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Came into force 1 July 2007 

Establishes a dedicated, professional, full-

time Coronial system 

Recognises and prescribes the rights of 

families and other interested parties 

Acknowledges the spiritual and cultural 

needs of the family 
 



Specialist Judge 

Legal responsibility to investigate certain 

deaths 

Decides cause and circumstances of sudden, 

unexplained deaths and deaths in special 

circumstances 

Makes recommendations to prevent deaths 

in similar circumstances 
 



 To receive reports of deaths (and to decide whether or 
not to accept jurisdiction) 

 To decide whether or not a post mortem should be 
authorised, and the extent of such post mortem 

 To release the body 

 To decide whether to open an Inquiry which may 
proceed to a formal court proceeding (Inquest) 

 To make recommendations/comments to reduce the 
chances of deaths occurring in similar circumstances 

 To notify family of significant matters (e.g. objection 
rights to PM, retention of body samples) 



Keep it in perspective 

 In 80% of deaths in NZ a doctor is able to 

sign a medical certificate as to cause of 

death 

Only 20% of deaths are reported to a 

Coroner and of these approximately half 

have an inquiry opened 
 



 If death must be reported or where doctor 

unsure of whether to certify a death – doctor 

will often call Coroner 

 If reporting not mandatory, conversation 

enables Dr and Coroner to discuss 

Coroner will note details of any conversation 

 If agreed that Dr will certify – copy of MCCD 

will be faxed or scanned to NIIO 

 
 

 

 

 



 

 Important to have an open and trusting 

relationship 

 Common goal - preventing loss of life 

 Coroner seeks to identify practices that 

have cost human life 

 Not seeking to hold medical practitioners 

responsible for deaths 

 
 

 

 

 



COD certificate an important legal document 

A record of deaths is kept on the NZ Births, 

Deaths and Marriages (BDM) Register 

BDM supplies cause of death into to NZHIS of 

MOH 

NZHIS assigns underlying cause in accordance 

with WHO classification and produces and 

publishes cause of death statistics 

Stats are used to monitor causes of death for 

research and for policy development 
 



Required standard - being satisfied as to 

the probable cause of death 

Do not have to be absolutely certain – just 

your best medical opinion which is 

reasonable and justifiable 

There are no time frames to be followed 

(eg. one month since last seen) 

Can seek advice – from senior 

doctor/colleague, discuss with Coroner 
 



Mandatory reporting provisions in Coroners Act 
2006 (section 13) 

 

Deaths that must be reported: 

Without known cause, suicide, unnatural or 
violent 

Where doctor cannot sign death certificate 

Medical, surgical, dental, or similar, anaesthetic, 
medicine, or maternal (pregnancy, childbirth, 
post-partum) 

Official custody or care 
 

 
 

 



 

 

Deaths which result directly or indirectly from an 
accident or injury are reportable under the 
Coroners Act 

BUT s 46C of the Burial and Cremation Act 
provides an exception for cases where the 
deceased 70+ provided there were no unusual or 
suspicious circumstances surrounding the death. 

This gives a discretionary power. 

Section 46C a pragmatic response to prevalence 
of falls in elderly but caution needed considering 
vulnerability of elderly (think of Shipman) 
 

 
 

 



 

 

 Rest-homes an area of concern – issues surrounding 

quality of care and treatment of elderly 

 Doctors contracted to rest-homes often required to see 

multiple complex-need patients in short time 

 Any concerns of family an important consideration but 

often no established relationship between GPs and 

family (and sometimes families may have own agenda) 

 HDC reports in the course of investigating complaints 

have occasionally noted that the CoD recorded by the 

certifying doctor do not accurately reflect the clinical 

picture at death 

 
 

 
 

 



 Prompts consideration of key 

matters under Coroners Act 

 Have been concerns about 

under-reporting 

 Form slowly being adopted 

across all DHBs in hospitals 

 Aiming for streamlined, 

consistent approach 

 Suggested that GPs and 

community doctors should 

follow same process 
 



“If uncertain, discuss with the Coroner” 



Any concerns expressed by family about care of 

treatment an important consideration 



COD certificate is a doctor’s responsibility 

A Coroner has no legal authority over the death 

until he or she takes jurisdiction for a case 

Coroner can ‘advise’ as to jurisdiction 

Contact the coroner for advice or clarification if 

unsure whether or not to certify the death 

 If in doubt, err on the side of over-reporting 

The more information you have, the more 

helpful the discussion will be  
 



 Information Coroner likely to discuss (note that 

this is similar to the information on the ROD form): 

Basics - name / date of death / age / living 

circumstances 

Circumstances of death 

Clinical history 

Treatment (consent/risks) 

Were police called or involved at scene? 

NOK – Involvement? Issues? 

Certification? 

 



NIIO – National Initial Investigation Office 

Based in Ellerslie, Auckland and covers after-

hours.  

A Coroner is always on-call and available to 

discuss the death 

Recently has become a 24/7 service 

Deals with all initial notifications of deaths 

Provides an around-the-clock point of contact 

for doctors with an on-call Coroner 

 

 

 



 

 

 If Coroner takes jurisdiction s/he will ask 
police to attend and carry out sudden death 
procedures 

POL 47 – report to Coroner 

Life extinct form 

 ID form 

Body to mortuary 

Police are ‘agents’ of Coroner for sudden 
deaths and will attend at place of death 
 
 



Doctors may feel pressure to certify deaths 

Resentment of Police involvement 

Lack of familiarity with legal obligations re issuing 
MCCD and Coroners Act requirements (following 
ROD form can assist with this) 

Time pressures 

Delay in provision of medical information 

Desirability of early electronic access to 
information for pathologist and/or Coroner 

Unavailability 
 



Doctor who signs as to cause of death 

must have seen deceased when alive 

and viewed body after death 

Does not apply if burial (except if 

substitute doctor) 

Medical referee supposedly an important 

‘check’ or ‘audit’. Is that the reality? 
 

 

 

 



A doctor who did not attend the person during the 

illness and is substituting for the doctor who did 

attend the deceased during the illness 

Substitute doctor cannot issue death certificate if 

primary doctor has refused 

Substitute doctor can issue a death certificate if: 

 the original doctor is ‘unavailable’; or 

Doctor who last attended is unlikely to be able to 

certify within 24 hours of death; or 

24 hours or more has passed since death and 

original doctor has not issued certificate 

 



 In order to certify the causes of death, the substitute 

doctor must: 

Have regard to medical records of doctor who last 

attended person during their illness 

Have regard to circumstances of person’s death 

Have examined the person’s body 

 Can only issue certificate if he or she: 

Is satisfied that death was natural consequence of the 

illness 

Has reviewed attending doctor’s medical records 

Is aware of person’s cause of death 

Has examined person’s body 

 

 



 Doctors as gatekeepers to coronial process 

Doctors have important responsibility in coronial process 

‘Under-reporting’ a real concern 

Reform of coronial system in UK prompted by extreme 

example of Harold Shipman, a doctor who murdered 

many patients and then signed the death certificates - no 

obligation to report the deaths to the Coroner 

 Lack of knowledge about the deceased patient and/or 

family issues 

 Remember that Coroners Act 2006 prescribes new rights 

for families 

There is a right to object in some cases 

 

 

 



Delayed reporting (to the Coroner and to the 

police)  

 Implications when doctors do not make cover 

arrangements when away 

Lack of access to the clinical record 

Difficult to ascertain detailed medical history of 

deceased 

Coroner cannot make decision as to jurisdiction 

Holds up process for grieving family 

Undertakers often anxious to embalm 

 

 

 



 Burial and Cremation Act 1964 is substantially 

unchanged for nearly half a century 

 Acts main purpose to ensure provision is made for 

burial of dead in a controlled and respectful manner 

 Also contains legal provisions governing death 

certification 

 Law Commission report identified issues with current 

death certification and cremation practices 

 Received 44 submissions in response to first Issues 

Paper and in process of drafting a second 

 

 



Person can currently be buried without being examined of 

formally ID’d by doctor 

Confusion and inconsistency among doctors re reporting of: 

Deaths related to medical treatment 

Deaths from unknown causes 

Deaths related to accidents in people aged over 70 

Significant error rates in MCCDs (attributed in part to practice 

of funeral homes transcribing doctor’s handwritten MCCDs to 

Dept of Internal Affair’s electronic system) 

No current process whereby families have opportunity to 

comment on contents of MCCD 

 

 

 



Current ‘on the paper’s audit by medical referee depends 

on accuracy of info provided by single certifying doctor. 

Single doctor can complete both MCCD and cremation 

certificate (no independent ID of deceased or CoD). 

Medical referees often work in isolation – often no access 

to necessary info and heavy burden of statutory obligation 

to “definitely” establish the CoD. 

Lack of monitoring, training and support for medical 

referees 

No standard cremation certificate used nationally. 

No auditing of medical referees. 
 

 

 

 

 



 85 year old woman, dementia unit resident 

No medical diagnosis except Alzheimer's 

dementia 

Usually ‘well’ although needing full time care 

Found dead in her bed one morning 

What happens? 

 

 



 80 year old man, rest home resident 
 Parkinson's disease. Past Hx of IHD with MI aged 65 

but no symptoms since 
 Becomes suddenly and non-specifically unwell 
 Decreased consciousness, not eating or drinking 
 No investigation or hospital referral after discussion 

with family 
 No specific diagnosis. Presumed to have had acute 

coronary event but no evidence to support that 
 Died within 24 hours. No suspicion of unnatural 

causes 
 What happens? 

 



 75 year old patient with dementia 

 Pushed over by another dementia unit resident 

 Knocked head but no clear loss of consciousness 

 Became increasingly unwell over following days 

 Drowsy, poor eating, off her food 

 Suspicion of intracerebral injury, possibly subdural 
haematoma 

 Family decline further investigation 

 Dies within 1 week 

 What happens? 
 



 75 year old patient with dementia 

 History of falls 

 Tripped and fell (witnessed) knocked head but no 
clear loss of consciousness 

 Became increasingly unwell over following days 

 Drowsy, poor eating, off her food 

 Suspicion of intracerebral injury, possibly subdural 
haematoma 

 Family decline further investigation 

 Dies within 1 week 

 What happens? 
 



 75 year old Maori man living with family collapses 

and dies at home on Saturday of long weekend 

 Family tell Police he has extensive medical 

history, including diabetes, heart disease. Saw his 

GP regularly 

 Family wants to take body to marae ASAP 

 Police can’t get hold of GP – message on answer 

phone advising practice reopens on Tuesday 

 What happens? 

 



 73 year old history of throat cancer. Had been in 

remission but returned and declined further 

treatment. Also had COPD. 

 Dies at home on Sunday 

 GP not contactable 

 GP’s practice contracted by Coroner on Monday 

 Usual GP “off sick” 

 Another GP in practice, hasn’t attended patient, 

has access to clinical records 

 What happens? 

 



 88 year old Maori Kaumātua 

 Hasn’t seen doctor for at least 20 years – didn’t 
believe in doctors or western medicine 

 Had been seeing a Tohunga (traditional Maori 
healer) 

 Complaints of chest pains, oedema in both legs, 
deteriorating eyesight, giddy spells 

 Found dead in bed in morning 

 Family object to PM and want body back today 

 What happens? 
 


