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Medicolegal Death Investigation Systems 
 Types of deaths investigated  

• Sudden unexpected deaths 

• Unattended deaths 

• Non-natural deaths (i.e. unintentional, homicides, suicides) 

• Variation & restrictions by jurisdiction (e.g.  <65 years old) 

Organization 
• Over 2,300 medical death investigation jurisdictions 

• Systems and procedures are governed by state and local laws 
and regulations  

• Centralized at state-level or organized by county (or district or 
parish) 

• Chief medicolegal death investigation officer: Coroner or 
medical examiner 
 



   Death investigation systems 
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County-based coroner Offices 

State ME 

County-based mixture of ME and Coroner Offices 
County/District-based  ME (physician) Offices 
Centralized State ME Office 

Sources:   
National Institute of Justice, Scientific Working Group on Medical Death Investigation, Death Investigation Systems, 2011 
Bureau of Justice Statistics, Census of Medical Examiner and Coroner  Offices, 2004 

 



http://www.cdc.gov/phlp/publications/topic/coroner.html 



Medical Examiner Coroner Information 
Sharing Program 

• Established by the CDC in 1986 to 
promote: 

─ Uniformity in national death 
investigation policies 

─ Communication between 
medicolegal jurisdictions  

─ Wide-spread distribution of death 
investigation data 

• Program terminated during 
reorganization in September 2004 

• Missed by many, including ME/C 
community 

 

 



Current outreach efforts by NCHS 

─ Promoting quality and consistency in death 
investigations 

─ Developing and promoting standards for death 
certificate reporting 

─ Enhancing the efficiency of data collection 

─ Facilitating information sharing among ME/C 

─ Coordinating efforts with federal partners and 
other stakeholders 



Coordinat ing with CDC programs  
and other federal partners 

• Violent deaths  

• Drug related mortality 

• Sudden unexpected infant death  

• Infectious diseases pathology 

• Disaster related mortality 

• Sudden unexplained death in epilepsy 

• Consumer product related death 

• Deaths in custody 

 



Presentat ions and booths at 
professional meetings 

National Association of 
Medical Examiners (NAME) 

 

International Association of Coroners and 
Medical Examiners (IAC&ME) 

 

State Medical Examiners and 
Coroners Organizations 



 
Drug overdose deaths 



Drug overdose deaths: 
Invest igat ion, diagnosis, and cert ificat ion  

Davis GG et al, Acad Forensic Pathol, 3(1), 77-83. 2013. 



Drug overdose deaths with drugs specified on 
death cert ificates 

by state death invest igat ion system 

Medicolegal Death Invest igat ion System 
           Drugs specified 
 Percent                     Range 

US, average 75 % 35-99 % 

Centralized state medical examiner 92 % 69-99 % 

Decentralized county or district medical 
examiner (physician) 71 % 43-94 % 

Hybrid system: county coroner and medical 
examiners (state and/or county) 73 % 60-94 % 

Decentralized county coroner 62  % 35-98 % 



National initiatives 

National Academy of Sciences report, 2009 
Strengthening Forensic Science: A Path Forward 

 

   “…individual certification of forensic 
science professionals should be 
mandatory” 

“All medicolegal autopsies should be 
performed or supervised by a board 
certified forensic pathologist.” 

 



 

• National Commission on Forensic Sciences 
The objectives and scope of activities of the Commission 
are to provide recommendations and advice to the 
Department of Justice concerning national methods and 
strategies for: strengthening the validity and reliability of 
the forensic sciences (including medico-legal death 
investigation)…. 



Organization of Scientific 
Advisory Committees 

Medicolegal Death Investigation 





“Let conversation  
cease, let laughter  
flee, for this is the place  
where death delights to help the 
living." 

 
Inscribed on the wall of the NYC Medical Examiner’s Office, 
Translated from Latin, Giovanni Morgagni  



Questions? 

Margaret Warner, PhD 
Mortality Statistics Branch  
Division of Vital Statistics 

National Center for Health Statistics 
3311 Toledo Rd.  

Hyattsville, MD 20782 

Phone: 301-458-4556 

mwarner@cdc.gov 

 



 
Disaster related deaths 

Number of Disaster-related Deaths Identified   

Red 
Cross  FEMA NOAA-NWS 

Storm Data   

Other 
Agency (EOC, 

ME) 

 Vital 
Stat ist ics 
(Search 
without 
names) 

Hurricane Ike – TX 
(2009) 38 ? 20 74 4 

April 27 Tornado – 
GA (2011) 15 ? 15 15 6 

Hurricane Sandy – 
NJ (2012)  34 ~300 12 75 8 



Death cert ificat ion: Disaster related deaths 
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