentary evidence (paragraph 16.66(a)). 

65. Once an all-documentary inquest has been opened a properly interested 
person should have the same right as he now has in relation to tiny inquest at 
which documentary evidence is admitted to require that the inquest be ad-
journed so that a particular witness may give oral evidence(paragraph 16.66(d)). 

66. A coroner should be obliged to give at least 48 hours notice of his 
intention to hold a "short" inquest (paragraph 16.66(b)). 

67. Such notice should be given in two ways, by display on notice boards 
outside his office and outside the place or places most commonly used as a 
coroner's court, and by written notice to the person to whom lie proposes to 
issue a certificate for disposal of the body (paragraph I6.66(c)l. 
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The coroner's procedure in relation to particular categories of death 
68. A coroner should continue to arrange for post-mortem examinations to 

be made whenever a suspected pneumoconiosis death is referred to him, that 
these post-mortem examinations should be carried out by pathologists 
attached to specialist thoracic centres, and that relevant pathological material 
should continue to be made available to the pneumoconiosis panels (para-
graph 17.08). 

69. Before giving consent to the use for transplant purposes of the heart of 
the victim of an accident whose death has been reported to him, the coroner 
should ascertain that the deceased has been the passive victim of violence 
(paragraph 17.12). 

Coroners' certificates and records 
70. There should he a new coroner's certificate of the fact and cause of 

death, which should be completed by the coroner in every case (paragraph 
18.06). 

71. Coroners should he required to make and retain a copy of the new 
certificate as the formal record of their action in respect of every death re-
ported to them (paragraph 18.18). 

72. The Registrar General should prescribe by regulation the information 
which the registrar of deaths should be obliged to copy into his register 
(paragraph 18.15). 

Disclosure of documentary information by coroners 
73. A coroner should have a wide discretion to snake documents available 

as he thinks fit, within a general framework of guidance to be provided by the 
Home Ofitce, 

74, A coroner should be obliged to supply a copy of a post-mortem report 
to the deceased person's family doctor on request and no charge should be 
made for this service. The supply of copies of this report to other doctors and 
other persons who may ask for it should continue to be a matter for the 
coroner's discretion. 

Appeals against Inquest findings or decision not to hold an inquest 
75. There should he wider rights of appeal against the findings of an 

inquest: an error in any part of the record of the findings of the coroner's 
court (including the findings as to the medical and circumstantial causes of 
death) should constitute a ground for an application for a fresh inquest 
(paragraphs 19.06 and 19.07). 

76. These rights should be exercisable locally by application to a High 
Court Judge sitting at a major centre outside London; but the existing right 
of an aggrieved party to go to the Divisional Court should be preserved 
(paragraphs 19.08 and 19.09). 

77. A coroner's discretion not to hold an inquest on a death that has been 
reported to him should be open to rapid challenge and the matter should be 
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capable of determination by a High Court Judge outside London (para-
graph 19.12). 

78. In such a case the High Court Judge should have power to order an 
autopsy and power to make an order suspending the operation of any burial 
or cremation order until the results of the autopsy are known (paragraph 
19.13). 

DEVELOPMENT OP THE CORONERS' SERVICE 

Reorganisation of local government 
79. As a transitional measure provision should be made in the forthcoming 

legislation on Local Government for coroners in England and Wales outside 
the Metropolitan areas to be appointed by the new county authorities and in 
the Metropolitan areas by the councils of the new Metropolitan areas (para-
graph 20.20). 

Coroners' areas 
80. (i) The new county and metropolitan authorities should be statutorily 

required to submit for approval by the Home Secretary proposals for the 
organisation of a coroner service in their urea. 

(ii) Before submitting any proposals for a part-time jurisdiction the author-
ity concerned should be statutorily required to consult the authority for any 
areas bordering on the proposed part-time jurisdiction with a view to en-
larging that jurisdiction if possible to full-time status by inter-authority 
adjustment of the coroners' district boundaries. 

(iii) The authorities should be under a statutory obligation to keep the 
distribution of coroners' districts under review and to consider any proposals 
made by the Home Secretary for alterations of districts; and to facilitate 
central oversight they should be statutorily obliged to send to the Home Office 
such information or reports on the work in individual coroner's districts as the 
Home Secretary may from time to time request. 

(iv) The Home Secretary should have power to approve or reject proposals 
submitted to him; power, after consultation with the local authority or local 
authorities affected, to amend the proposals for coroners' districts and power 
to propose and impose alterations front lime to time to any coroners' districts 
that seem to him to be unsatisfactory in size for the efficient working of the 
service (paragraph 20.23). 

81. The statutory provisions as proposed in paragraph 77 above should be 
formulated in such a way that, if at some future stage it were desired to deploy 
coroners more flexibly than by static jurisdictions, e.g. by creating panels of 
coroners for special enquiries whenever they might occur or by giving hard-
pressed coroners temporary reinforcement from other areas, these possibilities 
should not be frustrated (paragraph 20.24). 

Appointment of coroners 
82. Appointments of all coroners and of deputy coroners to whole-time 

posts should be made by the Lord Chancellor, after appropriate consulta-
tion with local authorities (paragraph 20.30). 
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83. Appointments of deputy coroners to part-time posts and of assistant 
deputy coroners should be made by the coroner with the approval of the Lord 
Chancellor (paragraph 20.31). 

Removal from office 
84. The power of removal should lie solely with the authority having the 

power of appointment, i.e. the Lord Chancellor (paragraph 20.32). 

85. The power of removal should be exercisable only for incapacity or 
misbehaviour (paragraph 20.31). 

86. The Lord Chancellor should be able to remove a coroner for any 
incapacity or misbehaviour which, in his judgment, renders the coroner unfit 

to continue in office (paragraph 20.33). 

87. Investigation of the grounds for removal from office of a coroner should 
he carried out on behalf of the Lord Chancellor by the Home Secretary (para-

graph 20.32). 

Qualifications for appointment 
88. Only barristers or solicitors of at least 5 years' standing in their pro-

fession should be eligible for future appointment as coroners, deputy coroners 
and assistant coroners. In order to preserve flexibility for the future, this 
new qualification should be prescribed by regulation rather than by statute 
(paragraph 20.41). 

Residential requirements 

89. Coroners who are appointed to county jurisdictions should no longer be 
required to reside within the district to which they are assigned, or within two 
miles of it. Instead, it should be a condition of appointment that a coroner, 

or in his absence his deputy or his assistant, should be readily available at all 
times to undertake coroners' duties (paragraph 20.43). 

Retirement 

90. Unless special circumstances necessitate an earlier retirement, a coroner 

should normally retire at the age of 65, but the Lord Chancellor should have 

power to extend the coroner's tenure of office annually in appropriate cases up 

to the age of 72. These conditions should also apply to deputy coroners and 
assistant deputy coroners (paragraph 20.45). 

Coroners' salaries 

91. Whole-time coroners should be paid standard salaries. An appropriate 

analogy to follow would be the salary of a stipendiary magistrate (paragraph 

20.48). 

Supporting staff for coroners 

92. Police officers should no longer serve in the capacity of coroner's 
officer. They should be " phased-out " gradually and should be withdrawn by 
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chief officers of police only after the closest consultation with the coroner, 
local authorities, hospital and where appropriate other bodies (paragraphs 
21.11 and 21.12). 

93. Every coroner should be provided with the services of a civilian cor-
oner's officer and where necessary the services of a secretary (paragraph 
21.14). 

Central government responsibility for staff and accommodation 
94. The Home Secretary should be placed under a statutory duty to secure 

the provision of suitable and sufficient stalland accommodation for the per-
formance by coroners of their statutory functions (including the holding of 
inquests). He should be empowered to make arrangements for other persons 
or bodies to act as his agents and to pay for the expenditure incurred by them 
on his behalf (paragraph 21.25). 

PATHOLOGICAL AND RELATED SERVICES 
95. Responsibility for selecting the appropriate pathologist or pathologists 

to investigate a particular death should cease to rest with the coroner; instead 
it should be entrusted to another authority, familiar with the services and 
resources which could be made available to assist the coroner and familiar 
also with the needs of coroners and the circumstances of their work (paragraph 
23.06). 

96. The provision of a pathology service for coroners should become the 
responsibility of the National Health Service (paragraph 23.08). 

97. The appropriate National Health Service authorilyshould designate for 
each coroner a senior pathologist (or failing this a senior medical adminis-
trator) among whose responsibility it would be to receive requests from each 
coroner for pathologist examinations, to select the pathologist to curry them 
out, and to satisfy himself that facilities, e.g. mortuary and laboratory facilities 
were available for their purposes (paragraph 23.20). 

98. The designated officer (as described In paragraph 94 above) should: 

(i) be prohibited from asking any member of it pneumoconiosis panel to 
carry out a post-mortem examination on behalf of the coroner in any 
case where pneumoconiosis is suspected to have caused the death; and 

(ii) do what he can in such a case to encourage the closest liaison between 
the pathologist acting on behalf of the coroner and the pneumoconi-
osis panel members (paragraph 23.21). 

99. A service in forensic pathology for the police (like the pathology ser-
vices for coroners) should he firmly based in the N.H.S. (paragraph 24.04). 

IOU. The general training framework for forensic pathology should be based 
on N.H.S. practice (paragraph 24.06). 
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101. The principal training schools in forensic pathology should continue, 
as at present, to be located in universities (paragraph 24.07). 

102. The general supervision of post-graduate training in forensic pathology 
should be primarily the responsibility of the Royal College of Pathologists 
(paragraph 24.07). 

103. The requirements for a national service in forensic pathology should 
be determined only by consultation between the Home Office, police authori-
ties and Regional Hospital Boards or similar authorities (paragraph 24.09). 

104, The Home Office should take responsibility for initiating the discus-
sions referred to in paragraph 100 above, for representing the police require-
ments, and for making a financial contribution in respect of the provision 
ultimately made (paragraph 24.09), 

MEDICAL CERTIFICATES FUR THE DISPOSAL OF DEAD BODIES 

Disposal of still-births 

105. The procedure for the disposal of still-births should, in future, be the 
same as for dead bodies (paragraph 25.10). 

Dlaposal cerltJirallon procedure 

106. A disposal certificate issued either by a registrar of deaths or by a 
coroner to whom a death has been reported should be sufficient authority for 
disposal by any method (paragraph 27.34). 

107. The existing cremation forms and certificates and the office of medical 
referee should he abolished (paragraph 27,34). 

1(Ia. The changes made necessary by the recommendations at 103 and 104 
above should be introduced at the same time as the changes recommended in 
Part I of this Report, but if, for any reason, there is a likelihood that these 
latter changes may he deferred for it considerable period, we recommend that 
Form C (the confirmatory certificate) should he abolished without delay 
(paragraph 27.35). 

Emhalining 
109. Preservative treatment should in future never be started before either 

(a) a death has been registered on the basis of a certificate given by a doctor 
qualified to issue such it certificate or (b) if the death hits been reported to the 
coroner, the consent of the coroner has been obtained (paragraph 28.10). 

Responsibility for Issuing disposal cert(firatrs 

110. The registrar should be responsible for issuing the certificate for the 
disposal of it dead body in all cases except where an inquest is held (paragraph 
28.16). 
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I11. In every case in which a coroner holds an inquest he should be obliged 
to issue a disposal certificate to a person who appears to him (i.e. the coroner) 
to be responsible for arranging the disposal of the body (paragraph 28.17). 

112. When a body of someone who has died outside this country is brought 
back for disposal, the certificate authorising disposal of the body should be 
issued by the registrar of deaths unless the death is one on which a coroner 
has decided to hold an inquest (paragraph 28.22). 

113. When a review of the registration service is next arranged, special study 
should be given to the question of whether a closer degree of integration could 
or should be sought between the two services (Conclusion, paragraph 5). 

114. Consideration should be given to the appointment of an Advisory 
Committee representative of coroners, doctors and other relevant interests 
(Conclusion, paragraph 7). 

We would like to record our profound gratitude and admiration for the 
assistance we have received, throughout our enquiry and in the preparation of 
this Report, from our two Secretaries. Our first secretary was Mr. Geoffrey 
de Deney and he was succeeded in the middle of 1968 by Mr. Austin Wilson. 
To both or them we extend our sincere thanks. We wish also to record our 
appreciation for the help we received from Mr. Francis Rookc-Matthews of 
the General Register Office, whose presence at our meetings made an inestim-
able contribution to our work. A number of members of the Home Office staff 
(notably Mr. Peter Beedle, Mr. Roy Harrington, Mr. Nigel Varney and Mr. 
Peter Curwen) assisted us at various times throughout our enquiry and we 
are happy to record our thanks for their help. 

NORMAN BRODRICR 
W. MBLVILLE ARNOTT 
RICHARD BINGHAM 
BARBARA DYER 
DAVID KERR 
P. H. LLOYD 
GLADSTONE R. OSBORN 
DOUGLAS OSMOND 
LIONEL ROSEN 

A. P. WILSON 
Secretary 22nd September, 1971 
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LIST OF WITNESSES WHO GAVE EVIDENCE 

(a) Organisations and individuals who submitted written evidence. 

Association of Anaesthetists 
Association of Chief Police Officers of England and Wales 
Association of Clinical Pathologists 
Association of Clinical Pathologists: Caledonian Branch 
Association of Crematorium Medical Referees 
Association of Industrial Medical Officers 
Association of Municipal Corporations 
Association of Police Surgeons of Great Britain 
Ministry of Aviation (now Ministry of Aviation Supply) 
Dr. J. G. Benstead 
Mr. J. F. Blythe 
Board of Trade (now Department of Trade and Industry) 
British Academy of Forensic Sciences 
British Association In Forensic Medicine 
British Medical Association 
British Occupational Hygiene Society 
British Paediatric Association 
British Railways Board 
Mr. H. Campbell 
Dr. B. S. Cardell 
Central Electricity Generating Board 
Central Midwives Board and the Royal College of Midwives 
Christian Science Committees on Publications 
College of Pathologists (now the Royal College of Pathologists) 
Commissioner of Police of the Metropolis 
Confederation of British Industry 
Coroners' Society of England and Wales 
County Councils Association 
Cremation Society 
Crown Agent 
Mr. A. G. Davies 
Ministry of Defence 
Director of Public Prosecutions 
Electricity Council 
Faculty of Anaesthetists 
Mr. M. A. Falconer 
Federation of British Cremation Authorities 
Dr. C. P. de Fonscka 
Friendly Societies Liaison Committee 
Gas Council 
Mr. D. J. Gee, on behalf of seven other forensic pathologists 
General Register Office 
Greater London Council 
Guild of Mortuary Administration and Technology 
Mr. F. G. Hails 
Dr. V. F. Hall 
Mr. J. A. Hogg 
Ministry of Home Affairs for Northern Ireland 
Ministry of Housing and Local Government (now Department of the Environ-

ment) 
Institute of Actuaries 
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institute of Burial and Cremation Administration 
Mr. J. C. Jevans 
Dr. J. E. Keen 
Mr. H. H. Kenshole 
Ministry of Labour (now the Department of Employment) 
Law Society 
Dr. W. M. Levitt 
Life Offices' Association, the Associated Scottish Life Offices and the Industrial 

Life Offices' Association 
Lloyds Underwriters 
London Transport Board 
Lord Chancellor's Office 
Professor H. A. Magnus 
Mr. W. E. J. Major 
Dr. A. K. Mani 
Dr. T. K. Marshall 
Medical Protection Society 
Medical Research Council 
Mr. G. R. S. Mortis, Q.C. 
Motor Conference 
National Association of Funeral Directors 
National Coal Board 
National Union of Hoot and Shoe Operatives 
National Union of General and Municipal Workers 
National Union of Journalists 
National Union of Mineworkers 
Newspaper Proprietors Association 
Newspaper Society 
Paediatric Pathology Society 
Ministry of Pensions and National Insurance (now the Department of Health 

and Social Security) 
Police Federation of England and Wales 
Police Superintendents Association of England and Wales 
Ministry of Power (now the Department of Trade and Industry) 
Proprietory Crematoria Association 
Royal College of Obstetricians and Gynaecologists 
Royal College of Physicians 
Royal Society for the Prevention of Accidents 
Rural District Councils Association 
Society of Antiquaries 
Society of Labour Lawyers 
Professor W. G. Spector 
Dr. H. Spencer 
Mr. J. F. Stone 
Mrs. N. Tate 
Dr. A. B. Taylor 
Trade Union Congress 
Ministry of Transport, representing also the views of the Road Research 

Laboratory (now the Department of the Environment [Transport Industries]) 

(b) Organisations and individuals who gave oral evidence. 
Association of Anaesthetists Dr. H. J. V. Morton 

Dr. O. P. Dlnnlck 
Association of Clinical Pathologists Dr. A. Q Hunt 

Dr. E. M, Ward 
Dr. A. G. Marshall 
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Association of Crematorium Medical Referees Dr. W. A. Parker 
Dr. J. Stevenson Logan 

British Academy of Forensic Sciences 

British Association in Forensic Medicine 

British Medical Association 

Christian Science Committees on Publication 

College of Pathologists 
(now the Royal College of Pathologists) 

Coroners' Society of England and Wales 

Cremation Society 

Crown Office, Scotland 

Faculty of Anaesthetists and the Royal 
College of Surgeons 

Federation of British Cremation Authorities 

General Register Office 

General Register Office. Scotland 
Department of Health and Social Security 

Institute of Burial and Cremation 
Administration 

Lord Chancellor's Department 
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Professor F. E. Camps 
Mr. D. Napley 
Dr. A. K. Mani 
Professor C. J. Poison 
Professor C. K. Simpson 
Dr. P. H. Addison 
Dr. F. Hampson 
Dr. J. D. J. Havard 
Dr. C. H. Johnson 
Professor R. D. Teare 
Mr. R. Woods 
Dr. G. Macpherson 
Dr. A. Skenc 
Mr. B. G. Pope 
Mr. W. R. Ainslie 
Miss E. A. Jameson 
Miss K. D. Phillips 

Dr. A. G. Marshall 
Professor R. D. Two 
Professor T. Crawford 
Professor C. K. Simpson 
Dr. E. M. Ward 
Dr. A. C. Hunt 
Dr. F. Hnmpson 
Mr. P. D. Childs 
Mr. T. E. Gardiner 
Mr. M. R. E. Swanwick 
Dr. G. L. B. Thurston 
Mr. J. A. S. Williams 
Mr. K. G. Prevette 
Mr. H. Carter 
Mr. W. G. Chalmers 
Mr. A. Mcleod 

Dr. A. H. Galley 

Mr. A. C. McMillan 
Mr. L. J. Evans 
Mr. H. G. Garrett 
Mr. C. C. Spicer 
Mr. W. G. McDonald 
Mr. R. McLeod 
Sir George Godber, Chief 

Medical Officer 

Mr. L. J. Evans 
Mr. H. G. Garrett 

Mr. D. W. Dobson 
Mr. W. Bourne 
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Medical Research Council Dr. W. R. S. Doll APPENDIX 2 

National Association of Funeral Directors Mr. H. Ebbutt 
Mr. L. H. Stringer STATISTICS OF CORONERS WORK SINCE 1901 

Mr. P. G. Wilson General 
Police Federation Chief Inspector R. J. Willatt 1. Coroners arc required to make an annual return to the Horne Secretary. These 

Chief Inspector R. Light returns arc made on a standard form which is issued to every coroner by the Home 
Sgt. R. H. Warrington Office Statistical Branch at the end of each year. The completed returns arc the 
Constable J. F. Quinn I main source of statistical information about coroners work. The contents of the 
Mr. E. D. Hodgson (on I returns have varied from time to time and these variations are reflected in the tables 

behalf of the secretary) annexed to this appendix and to Appendix 4. So far as possible, for purposes of 
Proprietary Crematoria Association Mr. E. E. Field comparison, where information is basically the same it has been kept in the same 

Mr. G. C. Scott column and changes in the heading of the column are indicated at the years where 
Royal College of Obstetricians and I they occur. 

Gynaecologists Dr. T. L. T. Lewis 2. Until 1938, individual returns were published in full in the annual volumes of 
the Criminal Statistics and the figures for 1901-1938 have been obtained from this 

I
Dr. A. H. Cameron source. No returns are available for years 1915-1917 inclusive or for the period of 
Dr. J. A. Gavin the Second World War. 
Dr. M. A. Heasman 
Mr. D. Longmore i 3. Annual publication of these statistics was discontinued after the Second World 
Professor H. A. Magnus I War but the returns continued to he made to the Home Office and full summaries 
Professor S. Peart I were made of them. Unfortunately, some of these summaries appear to have been 
Professor W. G. Spector destroyed and this is the explanation for the large gap covering the period 1946-1956 
Professor H. Spencer inclusive. The only figures for which there is almost a complete record are the number 

of deaths reported to coroners and the number of inquests held, but even these 
figures are missing for the year 1948. For some of the missing years. Our tables 
include figures which have currently been provided for its by the Secretary of the 
Coroners' Society from his Society's records for this period. These are the figures 
which appear in brackets in our table and they are likely to be slight underestimates 
because a few coroners do not belong to the Society. 

Column I —Total number of deaths in England and Wales 
4. These figures have been obtained from the Registrar General, There is a sur-

prising constancy in the total number of deaths occurring annually over the seventy 
year period. The number of deaths occurring in 1966, for example, is almost exactly 
comparable with the number in 1901. Between these years the number of deaths 
declined very slightly until 1926 and after that year began slowly to rise again. As 
we shall see, however, the change in the pattern of deaths was rather more striking 
than the overall picture suggests. 

Column 2—Deaths reported to Coroners 
5. Until 1919. the total number of deaths reported to coroners does not seem to 

have been recorded. In theory, it ought to be possible to arrive at this number by 
adding the figures in column S (number of preliminary enquiries not followed by 
Inquest) and column 8 (total number of Inquests); but If this is done for the years 
1919-1926 it will be found that the total is in fact smaller than the figure for the total 
number of deaths reported tocoroners. We have been able to find no plausible reason 
for this discrepancy. However, in the light of this known discrepancy, it maybe that 
a larger number of reports were made during the period 1901-1914 than the sum of 
the figures in columns 5 and 8 would indicate. 

6. For the period 1927-1938, the number of deaths reported to coroners should 
correspond with the totals of columns 5, 7 (post-mortem examinations ordered by 
coroners in non-inquest cases) and 8. Here again, however, there is a discrepancy. 
The total of these three columns at the beginning of the period is smaller than the 
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total number of deaths reported to coroners. At the end of the period, however, 
the total of these three columns exceeds the total number of deaths reported. A 
possible explanation may be that in the return of deaths investigated where no 
inquest was held coroners included Pink Form B cases as well as Pink Form A cases. 
As the number of the former increased this would account for the rise in the total. 

The practice may also have varied from coroner to coroner which would explain 

why the excess of the sum of columns 5, 7 and 8 over column 2 amounts to only 
about half the ligure in column 7. 

7. After 1946, the figure of deaths reported to coroners appears to correspond 
fairly closely with the sum of the figures in the columns indicating the different ways 
in which coroners dealt with those deaths. 

Column 3—Lunaflrs and mental defectives 

8. The number of these deaths appears to have remained remarkably constant 
for the whole of the period for which figures of this are available. They are, of course, 
included in the total In column 2. The obligation to report such deaths ceased in 
1959 and 1960 was the first full year in which the obligation did not apply. The 
abolition of a duty to report deaths of lunatics and mental defectives undoubtedly 
accounts for the slight decline in the total number of deaths reported to coroners in 
the years 1960 and 1961. But the existence of an underlying strong trend for the 
number of deaths reported to coroners to increase is clearly shown by the fact that, 
by 1962, the total number of deaths reported to coroners was well in excess of the 
figure for 1959. 

Column 4-011rer deal/as reported to the coroner 

9. The figures in this column give a better Idea of the growth of coroners work. 
There is little doubt that, certainly in the later years, the automatic reporting of 
deaths of lunatics and mental defectives resulted in coroners treating their investi-
gation Into these deaths very much as a formality. Very few of these deaths were, 
in fact, certified by coroners: the great majority were dealt with by use of the Pink 
Form A procedure. Figures in column 3 remain fairly constant throughout the whole 
period for which they are available. The figures In column 4, on the other hand, 
reflect the general rise in deaths reported. This is particularly so for the year 1927 
when the changes made by the Coroners (Amendment) Act 1926 and the Births and 
Deaths Registration Act 1926 came into effect. The increase in the number of 
deaths reported in 1927 over the previous year is over 6,000 of which over 5,000 
are accounted for by deaths other than those of lunatics etc. The probable explana-
tion for this increase is the tightening up of the registration procedures which took 
place in 1926. The same changes have relevance to the number of inquests, a point 
which is discussed below. 

Coin pun S—Preliminary enquiries not followed by Inquest 

10. The figures in this column represent the"Pink Form" cases. Since 1926. these 
have fallen into two categories: A and B. But it is clear, not only from these statistics 
but also from certain remarks in earlier editions of Jervis and the Report of the 
Departmental Committee on Coroners In 1910, that a "Pink Furm" procedure 
operated long before 1926. In theory, at least, the pre-1926 "Pink Form" procedure 
should correspond with the post-1926 Pink Form A procedure that is to say It should 
have been used in those cases in which, although a report has been made to the 
coroner, the action which he takes does not result in the death being certified upon 
his authority because he has notified the registrar that he does not propose to take 
any action. In these cases the death is registered on the basis of a medical certificate 
of the cause of death issued by a medical practitioner. 
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I1. There might seem to be a case of putting the heading " Pink Form A" in this 
column between the years 1926 and 1927, since the present "Pink Form" procedure 
dates from 1926. But the lgures in this column for the period 1927-1938 are sus-
piciously high and it seems very possible that, after 1926. Pink Form A and Pink 
Form B cases were not at first separated so that, for the period 1927-1938, the figures 
in column 5 in fact represent the sum of both procedures. For a period after 1946 
it is possible to distinguish clearly between Pink Form A and Pink Form B cases. 
There seems little doubt that the reduction In the number of the "A" cases in the 
years 1961 onwards by about 10,000 in comparison with the years 1946-1949 is 
ascribable to the ending of the obligation to report deaths of lunatics and mental 
defectives which were only rarely registered on the basis of a certificate provided by 
a coroner. 

Colon.- 6 and 7—Post-marten, examinations 
12. There are two points to make about the figures in this column. First, it scents 

possible that some of the post-mortem examinations recorded as taking place during 
the period 1919-1926 may relate to cases included in column 5 as preliminary en-
quiries not followed by an inquest: there is certainly an clement of double counting 
somewhere in these figures. The other significant fact is that, at least as late as 1926. 
more than half of the total number of inquests were not accompanied by a post-
modem examination. 

13. After 1926, it is possible to distinguish between post-mortem examinations 
which accompanied inquests and those where no inquest was hold. The latter 
category Is, of course, the category of Pink Form B cases. The power to hold a 
post-mortem examination and then dispense with an inquest was first introduced in 
1926. The figures for the following years show the way in which this power was 
increasingly utilised. Deaths dealt with by coroners In this way now account for 
about 75 per cent of all deaths which they certify. 

C'oiunm 8—Number of inquests 
14. Apart from those in column I, the figures in this column arc probably the 

most reliable over the whole period covered by the table. There has been a large 
fall in the number of inquests held from the beginning of the period to the end but. 
until very recently, this fall has not resulted from a steady decline. It has, In fact, 
taken place In two clearly defined steps each of which corresponds with the period 
of one of the two World Wars. During the period 1901-1914, the number of inquests 
averaged a fairly constant 36,000 it year; during the period 1919-1938 the number 
of Inquests averaged a fairly constant 31,000 a year and during the period 1946-1966 
the number averaged a fairly constant 26,000 a year. The number is now failing 
gradually every year although the number of deaths reported to the coroners con-
tinues to rise. There were no changes in the law during these two War periods which 
might have affected the number of inquests held and it seems probable that the 
pressure and general upheaval of periods of emergency has resulted in the breaking 
down of old practices and in the adopt ion of new ones more consistent with current 

needs. 

15. No less striking than the impact of the two War periods on the number of 
inquests is the apparent absence of any effect on the number of the introduction of 
the Pink Form B procedure in 1926. Although the number of Pink Form B cases 
had reached 13,000 by 1938, there was no significant reduction at all in the number 
of inquests held. An explanation of this somewhat surprising fact can be found in 
the rise in the number of deaths reported to coroners after 1926 and from an examina-
tion of the statistics on verdicts. The number of deaths reported to coroners between 
1927 and 1938 rose by about 10,000—a figure which does not fall very far short of 
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the increase in the number of Pink Form B cases during this period. The statistics 
of verdicts (see Appendix 4) show that until 1926 verdicts of accidental death and of 
death from natural causes were both averaging about 12,000 a year. In 1927, the 
number of natural death verdicts dropped by about 3,000 which corresponds with 
the number of Pink Form B cases in that year. Rather more surprisingly, in the 
same year, the number of verdicts of accidental death rose by about 3,000: the 
reasons for this sudden increase has eluded us. 

16, As we see it, the introduction of the Pink Form B procedure had two conse-
quences. First, while it did not result in any reduction in the number of inquests, 
it prevented a small rise which might otherwise have taken place. Secondly, it appears 
to have encouraged an increase in the number of deaths reported to coroners. 

I7. There has, of course, been a reduction in the number of inquests over the 
whole period covered in the table. A substantial factor in this appears to have been 
the decline in infant mortality. Although statistics of the age of the deceased were 
not kept in comparable form throughout the period (and no figures at all are 
available between 1919 and 1957), it is apparent that the number of inquests held on 
children under the age of one year has fallen from around 5,000 or 6,000 annually 
in the years 1901-1914 to around 600 or 700 in the period 1957-1969. This decline 
corresponds neatly with a drop in the annual infant mortality rates. In contrast, 
numbers of inquests held on the deaths of adults have remained much more con-
stant. The Registrar General has told usthat deaths for the age group2l-24 amount for 
slightly over hair of the totals shown in the top part of column 14 (youths between 
the age of 16 and 25). It follows that during the period 1901-1914 Inquests on the 
deaths of those aged 21 and over ranged from about 23,000 to about 26,000. These 
figures arc not substantially in excess of the figures for the period 1957-1969 where 
the number averages about 22,000 a year. 

Columns 9-17—Age of deceased 
18. We have already discussed the significance of the figures in these columns in 

connection with the figures of the total inquests in column 8. The only additional 
comment it is necessary to make on these figures is to explain that the total shown 
at the bottom of column 12 is smaller then the total in column 8 because the former 
is based on the number of verdicts. As a result of the operation of section 20 of the 
Coroners (Amendment) Act 1926 (as extended by section 8 of the Road Traffic 
Act 1956) the coroner's inquest Is adjourned whenever he Is Informed that criminal 
proceedings have been instituted for homicide or causing death by dangerous 
driving; after the conclusion of the criminal proceedings the coroner is not obliged 
to resume the inquest. There are about 400 or 500 of these cases a year. The figures 
in column 8 represent the total number of inquests opened; the figures at the bottom 
of column 12 represent the total number of verdicts reached. 

Column 18—Number ofJurlssdfetfoes 
19. The number of coroners at any one time is always smaller than the total 

number of jurisdictions because some coroners act for more than one area. The 
report of the Departmental Committee In 1910 stated that there were 360jurisdictions 
In that year but only 330 coroners (these figures were probably a slight underestimate). 
They noted 54 franchise coroners. The Coroners (Amendment) Act 1926 provided 
that when a vacancy occurred in a franchise coronership the jurisdiction should 
become a coroners district of the county. In 1936, the Wright Committee reported 
that there were then 354 coronerships held by 309 coroners. 44 of the coronerships 
were franchises, 18 having been brought to an end by the operation of the 1926 
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Act' It is clear from the table that the bringing to an end of the franchises did 
not result in a corresponding reduction of the number of jurisdictions. A number 
of these franchises were, in fact, of a substantial size and their extinction resulted 
simply in the creation of an additional county district. In this respect, the inter-
pretation of the figures on page 204 of Dr. Havard's book „ The Detection of Secret 
Homicide" is faulty. The reduction in the number of franchise coronerships did 
not automatically entail a reduction in the number of coroners. On the other hand, 
a reduction in the number of coroners can be, and has been achieved, by a joint 
appointment to a borough and the surrounding county district without a reduction 
In the total number of jurisdictions. At present, only 3 franchise jurisdictions remain 
and two of those are not affected by the 1926 Act. The bulk of the franchise juris-
dictions in fact came to an end before the mid-1950s. Since that time there has con-
tinued to be a reduction in the number of jurisdictions which has been faster than 
in the period before the Second World War. The present number of coroners Is 229. 

' The 1910 Committee's figure for franchise coroners did not Include those franchise 
coroners who also hold another county or borough jurisdiction in addition to the franchise. 
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1 2 3 4 5 

Total Deaths reported Number 
number to Coroner of Prelim. 

Year of deaths Inquiries 
in not 

England Lunatics followed 
and Total and Other by 

Wales number mental persons Inquest 
defectives 

1901 551,585 18,653 
1902 535,538 18,841 
1903 514,628 18,320 
1904 549,784 19,399 
1905 520.031 19.464 
1906 531,281 19,170 
1907 524,221 18,627 
1908 520,456 19,054 
1909 518,003 19,594 
1910 483,247 19,509 
1911 527,810 20,742 
1912 486.939 20,932 
1913 504,975 21,594 
1914 516,742 23,619 

STATISTICS OF COB ' WORK 1901-1969 

Source: Coroners' Relur the Home Office 

6 7 8 9 10 11 12 13 14 15 16 17 IS 

Number of Inquests 

Total 
numbe 

of 
Inquest 

!nfwus 
Le8ltlmole) 
nder I year 
year and 

underI 

Infants 
(111,gitnwre 
or unknown) 

Under I year 
1 year and 

under? 

Children 

7 years 
and 

underl6 

Youths 

16 years, 
and 

under25 

Adults 

25 years 
and 

under6C 

Aged 

60 year. 
and 

above 

37,184 3,471 3,803 1,132 214 1,746 2,485 14,495 7,736 
36,09 5,817 3,477 1.034 214 1,646 2,322 13,996 7.500 
35,861 3,583 3,553 1,070 212 1,463 2,261 14,209 7,422 
36,2613,702 3,640 1,104 212 1,555 2,284 14,029 7,682 
36,02 3,187 3,569 1,077 213 1,626 2,307 14,332 7,652 
36,571 5,296 3,664 1,037 209 1,647 2,223 14,438 7.960 
36,57 ,171 3,624 943 215 1,598 2,244 14,666 8,226 
37, .895 3,531 1.230 279 1,655 2,256 14,757 8,393 
36,724 018 3,531 1,032 206 1,665 2,221 14,538 8,458 
3541 ,686 3,314 953 183 1,717 2,255 14,212 8.013 
37,61 ,700 3,494 883 226 1,887 2,495 15,062 8,793 
37,09~~,507 3.366 880 179 1,856 2,243 14,961 9,006 

36,122'M 
971 194 2 

36,1 399 3
363 

,246 929 174  1,963 2
855 

,482 1
331 

5 596 9
718 

,231 

1919 504,203 59,179 14,964 44,215 

investigated 
by 

Coroner 
No Inquest 

held 

Post-mortem 
examinations 
ordered by 
Coroner 

18,330 11,570 
1920 466,130 53,714 10,995 42,719 15,751 12,210 
1921 458,629 31,426 10,933 40,487 15,421 11,604 
1922 486,780 54.312 12,489 41,823 16,674 12,709 
1923 444,785 52.623 10,766 41,857 15,464 12,736 
1924 473,235 53,062 10,860 42,202 15.707 13,661 
1925 472,841 53,011 11,357 43,633 16,293 14,268 
1926 453,804 54,177 11,064 43,113 14,506 14,463 

In In Non 
Inquest inquest 
Casaa Cases 

1927 484,609 60,511 12,108 48.403 20,808 12.904 3,616 
1928 460,389 62,501 11,665 50,836 23,542 11,127 6,791 
1929 532,492 67,259 12,564 54,693 26,581 11,468 7.906 
1930 455,427 63,238 10,691 52,547 24,983 11,306 7,875 
1931 491,630 65,082 11,554 53,528 27,358 11,069 8,458 
1932 484,129 65,979 12.251 53,722 28,455 10,796 8,873 
1933 496,465 67,458 11,806 55,652 29,277 11,561 9,647 
1934 476,810 67,044 11,135 55.909 29,175 12,054 10,745 
1935 477,401 67,646 11,557 56,089 30,178 11,728 11,058 
1936 495,764 69,687 11,827 57,860 31.828 11,972 12,269 
1937 509,574 71,628 12,125 59,503 33,069 12,771 13,212 
1938 478.996 70,635 11,250 59.385 32,381 13,190 13,764 

Pink 
Porn A 

1946 492,090 72,664 23,219 13,655 22,895 
1947 517,615 81,316 25,426 14,854 27,881 
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Age No. of 
iknown uris-

dictlons 

102 368 
86 
88 
61 
64 
96 
69 
96 
55 
84 
74 
100 
63 

103 

Under 1-13 years 14-20 years 21 years 
Total I year and over 
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363 

353 
348 
345 

333 
332 
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APPENDIX 3 

Analysis of Post-mortem examinations Con-
ducted on the Authority of Coroners 1969 

Summary showing variation in the practice of 
Individual coroners in having post-mortem 

examinations node 

Source: Coroners Returns to the home 
Office 

Percentage of 
poet-mortems in 

relation to 
number of deaths 

reported to 
coroners 

Number of coroners 
in each percentage 

category 

Under40% Nil 

40%-49% 1 

50%-59°%, 3 

607-69% 10(4.3%) 

70%-79°%, 37 (16.0% 

80•/,-89% 58(25-2%) 

90%-100••/, 121(52-6%) 

230-' 100% 
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Analysis of Post-morlem Examinations Conducted on the Authority of Cocoons 1969 
Source: Coroners Returns to the Home Office 

Caroner'siurisdiction 
(jurisdictions bracketed 
together we served by 

the same coroner) 

Deaths 
reported 

PM's 
n'ithoul 
inquest 

PM's 
with 

inquest 

Percentage 
of all deaths 
reported in 
which PM's 

were held 

Bedfordshire 

North 1 518 300 73 72Bedford Borough 
South ... ... ... 522 337 102 84 

Berkshire 
North ... ... ... ... 167 132 31 91
East (not available) ... 
South 130 91 30 93
Newbury Borough}' 
Reading Borough ... 444 274 76 79 
Windsor Borough ... 41 30 10 97

Buckinghanrslfe 
Mid-Bucks & Aylesbury 482 229 120 72Oxfordshire South 
North ... ... ... 86 64 20 97
South ... ... ... ... 692 486 175 89

Carnbridgerhire 

Cambridge County 
(not available) 

Isle of Ely (Northern) 132 87 37 94
Cambridge Borough... 237 174 82 99 

Cheshire 

Central 538 336 127 86
Eastern 778

...... ... .... 754. 1s
197 97 

Western 561 165 96 
Chester Borough ... 259 137 86 
Wallasey Borough ... 292 232 22 87

86

Birkenhead Borough... .. 368 246 73 88 

Cornwall 
Bodmin 175 98 38 77 
North&East ... 119 74 37 95

... ...Truro ... 408 137 71 51
West 149 49 70 ... ... ... .... 282 
Penzance Borough ... 56 37 8 80 
Isles of Scilly ... ... — — -- —

Cumberland 
Eastern ... ... ... 122 55 25 65 
Western ... ... ... 
Carlisle Borough ... 

341 
184 

214 
126 

63 
38 

81 
89 

Derbyshire 

South ... ... .. 448 377 55 98 
High Peak  ... 222 170 51 99 
Scarsdale 713 474 176 91 

Derby Borough ... .. 910 687 143 91 

Devonshire 
East 5 93 370 159 90
Exeter Borough 
North ... ... ... 137 102 32 97... 
South ... ... ... 273 217 33 91 ... 
Barnstaple Borough 51 33 14 85 

84 Plymouth Borough ... .. 606 431 79 
100 Week.. 

•unrn,,sh ••• 
.. 

375 2
75 32 44 70 
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APPENDIX 4 

ANALYSIS OF VERDICTS SINCE 1901 

1. Statistics of the verdicts returned at coroners' inquests annually since 1901 are 
set out in the table annexed to this appendix. The source of this information is 
the returns made by coroners to the Home Office. There are no figures for the years 
1915-1917 inclusive or for the years 1939-1956 inclusive. However, the absence of 
figures for these years does not materially affect the picture of the general trend. 

Column I —Total number of verdicts 
2. The total number of verdicts only began to be published in the Criminal 

Statistics in 1919 but before that date the total number of verdicts was the same as 
the total number of inquests—the figures for which are given in column 8 of the 
table annexed to Appendix 2. The totals remain identical for the period 1919-1928 
inclusive. After that year the effect of the major change in the law made by the pro. 
visions of section 20 of the Coroners (Amendment) Act 1926 can begin to be seen. 
Before that year, even in thosecases in which it was known that criminal proceedings 
might result against some person in respect of a death, the coroner's inquest went 
ahead regardless of any independent proceedings before the magistrates. The 
Coroners Committee which reported in 1910 recommended that, where the Director 
of Public Prosecutions so requested, the coroner should postpone his committal 
until the magistrates had themselves committed the accused. Section 20 of the 1926 
Act went further than this and, to all intents and purposes, required the coroner to 
adjourn the inquest if he had been informed that some person had been charged 
before examining justices with murder, manslaughter or infanticide (this provision 
was extended to the offence of causing death by dangerous driving by the Road 
Traffic Act 1956). Moreover, section 20 (4) of the 1926 Act enabled an inquest 
which had been adjourned in these circumstances not to be resumed, with the result 
that no verdict is returned. Accordingly, after 1926, the total number of verdicts Is 
less than the total number of inquests by the number of inquests which have been 
adjourned in this way and not resumed. Until 1938 the number of inquests not 
resumed in these circumstances was fairly small, but, since the extension of this 
provision to the offence of causing death by dangerous driving in 1956 the numbers 
have grown much larger. An analysis of these figures for the years 1957-1969 
inclusive is given at the foot of columns 20-24. 

Columns 2-8—Death by wilful or criminal acts 
3. The effect of the provisions of section 20 of the 1926 Act is also illustrated by 

the figures in columns 2 and 3 (murder and manslaughter). Before 1926 these 
figures relate to all victims. After 1926 fewer inquests on the victims of murder 
or manslaughter were completed and the verdicts relate in the main to those deaths 
where although the death has clearly resulted from murder or manslaughter the 
offender has either not been found or, more frequently, has taken his own life,

4. The figures in columns 7 and 8 show a gradual increase in the number of 
suicides. Until 1938 there were still a few verdicts of fete Jr se, Some time after 
1945 the return was changed (in line with u recommendation of the Wright Com-
mittee) to eliminate this as a separate category. The category of felo Jr is was itself 
eliminated by the Suicide Act 1961, 

Columns 10-14—Death by neglect, exposure, etc. 
5. The distinction between columns 10 and II is that the first relates to neglect 

by others and the second to self-neglect by the deceased. This distinction has been 
removed in returns made in more recent years. 
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6. There are no precise definitions of chronic alcoholism or addiction to drugs 
but the terms are discussed on pages 89 and 178 of the 9th Edition of Jervis on 
Coroners. In recent years it seems probable that references to drug addiction are 
related to drugs to which the Dangerous Drugs legislation applied but this cannot 
always have been the case. 

Column 16—Accidental deaths 

7. The number of verdicts of accidental death returned at coroners inquests has 
remained fairly constant through the period. At present these verdicts comprise 
about two-thirds of the total. In 1901, an only slightly smaller number of accidental 
death verdicts constituted less than two-fifths of the total. There are one or two 
interesting trends shown by the figures in this column. The first is the sudden 
increase in the verdicts of accidental death in the years following 1926. As indicated 
in paragraph 15 of Appendix 2, this rise in the number of accidental deaths dealt 
with by coroners in this period provides part of the explanation for the fact that 
the number of coronas inquests did not decrease after 1926 as, with the introduction 
of the Pink Form B procedure, they might otherwise have been expected to do. 
The rise in the number of verdicts of accidental death corresponds with a rise in 
the number of deaths reported to the coroner after 1926. Before 1926 It was by no 
means the rule for a corona always to hold an inquest in respect of deaths which 
no doctor was able to certify. A number of accidental deaths must have come into 
this category and remained uncertified. Part of the object of the 1926 legislation 
was to reduce the number of uncertificated deaths registered and the changes intro-
duced by the two Acts may provide the explanation of the Increase in the number 
of accidental deaths dealt with by coroners after 1926. 

8. The other interesting feature of the number of verdicts of accidental death is the 
drop in the number after 1930. The passing of the Road Traffic Act 1930 which 
created a number of driving offences and diminished the number of road fatalities 
is probably the explanation. 

9. About 8,000 of the total number of accidental deaths are deaths in the home 
and other residential institutions. Of these 4,000 are falls of which 3,700 are ex-
perienced by persons aged 65 or more. This is a category where it is known that 
there is a good deal of variation in the classification of death by coroners. In some 
areas these falls followed by pneumonia are treated as natural deaths. A decision to 
take these deaths out of a coroner's jurisdiction or to introduce a uniform system of 
classification of them could accordingly have a considerable effect on the coroners' 
figures although there would not be any real change in the number of this kind of 
death. 

Column 17—Natural causes 
10. The figures of verdicts of death from natural causes show the most dramatic 

trend in this table. The effect of the Pink Form B procedure introduced by the 
Coroners (Amendment) Act 1926isclearly illustrated. Verdicts of death from natural 
causes averaged about 14,000 a year in the period 1901 to 1914 when they accounted 
for about two-fifths of all verdicts. From 1919 to 1926 they averaged about 12,000 
a year and from 1927 to 1938 they declined steadily falling to about 6,000 a year in 
1938. They now account for under 1,500 verdicts a year—less than a tenth of the 
total. 

Column 18—Stillbirths 
it. The drop in the number of verdicts of stillbirths is as dramaticas that inrespect 

of deaths from natural causes but the figures are very much smaller. The reason 
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for the drop is also quite dissimilar. The reduction in the number of natural causes 
verdicts illustrates a change in coroners practice resulting from a change in the law. 
The drop in the number of stillbirth verdicts reflects a real drop in infant mortality. 

Columns 19-22—Open verdicts 
12. Until 1938 open verdicts were broken down as shown in the table. The returns 

from 1957 have not been broken down in the same way. A certain number of open 
verdicts are probably "concealed" suicides where the evidence was insufficient to 
determine the intention of the deceased. 

Columns 23 and 24—Inquests on bodies of new born children 
13. The figures in these two columns are not additional to the figures in the earlier 

columns in the table. They simply analyse separately the causes of death of young 
children where inquests were held. They reflect continuing public concern in the 
early years of this century with infant mortality and they ceased to he shown sep-
arately after 1914. 

Foot of Columns 20-24—Adjourned Inquests not resumed 
14. An explanation of these figures has already been given in paragraph 2 above. 
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1 2 3 4 5 6 7 8 

Death by wilful or criminal act. 

- - -- - suicide 

Man- Jacd-
Mur- alnudh- Infant- Ruble etc- While Fell, 

Year Total der car Icide bomi- cvmd inram de 
aide ra 

1901 208 130 S IS 3,037 49 
1903 173 127 1 22 3,197 42 
1903 189 111 2 21 3,441 39 
1909 191 126 1 16 3,232 73 
1903 163 103 4 17 3,389 126 

1907 
3 

3359 163 110 10 
3,362 

III 
1903 192 109 8 12 119 
1909 165 102 4 19 3,907 137 

of 

tide 

Coroner.' V is 1901-1969 

Source: Coroners' Return the Home Office 

9 to 

- 

II 12 
13 H IS 

W,na 
Dwlh by.q' 

16 17 U 19 20 21 

Open verdict. 
---- 

22 23 24 

In90bt On 
bodies of now-
borneblldren 

Gw Ii 
Want Death. Death whkh , 

Lack Want, Ears. ddit, 
fo 

of Demh. by 17e cha Death Death Death Iran Num- verdict 
tap drr on alien. from - am thin from horn hom ceulea her or of 

at N to lion in- den 
n

t naw,al barn In- drown- ,her an- In- wilful 
eta.   

1191 at duetrial or nil.' renew Juries In known user- quest. murdn 
birth dlaater advert- causal min- way 

lure able re-
turned 

154 236 1 164 14,001 14,594 270 393 1,339 440 262 736 44 
133 230 94 189 14,202 14,305 268 334 1,159 408 279 634 36 
179 205 6 214 14,013 13,924 271 D] 0,295 415 233 848 45 
166 217 193 19,419 14,3)8 250 339 1,119 323 213 873 49 
166 189 219 14,406 13,843 281 308 1,171 593 224 832 37 

2 !!1 233 14,80! 14,293 223 360 1,061 302 210 883 43 
156 130 237 14,991 14,324 119 271 1,113 489 228 630 34 
143 SS 219 14,939 14,184 306 336 1,163 511 243 831 43 
136 20 

120 290 613 279 14,518 14,824 297 299 997 498 101 973 36 

1910 171 88 4 16 3,400 129 13$ 337 541! 2296 
1911 156 92 10 16 3,474 99 IRS 196 BI! 
1913 192 97 5 10 3,490 11$ 97 231 A~ 253 
£913 194 99 4 19 3,386 89 97 162 6 

248

1914 170 76 36 I1 3.590 107 83 168 081

1919 31 756 208 16 8 3,109 191 22 120 131
92 2
277 

1910 31,496 192 89 6 3,236 249 28 88 
D0 274 

1921 29,716 168 72 3 3,585 130 19 98 111 1 
1932 70,800 178 64 3 17 3,727 117 19 99 i29 

1923 31,264 157 67 I6 5 14 3,116 101 IS 84 1 219 1924 31,703 141 74 17 3 10 3,614 63 20 83 1 218 
1923 33,178 163 76 26 2 17 3,917 67 34 122 HS 1916 33,924 164 88 20 4 17 4,330 78 30 96 

1937 32,418 121 42 7 1 8 4,770 93 27 100 91 231 
1928 31,553 76 66 7 I 21 4,758 88 17 93 M 

1B 
 189 

1929 32,610 81 47 3 2 8 4.844 65 32 133 1 1601930 31,521 84 46 6 - 3 4.886 86 22 93 II 6 182 
1931 30,638 71 31 4 - 80 4,987 103 30 79 11 

1932 30,357 76 40 4 - 9 3,387 70 29 18 50 D 1
99 

2 1441931 31,476 73 39 3 1 9 5,472 7I 42 14 71 11 11 119 
1934 31,374 83 48 ) 9 5,431 55 46 19 ]1 

'1 10 160 1915 30,830 75 53 1 2 11 5,090 66 36 3 37 1 
1976 30,739 71 36 3 - 7 4.920 67 47 83 61 14 6 . 119 1937 31,350 33 11 1 2 9 5.061 44 45 10 67 18 12 354 
1938 ]1,292 55 50 3 3 5 5.210 53 35 10 61 I 

14,173 14,016 290 247 1 1.025 475 195 880 46 
15,425 14,702 260 292 1,154 337 197 925 23 
15,111 14,451 235 322 1,125 502 220 901 41 
11,213 14,326 US 293 1,011 330 324 873 50 
16303 14.330 258 397 1,024 434 181 936 34 

13.486 12,,1.551 272 257 904 392 173 

17,11 2414 921 380 
117 12; 222 310  344 

52,107 12 327 305 262 766 342 142 

12,606 12,213 271 219 795 393 135 
13,235 12$82 U3 237 146 396 142 
13,964 12,617 275 231 717 410 133 
13,851 12,117 262 358 678 412 139 

13.175 9598 210 228 762 369 137 
16,485 7,783 207 279 701 398 131 
17,452 1,815 154 262 669 4118 114 
17,532 6,736 160 308 606 435 l08 
16,111 6,660 I53 190 682 413 96 

16,130 6,398 I33 388 674 463 101 
17,136 6,618 lit 290 619 540 00 
17,45 6,760 121 1]] 380 478 11] 
17,024 6.431 101 340 601 573 110 

67,804 6,147 IN 06 590 
774 17777 

17,915 6,066 500 360 390 834 100 

76 17 1 2 3,717 I3 40 
4 
$ 

42 BU 13,089 2.440 21 

58 17 2 72- 4 5137 12 54 • 6 
41 
40 

757 
7 

13581 
16,042 

2.367 
2.279 

30 
36 

71 
30 

21 
23 

4 
2 

1 
- 

6 
10 

3.206 
5,119 

7 
12 

46 
46 S 

23 1 
21 

53 21 3 - 7 5,212 IS ]9 4 2) 
9547
914 

231 
I 298 

23139 

1,1.53 31 
66 
60 

19 1 2 3 
2 

3.383 
3.137 

7 
11 

32 
67 

1 $ 
7

39 1,012 16,322 1501 40 

42 
23 
21 

T 
3 

2 
2 2 5.363 # !3 t 

B 26 833 16,651 1.575 22 

63 28 4 - - 5.187 16 33 
13 II 
11 

47 
31 

934 
B92 

16,]96 
16.670 

1,319 27 
25 

55 26 - 3,017 1 75 1 16 31 747 15,943 
1,741 
1,564 36 

SB 
59 

14 
28 I 

I 
- 

- 
- 

4.735 
4,369 

7
9 

37
47

U 19 
I) 37 

29 771 13,111 1,517 23 

42 26 2 - - 4,]69
is 701 15,520 1,363 32 

386 1400 387 

Total Murder sI ush• 
let 

kid. ant 
Drlvi, 

497 95 (dl 10 332 

IW 
50 

396 16 609 
596 96 75 II 409 
698 III 68 14 495 
619 116 66 20 417 

707 122 59 14 312 
671 137 66 18 650 
933 173 84 13 661 
933 II) 34 IS 661 
996 175 31 14 724 
360 117 92 17 564 

I 
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APPENDIX 5 
Statistics of Work by Juriadictktm, 1969 

rce: Coroners' Returns to the Home OI 

Coroner's jurisdiction inquest 
(jurisdictions bracketed 

reported PM (Pink 
ths and no 

together are served by Form A) 
e... ,...n. mr.Mr) 

k i 
B) 

Rrdfordshire 
North l SIg 145

r337
., 

Bedford Borough 
522 79South .•. 

Berkshire 
North 167 4
East (not available) 
South 130 

Borough} 
444 93Reading Borough .. 

41 
1

Windsor Borough .. 

Bu i hbe 
Mid-Bucks s & Aylesbury) 482 133 229 
Oxfordshire South II 86 2 64North -.. - 
South ... • 692 31 486 

Cambridgn'hire 
Cambridge County 

(not available) ... of Ely
iugh)

132 7 87 
174 Cambridge Bo o

le 257 1 

Cheshire 
Central ... ... - 

53B 75 336 
778 

Eastern ... ... 1.004 29 
 28 561 Western ... ... .... 754

Chester Borough ... 259 36 37 1 
132 Wallasey Borough 292

368 49
2 

246 Birkcnhmd Borough 

Cornwall
Bodm 175 34 98

74North •-
North & East ... 119 

408
R 

197 137 
Truro ... ... 
West 2866 84

149
37 

Penzance Borough 11 _ 
Isics of Scilly ... - --

C'umberlan! 

122

 
122 41 55 

Eastern ... ... 
Western 64 214  

4 
Carlisle Borough 

344 20 

Derbyshire 
South ... ... 77 

448 16 377
I 
174 High Peak 222 

63o 
63 Scarsdale ... .. 

Derby Borough ... 910 687 

Devonshire 
East L 583 38 370
Exeter Boruugbl 137 2 102North ... ••• 
South ... ... ... . 273 1 is 27 

17 
Barnstaple Borough 51 96 431 Plymouth Boruug 

...
606 

West ... ... ... 
388 

RLIT0001858_0202 



Statistics of Work by jurisdictions, 1969 

Source: Coroners' Returns to Horne Office 

Statistics 
Source: Coroners' 

of Work 
Returns 

by Jurisdictions, 
to the 

1969
home OBicc 

I 2 3 4 

I
2 3 4 5 No PM's 

No 
inquest 

PM's 
without PM's 

Carnner's jurisdiction 
Uurisdictions bracketed Deaths 

Inquest 
and no 

without 
inquest 

PM's 
with ingtes 

Coroner sjurisd ckel en 
ictions led Deaths and no inquest(Pn 

inquest 
ith Inquest

PM togctllcr arc served by reported PM (Pink 
Form A) 

(Pink 
Form B) 

inquest no PM 
l toget sewed
together arc served by reported PM (Pink (P the same coroner) 

the same coroner) Farm A) Form B)
Liaralnahire—Hollmb-sontd. 

Kent—conritwed 679 ll7 — Spalding ... ... .....91 11 66 14 

—

North ... ... ~% 7 109 27 I London—City ... 93 9 146 38 —
WestSout ... ... 

.•• 220 
481 14 377 70 

32 -Nort 15 1,ondon—Imur 

I 

Dover Borough 
Folkestone Borough 158 23 105 30 

IS

— West ,. ... 3,863 251 
194 

2,916 
2,382 

698 
538 

—
2 

Gravesend Borough 100 9 
60 

76 
154 2 North .- 

 South 
3.116 
4,596 43 4,010 543 --

Maidstone Borough 262 
264 22 — The Queens Household The 1 — I — —

Borough 
267 4 214 49 

—Ituchester 
Rochesc 

Borough .. i 

Lances/are 675 135 72 — Northern .. 
Eastern ... ... ... 

3,907 
2,969 

52 
802 

3,322 
2.262 

533 
361 

_ 

Blackburn... ... 
l.002 647 349 1 Suul6ern .. 2,969 40 2,586 343 

Bury ..• 
Pralton L 1,143 78 703 362 

— 
I Western ... 4,063 69 3.538 456 — 

Walton Is Dale 
Rochdale ... .. 638 42 482 114 — i hfnrunmdhs67ry 

643 23 475 141 4 
Furness 152 15 53 62 22 Monmouth 

Newport Borough .. 314 8 224 82 —
Barrow•in•Furncas 
Borough 

Salford •.. 
1208 35 1,011 

1,157 
162 
485 

— 
106 Na,/alh 

Derchum 19 77 19 —
West Derby ••. 273 1,742 

55 97 — 
... ... .... ..115 

Diss 
... 

93 4 67 21 1 
Lancaster bur .B
Blackburn Borough •• 430 312 82 — 

is King's Lynn _. ... 90 
330 

4 
82 

61 
199 

20 
49 

5 
—

Borough 638 
407 

22 
468 

110 
— Norwich .. 

Great tnh Borough 171 6 130 35 —... 
Burnle 

Borough
ornug ... 

367 46 199 112 
519 

10 
— Norwich Borough 

ch
411 9 

65 
313 

56 
89 
27 

—

1 
I3uHoltonool 

Liverpool Borough .. 
liverpy 2,922 413 

510 1,333 
L

539 

— King's Lynn &woutlh 149 

Manchester Bugh 2,929 1,188 
433 1 Nurtliwnprnnshirr 

Oldham Borough 
5oBord Borough .. 485 35 309 —

102 
141

6

151 — 
Eastern ... .. .... .416 ...

... 173 
II 
35 

127 
107 

78 
31 

—
—:.. 

Wigan Bnroug 
253 — Western ... 

Northampton Borough ... 465 67 297 lot —

l.eiwstrrrhire 
55 

5 45 3 2 Narrhun+6erlom! 4 Franland ... ... 
Northern ... ... .. 45 

119 
234 

50 
1 

9 North . . . . .... ..255
South 

66 
202 

122 
374 

63 
157 30 

Southern .• 
Lekcatcr Borough Newcastle 

329 
 1,218 272 630 208 58 ... ... .... ..783 

, upon Tyne 
23 559 262 41 Borough .. . .. 825 

l.fucoholdre--Kvsretrn 
15 — 15 — -- Anuhtylwmshire West 

North ... ... .. 64 
43 

7 
9

44 
27 I 7 — N 

Newark
al I } 1.125 10 912 203 —

Past ... ... 
South 
Sountham 

59 7 —
— 

34 
52

I6 
36 

2 Newark Borough k )))
Rctiord 279 13 213 53 

—

Borough .. R8 .. 
Nottingham Borough 1,717 244 1,188 285 

I:DCaistor e—Lhdsvy 
144 98 3 { 0t/ardrldre 

Kirto r ... ... 
Linton 304 1so 53 I Central l 

•' 
503 12 307 194 —... 

Lincoln o 7 335 86 193 54 — Oxford Boron I 
North Western 173 13 128 32 

—ou
BoroughLincoln Borough) 97 16 63 18 — I 

Danbury Borough .
Louth ... ... 
Spilsby ... ... ... 112230 24 77 

152 
22 
33 

— 
- Ponlmxl ... ... ... 36 2 26 R —

Grimsby Borough ..• 
I

Lincolushire—Holiaml 
80 19

26 29 6  Shropshire 
Bradford North ... ... 41 3 30 8 — 

Boston ... ... ... 

I 391 
390 

1858_0203 
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Statistics of Work by Jatsdlctlem,1969 
c..,,.,... rn.nnan• Returns to the Home Office 

Coroner's jurisdiction 
(jurisdictions bracketed 
together are served by 

the same coroner] 

1 

Deaths 
reported 

2 
No 

Inquest 
and no 

PM(Pink

3 
PM's 
without 
inquest 

Form B ) 

4 

PM's 
with 

inquest 

5

Inquest 
no PM 

Coernaruanshfre-rontinaed 
65 16 25 22 2South ... ... ... 

Cardisarishirc 
North ... ... 65 18 35 12 - ... 
Mid and South ... 48 it 24 13 - 

CartnarrArnshirc 
East and West 281 20 164 94 3 
Three Commots 336 14 252 70 -

Denbigkshirr 
East 256 30 168 55 3 
West ... ... 216 39 119 46 12 

Flinn ... ... 348 17 241 90 -

Clamorgan
Eastern ... 1,165 308 710 147 ... 
Gower .. . . ... ..170 35 Its 

559 
13
57 

4
-Northam ... ... 701 85 

Ogmore ... ... 
Western 604 141 368 78 17 ... ... 
Cardiff Borough ... 971 188 664 119 

30 
-
- Merthyr Tydfil Borough 339 115 

85 
194 
299 77 3 Swansea Borough 464 

Merloneth ... ... 84 22 30 22 10

Montgonwry ... 60 7 38 14 1

Prntbrokcshire 

Northern 30 9 11 10 - 
Southern ... ... 151 41 69 32 9 

Radnor ... ... .. 29 7 17 S -

131,639 14,506 92,003 24,101 1,029 Torau ._ 

(l3 

APPENDIX 6 

DEATHS REPORTED TO CORONERS AS A PROPORTION OF ALL DEATHS 1965 
COUNTIES AND COUNTY BOROUGHS 

(Source: The Registrar General for England and Wales and 
Coroners' Returns to the Home Office) 

DISTRu7r 
Counties and boroughs 

Bedfordshire ... ... ... 
Berkshire ... ... ... ... 

Reading ... ... ... ... 
Buckinghamshire ... ... ... 
Cambridgeshire and Isle of Ely ... 
Cheshire ... ... ... ... 

Birkenhead ... ... ... 
Chester ... ... ... ... 

Cornwall ... ... ... ... 
Cumberland ... ... ... 

Carlisle ... ... ... ... 
Derbyshire ... ... ... ... 

Derby ... ... ... ... 
Devon ... ... ... ... 

L'.aeter ... ... ... ... 
Plymouth ... ... ... 

Dorset ... ... ... ... 
Durham ... ,. ... ... 

Sunderland .,. ... ... 
Essex ... ... ... ... 

Southend •.. • • 

Gloucestershire ... ... ... 
Bristol ... ... ... ... 
Gloucester ... ... ... 

Greater London and Environs ... 
Hampshire ... ... ... ... 

Bournemouth ... ... ... 
Portsmouth ... ... ... 
Southampton ... ... ... 

Coroners' boroughs Total 
included in county no. of 

totals deaths 

Belford 3,808 

Newbury\ 3,438 
Windsor I 

1,798 

4,262 

Cambridge 3,243 

13,187 

1,794 

907 

Penance 4,821 

2,479 

1,169 

6,395 

2,751 

Barnstaple 7,486 

1.554 

2,856 

Poole 3,808 

14,919 

2,246 

Colchester-Included in Greater 
Environs 

1,829 

4,491 

5,906 

1,209 

136,997 

Winchester 9,249 

395 

2,503 

3,601 

2,619 

Deaths 
reported to 

corona 

787 
(20.4) 

673 

(1
3466 (193
887 

(2058)6 

(2,125 
(161)

316 

579 
(31.7) 

774 
(17.2) 
1.053 

(1336 
(27.8) 
32,616 
(23.8) 
1 1 

(15/7) 
440 

(17.6) 
756 

(21.0) 
580 

(22.1) 

RLIT0001858_0205 



DEATHS REPORTED TO CORONERS AS A PROPORTION OF ALL DEATHS 1965 
COUNTIES AND COUNTY BOROUGHS 

(Source: The Registrar General for England and Wales and 
Coroners Returns to the Home O(11ce) 

District Coroners' boroughs Total Deaths 
Counties and boroughs included in county no. of reported to 

totals deaths coroner 

Herefordshire ... ... .. Hereford 993 241 
(24.3) 

Hertfordshire ... ... .. Included in Greater London and Environs 

Huntingdon and Peterborough 1,554 304 
(19.6) 

Kent Rochester 

Canterbury ... ... ... 
Lancashire ... ... ... ... 

Barrow ... ... ... ... 
Blackburn ... ... ... 
Blackpool ... ... ... 
Bolton ... ... ... 
Burnley ... ... ... ... 
Liverpool ... ... ... 
Manchester ... ... ... 
Oldham ... ... ... ... 
Salford ... ... ... ... 
Wigan ... ... ... ... 

Leicestershire ... ... ... 
Leicester ... ... ... 

Lines.-Holland ... ... ... 
Llncs.-Kesteven ... ... 
Lisa.-Lindsey ... ... ... 

Grimsby ... ... ... ... 
Lincoln ... ... ... ... 

London City ... ... ... 
Norfolk ... ... ... ... 

Great Yarmouth ... ... 
Norwich ... ... ... ... 

Gravesend 
Dover 
Folkestone 
Maidstone 
Margate 

Grantham 

KlnpIVna

k7-

Greater London 

866 126 
(14'6) 

33,092 6,225 
(18.8) 

923 106 
(11•S) 

2,163 421 
(19.5) 

2,850 556 
(19$) 

1,583 346 
(2P 7) 

1,762 411 
(2,84) 

9,997 1,830 
(183) 

9,048 2,373 
(26 2) 

2,051 476 
(23 2) 

2,251 472 
1210) 

1,328 232 
117-4) 

3,312 500 
(15 1) 

4,172 943 
(22.6) 

1,135 159 
(14.2) 

1,547 229 
(14.8) 

3,350 675 
(201) 

1,283 227 
(17.0) 

1,236 243 
(196) 

1,002 197 
(197) 

4,511 580 
(12.8) 

1,038 164 
(15.8) 

2,050 372 
(18.1) 

to 

DEATHS REPORTED TO CORONERS AS A PROPORTION OF ALL DEATHS 1965 
COUNTIES AND COUNTY BOROUGHS 

(Source The Registrar General for England and Wales and 
Coroners' Returns to the Home Office) 

DISTRICT Coroners boroughs Total Deaths 
Counties and boroughs included in county no. of reported to 

totals deaths coroner 

Northamptonshire ... 2,892 $17 
(17.9) 

Northampton ... ... ... 1.853 357 
(19.3) 

Northumberland ... ... ... 6,377 933 
(14.6) 

Newcastle-upon-Tyne ... .. 4,520 742 
(I6'4) 

Nottinghamshire ... ... ... . Newark 5,396 1,314 
(24' 

Nottingham ... ... .. 4,773 1, 342 
28 1) 

323 Oxfordshire ... ... ... Banbury 1,774 
(182) 

Oxford ... ... ... ... 1,994 366 
(18.3) 

Rutland ... ... ... 212 31 
(14.6) 

Shropshire ... ... ... ... Shrewsbury 3.467 531 
(15.5) 

Somerset ... ... ... ... Bridgwater 6.638 1,075 
(16.2) 

Bath ... ... ... ... 1,553 318 
(20'S) 

Staffordshire ... ... ... Newcastle under-Lyme 8,608 1.674 
(194) 

Burwn-on-Trent ...
(18.6) 

910 168 

Snselhwick ... ... 424 11$ 
(n•4) 

Stoke-on-Trent ... ... ... 3,909 1,355 
(39.8) 

Walsall ... ... ... I, 668 353 
(21.3) 

West Bromwich ... ,.. ... 1,226 305 
(24.8) 

Wolverhampton ... 2,332 378 
(16.2) 

East Suffolk ... ... ... 2,437 417 
(17.0) 

Ipswich ... ... ... ... 1,651 307 
08.61 

West Suffolk ... ... ... Bury St. Edmunds 1,714 263 
(15.5) 

Surrey Guildford-Included in Greater London and 
Environs 

Sussex (East) ... ... (,,446 1,068 
(16'6) 

Brighton ... ... ... ... 3,281 669 
(20 4) 

Hastings ... ... ... ... 1,788 286-
(16.0) 

Sussex (West) ... ... 6,703 1,238 
(20 0) 

Wnrwlckshirc ... ... 6,190 1,133 
(18.3) 

Birmingham ... ... ... 13.212 3,306 
(21.0), 

397 
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DEATHS REPORTED TO CORONERS 
COUNTIES 

(Saner: The Registrar 
Coroners' 

AS A PROPORTION 
AND COUNTY BOROUGHS 

General for England and 
Returns to the Home O®ce) 

OF ALL DEATHS 

Wales and 

1965 

De aths 

DEATHS REPORTED
C
 TO 
OUNTIES AND COUNTY 

BOROUGIiOF ALL DEATHS 196$ 

(Source: 'r ite Registrar General for England and Wales 
and

Coroners' Returns to the Home Office) 

Coroners' boroughs Total Deat h%
Dtsrau:r included in county n0. of reported to

Counties and roughs totals deaths coronerbo 
DISTRICT Coroners' boroughs Total 

Counties and boroughs included in county no. of reported to 
totals deaths coroner - 398 62 

Merioneth ... ... ... (15 -5) 
Coventry ... .. ... 2,593 635 3,329 573 

(244) Monmouthshire ... ... ... (172) 
Westmorland ... ... ... 793 154 1,452 298 

(19.5) Newport ... ... ... ...
I 

(28.6) 
Wiltshire ... ... ... ... ....Salisbury Salsbury 4,516 742 • 463 78 

(16.4) Montgomeryshire ... ... ...
I 

(17.0) 
Woreesterehire ... ... ... 4,158 65 2 1.057 167 

(15.9) 
„_ 

Pembrokeshire ... ... (15.8) 
Dudley ••• ... ... ... 560 203 183  15 

(3 6'2) Radnorshire ... ... .. (8.2) 
Worcester ... ... ... 1,087 159 

(14-6) 
Yorks.—North Riding ... Scarborough 4,621 1,148 

(24.8) 
Middlesbrough ... 1,776 466 

(26.2) 
York City ... ... 1,634 291 

(17.8) 
Yorks.—East Riding ... 2,875 386 

(13.4) Hun ... ... ... ... 3.369 917 
(27.2) 

Yorks.—West Riding ... 19,427 4,008 
(20.7) 

Bradford ... ... ... ... 4,364 865 
(19.8) 

Doncaster ... ... 1,390 357 

Halifax ... ... ... ... 2,005 312 
(15.3) 

Huddersfield ... ... . 1,831 412 
(22.54 

Leeds ... ... ... ... 6,641 1,84 
(27'S) 

Rotherham ... ... 1,197 256 

Sheffield ... ... ... ... 6,727 1,065 
(15.7) 

Anglesey ... ... ... ... 641 96 
(15'O)

Brecon ... ... _ ... 650 130 
(20.0) 

Cacmarvonshire ... ... .., 1,889 359 
(19.0) 

Cardiganshire ... . .. .. 777 116 
(ISO) 

Carmartbcnshire ... ... ... 2,302 548 
(23-0) 

Den ... ... ... 2,452 42) 
(17-3) 

Flintshire ... ... ... .,. 1,867 342 
(18'3) 

Glamorgan ... ... ... ... 8,929 2,300 
(25.8) 

Cardiff ... ... ... 

... 2,902 836 
(28'8) 

Merthyr Tydfil ... ... .., 992 255 
(25.8) 

Swansea ... ... ... ... 2,484 417 
399 

398 
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THE PLACE IN WHICH CORONERS AUTOPSIES ARE PERFORMED 
APPENDIX 7 

Autopsies Performed for Coroners 1 October 1968-31 Deee,nber 1968 

THE PLACE IN WHICH CORONERS AUTOPSIES ARE PERFORMED 

Autopsies Performed for Coroners I October 1968-31 December 1968 hospital Public Total 
Jurisdiction mortuary mortuary

Hospital 
mortuary 

Public 
mortuary 

Total 
Shropshire 44 35 79 Jurisdiction County Districts ... 

Boroughs ... ... •• 44 
— 

35 

50 

129 Earr 
Derbyshire 

County Districts ... .. 13787 112 Total: ... ... •. 94 

Boroughs ... .., .. 1284 
Staffordshire 112 121 233 

 117 436 County Districts .;, •: 550 325 875__ 
Total: ... ... ....355 Boroughs ... . . 

Total: ... ... .. 662 446 1,108 
Huntingdon and 
Peterborough 

so — 80 
• 

County Districts ... .. 
WCountya 240 68 308 

8o — 80 Districts ... .. 
339 467 826 

Total: ... ... ... 

97 

Boroughs ... ... ._ 

Total: ... ... ... 599 535 1,134 
Leiwslershire 

97 — County Dfetricts ... 
"' — 198 Boroughs ... ... ~.. 198 

WCountyDisc 317 44 361 
295 — "Sc County Districts ... ... 1,1,1 12 9 

... Total: ... ... ....295 

193 

Boroughs ... .,. .• 

Total: ... ... ....
56

. 494 56 550 
Lincolnshire 

County Districts ... .. 146 49 
Boroughs ... ... ., 124 — 124 

T 806 269 ads 
270 49 Total: ... ... .., 319 County Districts ... .. 

Boroughs ... ... ... 1,265 826 ----

Norfolk 
County Districts ... ., 129 27

129 
139 

Nortl~ West 
Cheshire 

258 
509 

Boroughs ... ... ... County Districts ... 299 
299 219 

241 27 Told) .. ... 268 Boroughs -.. ..• -. 

Total: .., ... 456 268 724 

Northamptonshire 
154 — 154 County Districts ... .. 
99 — 99 Cumberland 94 — 94 

Boroughs ... "' ..~ County Districts ... 33 — 13 
2S3 — Total: ... 

tan'

253 Boroughs ... ... ... 

Total: .ri ... I94 — 
129 

No t emshiro 
County Districts . "' 172 205 

71 243 
372 Lancashire 912 630 1,542 

Boroughs ... ... .. County Districts ... 
993 587 1,580 

 276 Total: ... ... ....33 9 615 Baroughv ... ,.. ... 

Total: .. ... .. 1.905 1,217 3,122 

TOTAL 
County Districts ... .- 915 

832 
235 
234 

1,150 
1,116 Westmorland — 33 

Boroughs ... ... ... 
County Districts ... ... 

Total: ... 
... 

33

... 33 — 33 
West Midlands 

Herefordshire 
26 1 29 

County Districts ... 
Boroughs ... ... 

.. 

.. — 22 22 TorAt. 
County Districts -• 1,338 86 1'830445 

2,178 

28 23 Total: ... ... SI Boroughs ... ... 

Noah Bass 
Durham 

... 1,185 

567 16 583 Oxfordshire 
County Districts ... •• 129 — 

129
County Districts ... ., - 

64
Boroughs ... ... .. Boroughs .. 

... 194 — Total: ... ... .. 194 
Total; 631 

401 

16 1 647 

400 

RLIT0001858_0208 



a 

B 
4 

5 

$ 

i3 

R 

51 

77
7

62 

04 
$6 

90 

57 
,90 

47

145 

145

172 
147 

919 
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APPENDIX R 

CREMATION REGULATIOONFS 1  1930 
AND 

AMENDED BY REGULATIONS 

Definitions q 

" Cremation authority" means any burial authority or any company or 
person 

by whom a crematorium has been established. 

Medical Referee" moans a medical referee or a deputy medical referee appointed

in pursuance of Regulation 10. 

"The Act of 1926" means the Births and Deaths Registration Act 1926. 

Maintenance and inspection of crematoria 

1. Every crematorium shall be:—

(a) maintained in good working order; 

(b) provided with a sufficient number of attendants; and 

(c) kept constantly in a cleanly and orderly condition; 

Provided that a crematorium may be closed by order of the Cremation Authority 

if not less than one month's notice be given by advertisement in two newspapers 

circulating in the locality and by written notice fixed at the entrance to the crema-

torium. 
The Cremation Authority shall give notice in writing to the Secretary of State o f 

the opening or closing of any crematorium. 

2. Every crematorium shall be open to inspection at any reasonable time by any 

person appointed for that purpose by 
the Secretary of State or by the Minister 

of 

Health.' 

Conditions under which cremations may rake place 

3. No cremations of human remains shall take place except in a crematorium of 

the opening of which notice has been given to the Secretary of State. 

6. Except where an inquest has been opened or a post-mortem examination has 

been made in pursuance of Section 21 (1) of the Coroners (Amendment) Act 1926, 

and a certificate given by a Coroner in Form "E" (see Regulation 8), no cremation 

shall be allowed until the death of the deceased has been duly registered or a certificate 

has been given in pursuance of Section 2(2) of the Act of 1926 that the death of the 

deceased is not required by law to be registered in England. 

The production of a duplicate which has been duly issued in pursuance of Section 

2 (4) of the Act of 1926 may be accepted in lieu of the production of the original 

certificate in subsection (1) or subsection (2). 

7. (I) No cremation shall be allowed to take place unless application therefor 

has been made in Form " A " set out in the Schedule hereto and the information 

requested in that form duly furnished, the following provisions of this Regulation 

having been complied with, 

(2) The application shall be signed by an executor or the nearest relative of the 

deceased, so, however, that it may be signed by some other person if the cremation 

authority is satisfied that that person is a proper one to have signed, and a satisfactory' 

reason is given on the application why it is not signed by an executor or the nearest 

relative but by that other person. 

(3) The application shall be verified by being countersigned by a householder to 

whom the applicant is known who shall certify that the applicant is known to him 

' Now the Secretary of State for~the Environment. 
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or her and that he or she has no reason to doubt the truth of any of the information 

furnished by the applicant. 

8. Except as hereafter provided, no cremation shall be allowed to take place 

unless 

(a) A certificate in Form " B" has been given by a registered medical prac-

titioner who has attended the deceased during his last illness and who can 

certify definitely as to the cause of death, and a confirmatory medical certifi-

cate in Form "C" has been given by another medical practitioner who 

must be qualified as prescribed in Regulation 9; or 

(b) A post-mortem examination has been made by a medical practitioner expert 

in pathology appointed by the Cremation Authority (or in case of emergency 

appointed by the Medical Referee), and a certificate given by him in Form 

"0
(c) A poet-mortem examination has been made and the cause of death has been 

certified by the Coroner under Section 21 (2) of the Coroners (Amendment) 

Act 1926 and a certificate has been given by the Coroner in Form" E "; or 

(d) An inquest has been opened and a certificate has been given by the Coroner 

in Form"E" 

(e) In relation to a person whose body has undergone anatomical examination 

pursuant to the provisions of the Anatomy Act 1832, acertificate in Form 

H has been given by a person licensed under section 1 of that Act that the 

body has undergone such examination. 

No cremation shall take place except on the written authority of the Medical 

Referee given in Form " F ". 

9. The confirmatory medical certificate in Form "C ", if not given by the Medical 

Referee, must be given by a registered medical practitioner of not less than five 

years' standing, who shall not be a relative of the deceased or a relative or partner 

of the doctor who has given the certificate in Form " B ". 

10. Eery Cremation Authority shall have a Medical Referee and a Deputy 

Medical Referee, who must be registered medical practitioners of not less than five 

years' standing and must possess such experience and qualifications as will fit them 

for the discharge of the duties required of them by these Regulations. The Medical 

Referee or Deputy Medical Referee if otherwise qualified may be a person holding 

the office of Coroner or Medical Officer of Health. 
The Deputy Medical Referee shall act in the absence of the Medical Referee and 

in any case in which the Medical Referee has been the medical attendant of the 

deceased. 
The Secretary of State shall appoint as Medical Referee and Deputy Medical 

Referee such fit persons as may be nominated by the Cremation Authority. 

Any Medical Referee or Deputy Referee appointed by the Secretary of State may 

in case of emergency act as the Medical Referee or Deputy Medical Referee of a 

Cremation Authority other than that for which he has been appointed. 

11. It shall be lawful for the Medical Referee if he has personally investigated the 

cause of death to give a certificate in Form "C", and if he has made the post' 

mortem examination to give a certificate in Form" D ". The Medical Referee, if a 

Coroner, may himself give the Coroner's certificate in Form " E 

12. The duties of the Medical Referee shall be as follows:—
tion has n made 

(Q He 
shallRegulation

(e ptwere a tem 
under  8 (c), 
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by a Coroner in Form "E")  allow any cremation to take place unless he is 
satisfied 
(a) by the production of a certificate in pursuance of Section 2(I) of the 

Act of 1926 that the death of the deceased has been duly registered; 
or 

(b) by the production of a certificate in pursuance of Section 2 (2) of the 

Act of 1926 that the death of the deceased is not required by law to be 
registered in England. 

The production of a duplicate which has been duly issued in pur-
suance of Section 2 (4) of the Act of 1926 may be accepted in lieu of the 
production of the original certificate under sub-section (I) or sub-
section (2). 

(2) He shall, before allowing the cremation, examine the application and certifi-

cates and ascertain that they arc such as are required by these Regulations 

and that the inquiry made by the persons giving the certificate has been 
adequate. He may make any inquiry with regard to the application and 
certificates that lie may think necessary. 

(3) He shall not allow the cremation unless he is satisfied that the application 

is made by an executor or by the nearest surviving relative of the deceased, 

or, if made by any other person, that the fact that the executor or nearest 

relative has not made the application Is sufficiently explained, and that the 

person making the application is a proper person to do so. 

(4) He shall not allow the cremation tiniest he is satisfied that the fact and 

cause of death have been definitely ascertained; and In particular, if the 
cause of death assigned in the medical certificates be such as, regard being 

had to all the circumstances, might be due to poison, to violence, to any 

illegal operation, or to privation or neglect, he shall require a post-mortem 
examination to be held, and if that fails to reveal the cause of death, shall 

decline to allow the cremation unless an inquest be opened and a certificate 

given by the Coroner in Form " E ". 

(5) If it appears that death was due to poison, to violence, to any illegal opera-

tion or to privation or neglect, or if there is any suspicious circumstance 
whatsoever, whether revealed in the certificates or otherwise coming to his 
knowledge, he shall decline to allow the cremation unless an inquest be 
opened and a certificate given by the Coroner in Form " E ". 

Provided that if in any case to which the foregoingruleuppliesitisshownto 
the satisfaction of the Secretary of State that by reason of any special cir-
cumstances it is impracticable or undesirable that an inquest shall be held, 

he may by order under his hand authorise the Medical Referee to allow the 
cremation without an inquest being opened and certificate given by the 
Coroner. 

(6) if a Coroner has given notice that he intends to hold an inquest on the body. 
the Medical Referee shall not allow the cremation to take place until the 
inquest has been opened. 

(7) He may in any case decline to allow the cremation without stating any 
reason. 

(8) He shall make such reports to the Secretary of State as may from time to 

time be required. 

In the case of the remains of a person who has died in Scotland, the medical 

referee may accept an application and certificates made or given in accordance with 
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regulations made in pursuance of section seven of the Cremation Act 1902. as 

amended by the Cremation Act 1952, and having effect in Scotland. In the case of 

the remains of a person who has died in any other place out of England or Wales, 

the medical referee may accept an application containing the particulars prescribed 

in Form "A" if it be accompanied by a declaration by the applicant that all the 

particulars given therein arc true to the best of his or her knowledge and belief, 

made before any person having authority in that place to administer an oath or take 

a declaration; and he may accept certificates in Forms "B",  "C,.,  and "D ", if 

they be signed by any medical practitioners who are shown to his satisfaction to 

possess qualifications substantially equivalent to those prescribed in the case of each 

certificate by these Regulations. 
In any such last mentioned case the Secretary of State, if satisfied that the case is 

one in which cremation may properly take place, may by order under his hand 

authorise the Medical Referee to allow the cremation without the production of 

Forms "R"and " C

13. The foregoing Regulations 5 to 12 shall not apply to the cremation of the 

remains of a deceased person who has already been buried for not loss than one 

year. Such remains may be cremated, subject to such conditions as the Secretary of 

State may impose in the exhumation licence granted by him or otherwise; and any 

such cremation in which those conditions arc not observed shall be deemed a con-

travention of these Regulations. 

14. In the case of any person dying of plague, cholera, or yellow fever on board 

ship or In a hospital or temporary place of reception of the sick provided by a Port 

or other Local Authority under the Public Health Acts or by a Hospital Committee 

under the Isolation Hospital Acts, the Medical Referee, if satisfied as to the cause 

of death. may dispense with any of the requirements of Regulations 4, 5, 6, 7, 8, 9 

and 12. These Regulations may also be temporarily suspended or modified in any 

district during an epidemic or for other sufficient reason by an order of the Secretary of 

State on the application of a Local Authority. 

15. Notwithstanding the foregoing Regulations 6 to 12, tie Medical Referee may 

permit the cremation of the remains of a stillborn child if it be certified to be stillborn 

by a registered medical practitioner after examination of the body, and if the 

Referee after such Inquiries as he may think necessary is satisfied that it was stillborn, 

and that there is no reason for further examination: hut, before permitting such 

cremation, the Medical Referee shall, except where an inquest has been opened and 

a certificate given by a Coroner In Fora Y' E ". require the production of u certificate 

in pursuance of Section 7 (4) of the Act of 1926 that the stillbirth has been duly 

registered. 
The production of a duplicate which has been duly issued in pursuance of Section 

2 (4) of the Act of 1926 may be accepted in lieu of the production of the arigtnal 

certificate In sub-section (1) or sub-section (2). 

Disposition mf ashes 

16. After the cremation of the remains of a deceased person the ashes shall be 

given into the charge of the person who applied for the cremation if he so desires, 

If not, they shall be retained by the Cremation Authority, and, in the absence of 

any special arrangement for their burial or preservation, they shall either be decently 

interred in a burial ground or in land adjoining the crematorium reserved for the 

burial of ashes, or shall be scattered thereon. In the case of ashes left temporarily 

in the charge, of the Cremation Authority and not removed within a reasonable time, 

a fortnight's notice shall be given to the person who applied for the cremation before 

the remains are interred or scattered. 
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Regisrratiala of creraatianr, err. 

17, Every Cremation Authority shall appoint a registrar who shall keep a register 

of all cremations carried out by the Cremation Authority in Form " G ". lie shall 

make the entries relating to each cremation immediately after the cremation has 

taken place, except the entry In the last column, which he shall make as soon as 

the remains of the deceased have been handed to the relatives or otherwise disposed 

of. 

IS. Any certificate given by a Coroner in Form " E"shall have attached thereto 

a detachable portion (which shall be in the form set out in the Schedule to these 

Regulations) for use by the registrar in pursuance of the following Regulation. 

19. (1) (a) Subject to the provisions of paragraphs (2) and (3) of this Regulation 

the registrar shall, within ninety-six hours of the cremation of the body 

of any deceased person, send to the registrar of births and deaths for 

the sub-district in which the death took place or, if the death took 

place elsewhere than in Esngland, to the registrar of births and deaths for 

the subdistrict in which the crematorium is situated, a notification of 

the cremation of the body and the date and place of such cremation. 

(b) Where the body has been cremated without inquest, the notification 

shall be sent in the manner for the time being prescribed by the 

Registrar-General tinder the Act of 1926. for notifications tinder 

Section 3 (I) of that Act. 

(c) 

Where the body has been cremated after inquest or a post-mortem 

examination made in pursuance of Section 21 (1) of the Coroners 

(Amendment) Act 1926, such notification as aforesaid shall be sent upon 

the detachable portion of the certificate given by the Coroner in Form 
,. E.. 

(2) This Regulation shall not apply to any cremation of human remains which 

has taken place under Regulation 13. 

(3) Where any cremation of human remains has taken place under Regulation 

14, the registrar shall (subject to the provisions of any order made by the 

Secretary of State under that Regulation) within ninety-six hours of the 

cremation forward to the Registrar-General a copy of the relative entry in 

the register of cremations together with particulars of the place of death of 

the deceased and the cause of death as established to the satisfaction of 

the Medical Referee. 

20. All applications, certificates and other documents relating to any cremation 

shall be marked with a number corresponding to the number in the register, shall be 

filed in order, and shall he carefully preserved by the Cremation Authority. Provided 

that the Cremation Authority may, if they think fit, destroy any such applications. 

certificates or other documents (hut not the register of cremations or any part of 

,uch register):—

(a) after the expiration of fifteen years from the date of the cremation to which 

they refute; 

(b) after two years it a photographic copy thereof is made. 

Any such copy shall be retained until the expiration of the said period of fifteen 

years. 
All such registers and documents shall be Open to inspection at any reasonable 

hour by any person appointed for that purpose by the Secretary of State, the Minister 

of Health or the Chief Officer of any Police Force. 
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21. When tiny crematorium is closed as provided in Regulation I, the Cremation 
Authority shall send all registers and documents relating to the cremations which 
have taken place therein to the Secretary of State, or otherwise dispose of them as 
he may direct. 

SCHEDULE 

FORM A 

APPLICATION FOR CREMATION 

1. (Name of applicant) .............................................................................. 

(Address) .......................................................................................... 

(Occupation) ..................................................................................... 

• apply to the .................................................................... ................... 
to undertake the cremation of the remains of ............................................. 

(Name of deceased) ........: ...................................................................... 

(Address) ............................................................................................. 

(Occupation) ....................................................................................... 
(Age) .......................................... (Sex) .......................................... 

(Whether married, widow, widower, or unmarried) .................................... 
The Iruc answers to the questions set out below are us follows;—

I. Are you an executor or the nearest surviving 
relative of the deceased'! 

2. If not, state 
(a) Your relationship to the deceased (a) 
(h) The reason why the application is made (b) 

by you and not by an executor or any 
nearer relative 

3. Have the near relatives' of the deceased 
been informed of the proposed cremation? 

4. Has any near relative of the deceased 
expressed any objection to the proposed 
cremation'! If so, on what ground? 

S. What was the date and hour of the death 
of the deceased? 

6. What was the place where deceased riled? 
(Give address and say whether own 
residence, lodgings, hotel, hospital, 
nursing home, etc.) 

' The term "near relative" as here used includes widow or widower, parents, children 
above the age of l6, and any other relative usually residing with the deceased. 
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7. Do you know, or have you any reason to 
suspect, that the death of the deceased 
was due, directly or indirectly to 

(a) violence; 

(6) poison; 
(c) privation or neglect? 

8. Do you know any reason whatever for 
supposing that an examination of the 
remains of the deceased may be desirable? 

9. Give name and address of the ordinary 
medical attendant of the deceased. 

10. Give names and addresses of the medical 
practitioners who attended deceased during 
his/her last illness. 

I declare that to the best of my knowledge and belief the information given in 
this application is correct and no material particular has been omitted. 

Date.............................. ..... (Signature).............................. 

The applicant is known to me and I have no reason to doubt the truth of any of 
the information furnished by the applicant. 

Date .............................. ..... (Signature)................................. 

(Capacity in which signatory 
has signed)........................... .

(Address) .............................. 

3. Are you a relative of the deceased? If so, 
state the relationship. 

4. Have you, so far as you are aware, any 
pecuniary interest in the death of the 
deceased? 

5. Were you the ordinary medical attendant 
of the deceased? If so, for how long? 

6. Did you attend the deceased during his or 
her last illness? If so, for how long? 

7. When did you last see the deceased alive? 
(Soy how many days or hours before death) 

8. How soon after death did you see the body, 
and what examination of it did you make? 

9. What was the cause of death? 

Immediate cause .................. . ....... ........ a ....................................... 
Morbid conditions, if any, giving rise due to 
to immediate cause (stated in order b....................................... 
proceeding backwards from immediate due to 
cause). c ....................................... 

I: 

FORM B 

CERTIFICATE OF MEDICAL ATTENDANT

lam informed that application is about to be made for the cremation of the remains 

of ............................................................................................. ............ 

(Name of deceased) ..................................................................... ........ . ... 

(Address) ....................................................................................... ..... ... 

(Occupation) ...........................................................t...................... ........ 

Having attended the deceased before death, and seen and identified the body after 
death, I give the following answers to the questions set out below:-

1. On what date, and at what hour did 
he or she die? 

2. What was the place where the deceased 
died? (Give address and say whether own 
residence, lodging, hotel, hospital, 
nursing home, etc.) 
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Other morbid conditions (if important) 
contributing to death but not related 
to immediate cause, 

10. What was the mode of death? (Say 
whether syncope, coma, exhaustion, 
convulsions etc.) 
What was its duration in days, hours 
or minutes? 

11, State how far the answers to the last two 
questions are the result of your own 
observations, or arc based on statements 
made by others. If on statements made by 
others, say by whom. 

12. Did the deceased undergo any operation 
during the final illness or within a year 
before death? If so, what was its nature, 
and who performed it? 

13. By whom was the deceased nursed during his 
or her lust illness? (Give names, and say 
whether professional nurse, relative, etc. 
If the illness was a long one, this 
question should be answered with reference 
to the period of four weeks before the 
death.) 
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14. Who were the persons (if any) present at i - 8. Have you seen and questioned any other person? 
the moment of death? (In the answers to questions 5, 6, 7 and 8, give 

15. In view of the knowledge of the deceased's  names and addresses of persons seen and say 

habits and constitution do you feel any - whether you saw them alone). 
doubt whatever as to the character of the I am satisfied that the cause of death was 
disease or the cause of death? 

and I certify that I know of no reasonable cause to suspect that the deceased died 
16, Have you any reason to suspect that the death either a violent or an unnatural death or a sudden death of which the cause is 

of the deceased was dam, directly or indirectly unknown or died in such place or circumstances as to require an inquest in pursuance 
to of any Act. 

(a) violence; (Signature) 
(b) poison: I (Address) 
(c) privation or neglect? (Date) 

17. Have you any reason whatever to - (Registered qualifications) 
suppose a further examination of 

(Office) the body to be desirable? 
NOTE—The Certificates in Forms B and C must be handed or sent in a closed 

18. Have you given the certificate envelope to the Medical Referee by one or other of the medical practitioners by 
required for registration of death? whom they are given. 
If not, who has? 

I hereby certify that the answers given above arc true and accurate to the best of 
my knowledge and belief, and that I know of no reasonable cause to suspect that FORM D 
the deceased died either a violent or an unnatural death or a sudden death of which 
the cause is unknown or died in such place or circumstances as to require an inquest CERTIFICATE AFTER POST-MORTEM EXAMINATION 
in pursuance of any Act. I hereby certify that, ti ring' on the instructions of 

(Signature) Medical Referee to the 1 made a post-mortem 
(Address) examination of the remains of 
(Registered qualifications) (Name) 

(Date) (Address) 
NOTE—This certificate must be handed orsent in a closed envelope by the medical (Occupation) practitioner who signs it to the medical practitioner who is to give the confirmatory

certificate below. The result of the examination is as follows:-

I am satisfied that the cause of death was and that there 
FORM C 

- 
is no reason far making any toxicological analysis' or for the holding of an inquest. 

CONFIRMATORY MEDICAL CERTIFICATE • (Signature) 

I, being neither a relative of the deceased, nor a relative or partner of the medical I (Address) 
practitioner who has given the foregoing medical certificate, have examined It and 
have made personal inquiry as stated in my answers to the questions below:— (Date) 

1. Have you seen the body of the deceased? (Registered qualifications) 
2. Have you carefully examined the body externally? 
3. Have you made a post-mortem examination? 
4. Have you seen and questioned the medical practitioner 

who gave the above certificate? 
5. Have you seen and questioned any other medical 

practitioner who attended the deceased? 

6. Have you seen and questioned any person who . 1, 
nursed the deceased during his last illness, or 
who was present at the death? ' Where the Medical Referee himself gives this certificate, strike out the words in italic, 

7. Have you seen and questioned any of the relatives • 
and insert " as". 

• The words in italics should be omitted where a toxicological analysis has been made 
of the deceased? and its result is stated in this certificate or in a certificate attached to it. 
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1 certify that:—

FORM E 
CORONER'S CERTIFICATE. 

(a) I have opened an inquest on the body or the under-
mentioned deceased person: 

"Delete +(h) A post-mortem examination of the body of the 
whichever is undermentioned deceased person has been made by 
inapplicable, my direction orat my request and as a result thereof 

I am satisfied that an inquest is unnecessary. 

I am satisfied that there are no circumstances likely to call for a further exarnina-
tion of the body. 

PARTICULARS OF DECEASED PERSON 

Full names (if known) ........................... 
Sex ................................................... 

Age ................................................... 

Date of death ...................................
Place of death .................................... 

Registration district and sub-district in 
which the death is to be registered......... 

Date....................................... Signature................................................ 

Coroner for the ............................................. of........................ . ........... 
Notification of Cremation 
(For use by the registrar appointed by the Cremation Authority) 

This is to notify that the body of ............................................................... 

deeeased, who died on ................................................... at........................ 

......... .............. . ...... ...............was cremated on (a) 

....................:......................................... at (b).......................................... 
Witness my hand this ....................................... day of........................... 

............ ........I......1 19...... 

(Signature) .......................................................................................... 
on behalf or ............ .............................................................................. 

(a) Hem state date of cremation. (fi) Here state place of cremation. 
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FORM F 

AUTHORITY TO CREMATE 

Whereas application has been made for the cremation of the remains of 

(Name') 

(Address) 

(Occupation) 

And whereas I have satisfied myself that all the requirements of the Cremation 
Act 1902, and of the Regulations made in pursuance of that Act, have been complied 
with, that the cause of death has been definitely ascertained, and that them exists 
no reason for any further inquiry or examination: 

T hereby authorise the Superintendent of the Crematorium at 
to cremate the said remains. 

(Date) 

(Signature) 

Medical Referee to the 

NOTE—This authority should he signed in duplicate—one copy to be retained 
with certificates and the other sent by the Medical Referee to the Superintendent 
of the Crematorium. 

In the case of a stillborn child, In place of the name, address and occupation, Insert a 
description sufficient to identify the hody, and In place of the words that the cause of 
death has been definitely ascertained" Insert the words " that the child was stillborn ". 
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FORM G 

REGISTER OF CREMATIONS 
carried-out by 

at the Crematorium at 

Name 
and Names 

Name, address and District How 
Date resi- Whether of ad- where ashes 
of dence, Age married Date person dresses death were 

No. crema- and and or of who of has dis-
tlon occupa- sex un- death applied persons been posed 

Lion of married for signing rcgis- of 
deceased crema- certi- tered 

Lion ficates 

NOTE—Additional particulars may be added in the form of Register by the 
Crematorium Authority. 

FORM H 

CERTIFICATE OF ANATOMICAL EXAMINATION 

I (full name in block capitals) .................................................................. 
am licensed to practise anatomy under the Anatomy Act 1832. 

1 certify that the body of:—

Full name ............................................. 

Age..................... Sex............... 

who died on .................................... at................................................... 
has undergone anatomical examination pursuant to the Anatomy Act 1832 at 

(address of medical school or other place) ...................................................... 

Signature ............................................. 

Date ............................................. 
Printed in England for Her Majesty's Stationery Office by J. W. Arrowsmith, Bristol. 
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