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Appendix 2: Mortality Governance National and Statutory Guidance 
  England Wales N. Ireland Scotland 
Child Death Review 
Guidance 

Child Death Review 
Guidance England1 

Child Death Review - 
Public Health Wales2 

  
HIS National Guidance when a 

child or young person dies3 

Bereavement Support Bereavement Pathways 
(England)4 

wales/end-of-life-care5 
Bereavement Guidance6 Bereavement Care Pathways 

(Scotland)7 Bereavement network8  

Registration of Deaths Death Registration9 Death Registration NI10 Death Registration Scot11 

Reporting Deaths Notification of Death Regulations12  NI Coroner Referral13 Referral to Procurator Fiscal14 

Medical Death 
Certificate MCCD Regulations15 

MCCD Guidance16  MCCD Guidance Scotland17  

Death Guidance18 HIS DCRS key resources19 

 Death certification review20 

Medical Examiner 

ME Guidance Eng & Wales21   

ME England Regulations22  ME Wales Regulations23 
    

RCPath Good Practice Series ME and child death24 

Unexpected Death 
SUDIC Guidelines25 PRUDiC Guidelines26 

SUDI Toolkit in draft: not 
currently available online 

HIS SUDI Guidance27 

 BAPM SUPC Framework28 

Organ Donation Infant Organ and Tissue Donation29  
Infant Organ & Tissue Donation27 

HIS Paed_Neo Organ Donation30 

Patient Incident 
Investigations 

Patient Safety Incident 
Response Framework31  

Patient Safety Incident 
Reporting32 

NIAIC adverse incident 
reporting33  

HIS Reviewing and Learning 
from adverse events34 

https://assets.publishing.service.gov.uk/media/637f759bd3bf7f154876adbd/child-death-review-statutory-and-operational-guidance-england.pdf
https://assets.publishing.service.gov.uk/media/637f759bd3bf7f154876adbd/child-death-review-statutory-and-operational-guidance-england.pdf
https://phw.nhs.wales/services-and-teams/child-death-review/
https://phw.nhs.wales/services-and-teams/child-death-review/
https://www.healthcareimprovementscotland.scot/publications/national-guidance-when-a-child-or-young-person-dies/
https://www.healthcareimprovementscotland.scot/publications/national-guidance-when-a-child-or-young-person-dies/
https://www.nbcpathway.org.uk/nbcp-pathways/
https://www.nbcpathway.org.uk/nbcp-pathways/
https://www.gov.wales/end-of-life-care
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.health-ni.gov.uk%2Fsites%2Fdefault%2Ffiles%2Fpublications%2Fdhssps%2Fbereavement-guidance-cno.pdf&data=05%7C02%7CEleri.Adams%40ouh.nhs.uk%7C72a90d9c5ca049ce323508dd6df141be%7C25d273c3a8514cfba239e9048f989669%7C0%7C0%7C638787605615853507%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=gnbZFnHCLuJ0wJZDCQUAw7mY5x2C2bSdq15v1TlU2XY%3D&reserved=0
https://www.nbcpscotland.org.uk/about-us/nbcp-in-scotland/
https://www.nbcpscotland.org.uk/about-us/nbcp-in-scotland/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fbereaved.hscni.net%2F&data=05%7C02%7CEleri.Adams%40ouh.nhs.uk%7C72a90d9c5ca049ce323508dd6df141be%7C25d273c3a8514cfba239e9048f989669%7C0%7C0%7C638787605615872215%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=5erKjqnFOt16rmv5xhRF%2FdQIYvrQYwXr%2BNC5eoARS3g%3D&reserved=0
https://www.gov.uk/register-a-death
https://www.nidirect.gov.uk/articles/registering-death-district-registrar
https://www.nrscotland.gov.uk/registration/registering-a-death/#:%7E:text=Deaths%20in%20Scotland%20should%20be,registrars%20from%20your%20local%20council.
https://assets.publishing.service.gov.uk/media/66d044a059b0ec2e151f847e/Guidance_for_registered_medical_practitioners_on_the_Notification_of_Deaths_Regulations__web_.pdf
https://www.health-ni.gov.uk/publications/guidelines-matters-relating-coroner
https://www.copfs.gov.uk/publications/reporting-deaths/
https://www.legislation.gov.uk/uksi/2024/492/contents/made
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.health-ni.gov.uk%2Fpublications%2Fguidelines-death-certification-issuing-mccd-using-niecr&data=05%7C02%7CEleri.Adams%40ouh.nhs.uk%7C72a90d9c5ca049ce323508dd6df141be%7C25d273c3a8514cfba239e9048f989669%7C0%7C0%7C638787605615691054%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=MU4X2qcYCnp3nwQZu5ArQzFMwxJNgJqiaZZd%2Bdub4UU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.publications.scot.nhs.uk%2Ffiles%2Fcmo-2018-11.pdf&data=05%7C02%7CEleri.Adams%40ouh.nhs.uk%7C72a90d9c5ca049ce323508dd6df141be%7C25d273c3a8514cfba239e9048f989669%7C0%7C0%7C638787605615705816%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=UuYFXKtb45kdjjdNVV4iA%2B9xK%2F1jVbmf4udRrpZ9Zp8%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.health-ni.gov.uk%2Ftopics%2Fguidance-surrounding-death&data=05%7C02%7CEleri.Adams%40ouh.nhs.uk%7C72a90d9c5ca049ce323508dd6df141be%7C25d273c3a8514cfba239e9048f989669%7C0%7C0%7C638787605615718859%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=62RhUyG28b3p3bWeC5ZnbfjAJLfSiLdpfpDu045OchY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.healthcareimprovementscotland.scot%2Finspections-reviews-and-regulation%2Fdeath-certification-review-service-dcrs%2Fdcrs-key-resources%2F&data=05%7C02%7CEleri.Adams%40ouh.nhs.uk%7Ca56b44c388334edf368608dd51fad433%7C25d273c3a8514cfba239e9048f989669%7C0%7C0%7C638756859932774507%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=27sL8c5m2eLONX%2Fgfn4CkEOPysGZRwehxlaYYLpdQbk%3D&reserved=0
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.healthcareimprovementscotland.scot%2Fwp-content%2Fuploads%2F2024%2F07%2FDCRS_Guide_to_Death_Certification_Review_Scotland_June_2022.pdf&data=05%7C02%7Cnanisa.feilden%40nhs.scot%7Cbc6d1181a340411524c308dde960d365%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C638923324270021761%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=lKc4%2FtmwhPe1h7n7i%2F4zWXzfEXW33CKgztBwWLYitCs%3D&reserved=0
https://www.england.nhs.uk/long-read/national-medical-examiners-guidance-for-england-and-wales/
https://www.legislation.gov.uk/uksi/2024/493/contents/made
https://www.legislation.gov.uk/wsi/2024/505/made
https://www.rcpath.org/static/7fa7a9d6-ada5-4597-b16f4602c93d3e91/Good-Practice-Series-Child-Deaths.pdf
https://www.rcpath.org/discover-pathology/news/new-guidelines-for-the-investigation-of-sudden-unexpected-death-in-infancy-launched.html
https://www.healthcareimprovementscotland.scot/inspections-reviews-and-regulation/national-hub-for-reviewing-and-learning-from-the-deaths-of-children-and-young-people/sudden-unexpected-death-in-infancy-programme-sudi/sudi-guidance-and-support-documents/
https://www.bapm.org/resources/organ-and-tissue-donation-in-small-infants-nhs-blood-transplant
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2018/03/paediatric-and-neonatal-organ-and-tissue-donation-guidance/documents/guidance-for-staff-in-neonatal-and-paediatric-intensive-care-units-in-organ-and-tissue-donation/guidance-for-staff-in-neonatal-and-paediatric-intensive-care-units-in-organ-and-tissue-donation/govscot%3Adocument/Paediatric%2Band%2Bneonatal%2Borgan%2Band%2Btissue%2Bdonation.pdf
https://du.nhs.wales/files/incidents/national-policy-on-patient-safety-incident-reporting-2-0-pdf/
https://du.nhs.wales/files/incidents/national-policy-on-patient-safety-incident-reporting-2-0-pdf/
https://www.health-ni.gov.uk/publications/niaic-adverse-incident-reporting-guidance-and-forms
https://www.health-ni.gov.uk/publications/niaic-adverse-incident-reporting-guidance-and-forms
https://www.healthcareimprovementscotland.scot/publications/a-national-framework-for-reviewing-and-learning-from-adverse-events-in-nhs-scotland-february-2025/
https://www.healthcareimprovementscotland.scot/publications/a-national-framework-for-reviewing-and-learning-from-adverse-events-in-nhs-scotland-february-2025/
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UK requirements: verification of livebirths & deaths in babies35,36,37  
 
  England Wales Scotland N. Ireland 
Live birth (any 
gestation) MCCD must be issued. Where this is not possible referral to HMC/PF 

Who can verify a live 
birth?  *Doctor  *Doctor  *Doctor or 

Attending Midwife *Doctor  

Who can verify death 
and issue an MCCD? *Doctor 

 
**Live birth (any 
gestation), verification 
not done by doctor, 
baby subsequently 
dies 

Refer to HMC 

Doctor can issue MCCD if 
attending midwife 

confirms live-birth. If no 
attending midwife refer 

to PF 

Refer to HMC 

 

 
   

Miscarriage (less than 
24 weeks gestation) No legal certification or registration of death required 

 

 
Who can verify a 
miscarriage? Doctor or Midwife  

**Miscarriage, referral 
HMC/PF 

No referral to HMC  
(no jurisdiction for 

miscarriages) 

No referral to PF 
unless potentially 
unnatural death 

No referral to HMC 
(no jurisdiction for 

miscarriage) 
 

   

Stillbirth (24 weeks 
gestation and over) Legal requirement to register death as stillbirth  

Who can verify a 
stillbirth? Doctor or Midwife  

**Stillbirth, referral 
HMC/PF 

Refer to HMC/PF if in doubt regarding live birth or stillbirth  
 

If stillbirth is 
established, HMC has 
no further jurisdiction 

for stillbirths 

Refer to PF if 
unanticipated 

intrapartum stillbirth 
or potentially 

unnatural cause of 
death 

Refer to HMC if 
capable of being 

born alive 
(potentially 

unnatural death)   

 

 
*Live-birth/death verification can be done by an Advanced Neonatal Nurse Practitioner (ANNP) or 
other trained personnel within health care settings, but they cannot issue the MCCD.  
 
**Please also see individual country HMC/PF referral requirements  
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England 
Child Death Review Overview1 

 

 
 
Medical Examiner Process20, 21,22 
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England and Wales 
Circumstances Requiring Notification to HMC, England & Wales12 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
Also see above table on UK requirements for verification of livebirths and deaths in babies. 
  

A baby’s death should always be notified to the coroner where there is reasonable 
cause to suspect that the death was due to (i.e. more than minimally, negligibly, or 
trivially caused by or contributed to by) any of the following:  

• poisoning including by an otherwise benign substance;  
• exposure to, or contact with a toxic substance;  
• use of a medicinal product, the use of a controlled drug or psychoactive 

substance;  
• violence, trauma or injury;  
• neglect, including self-neglect.  
• the person undergoing any treatment or procedure of a medical or similar nature;  
 

In addition, a person’s death should always be notified to the coroner where:  
• the registered medical practitioner suspects that the person’s death was 

unnatural, but does not fall within any of the above circumstances;  
• the cause of death is unknown;  
• the registered medical practitioner suspects that the person died while in custody 

or otherwise in state detention;  
• there is no attending practitioner, or an attending practitioner is not available 

within a reasonable time to sign a MCCD in relation to the deceased person; or 
• the identity of the deceased person is unknown. 
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Scotland 
Reviewing and Learning from the Deaths of Children3 
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The following deaths must be reported to the Procurator Fiscal (‘reportable deaths’): 
 

Unnatural cause of death: 
Any death which cannot be entirely attributed to natural causes (whether the primary cause or a contributing factor) including: 

• Suspicious deaths – i.e. where homicide cannot be ruled out 
• Drug related deaths - including deaths due to adverse drug reactions reportable under the Medicines and Healthcare 

Products Regulatory Agency (MHRA) (Yellow Card Scheme) 
• Accidental deaths (including those resulting from falls) 
• Deaths resulting from an accident in the course of employment 
• Deaths of children from overlaying or suffocation 
• Deaths where the circumstances indicate the possibility of suicide 

 

Natural cause of death: 
Deaths which may be due in whole or part to natural causes but occur in the following circumstances: 
(a) Any death due to natural causes where the cause of death cannot be identified by a medical practitioner to the best of his 

or her knowledge and belief 
(b) Deaths as a result of neglect/fault 
Any death: 

•  which may be related to a suggestion of neglect (including self neglect) or exposure 
• where there is an allegation or possibility of fault on the part of another person, body or organisation 

(c) Deaths of children 
Any death of a child: 

• which is a sudden, unexpected and unexplained perinatal death 
• where the body of a newborn is found 
• where the death may be categorised as a Sudden Unexpected Death in Infancy (SUDI)  
• which arises following a concealed pregnancy 

Any death of a child or young person under the age of eighteen years who is ‘looked after’ by a local authority, including: 
• a child whose name is on the Child Protection Register 
• a child who is subject to a supervision requirement made by a Children’s Hearing 
• a child who is subject to an order, authorisation or warrant made by a Court or Children’s Hearing (e.g. a child being 

accommodated by a local authority in foster care, kinship care, residential accommodation or secure accommodation) 
• a child who is otherwise being accommodated by a local authority  

(d) Deaths from notifiable industrial/infectious diseases 
Any death: 

• due to a notifiable industrial disease or disease acquired as a consequence of the deceased’s occupation in terms of 
column 1 of Part 1 of Schedule 3 to the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995 (see 
http://www.legislation.gov.uk/uksi/1995/3163/schedule/3/made and Section 10 of this guidance) 

• which poses an acute and serious risk to public health due to either  a Notifiable Infectious Disease or Organism  in terms 
of Schedule 1 of the Public Heath (Scotland) Act 2008 (see http://www.legislation.gov.uk/asp/2008/5/schedule/1) or any 
other infectious disease or syndrome,  

(e) Deaths under medical or dental care (see full guidance for details) 
Any death: 

• the circumstances of which are the subject of concern to, or complaint by, the nearest relatives of the deceased about 
the medical treatment given to the deceased with a suggestion that the medical treatment may have contributed to the 
death of the patient. 

• the circumstances of which might indicate fault or neglect on the part of medical staff or where medical staff have 
concerns regarding the circumstances of death 

• the circumstances of which indicate that the failure of a piece of equipment may have caused or contributed to the death 
• the circumstances of which are likely to be subject to an Adverse Event Review (as defined by Healthcare Improvement 

Scotland) 
• where, at any time, a death certificate has been issued and a complaint is later received by a doctor or by the Health 

Board, which suggests that an act or omission by medical staff caused or contributed to the death 
• caused by the withdrawal of life sustaining treatment or other medical treatment to a patient in a permanent vegetative 

state (whether with or without the authority of the Court of Session).  (See Section 13 below)  
• which occurs in circumstances raising issues of public safety.  

 

Deaths while subject to compulsory treatment under mental health legislation and deaths in legal custody (see full guidance).  
 

Circumstances Requiring Referral to Procurator Fiscal (Scotland)14 

  

Also see above table on UK requirements for verification of livebirths and deaths in babies. 
 

http://www.legislation.gov.uk/uksi/1995/3163/schedule/3/made
http://www.legislation.gov.uk/asp/2008/5/schedule/1
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Northern Ireland 
Circumstances Requiring Referral to HMC, N Ireland13 

 
Also see above table on UK requirements for verification of livebirths and deaths in babies. 

 

 

 

 

 

 

 

 

 

 

A death is reported to a Coroner in the following situations: 
• a doctor did not treat the person during their last illness 
• a doctor did not see or treat the person for the condition from which they died within 28 

days of death 
• the cause of death was sudden, violent or unnatural such as an accident, or suicide 
• the cause of death was murder 
• the cause of death was an industrial disease of the lungs such as asbestosis 
• the death occurred in any other circumstances that may require investigation 

A death in hospital should be reported if: 
• there is a question of negligence or misadventure about the treatment of the person 

who died 
• they died before a provisional diagnosis was made and the general practitioner is not 

willing to certify the cause 
• the patient died as the result of the administration of an anaesthetic 

A death should be reported to a Coroner by the police, when: 
• a dead body is found 
• death is unexpected or unexplained 
• a death occurs in suspicious circumstances 
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