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Message from the Chief Coroner

The year 2008 was a year of transition for the Office of the Chief Coroner for Ontario. In the
spring, the Goudge Commission of Inquiry Into Pediatric Forensic Pathology in Ontario concluded
hearings. At the beginning of June, after ably filling the role, Dr. Bonita Porter handed the reins
over to me as Chief Coroner. | accepted the position, reassured by the knowledge that | had a
superb senior leadership team supporting the office and myself as we embarked on a journey of
change.

Throughout the summer, the management team worked diligently to prepare for the release of the
report of Commissioner Goudge. This report was released at the beginning of October. The
Legislature rapidly introduced legislation to make changes that the Commissioner had
recommended. Because of the extensive preparation, staff members at the Office of the Chief
Coroner and the Ministry of Community Safety and Correctional Services were ready to quickly
implement numerous changes that had been recommended by the Commissioner. The amended
Coroners Act was proclaimed in July 2009.

During the latter part of 2008, a project director was engaged and she shepherded the process
forward. She ably led the project, but it was the staff members who, through their commitment and
devotion, ensured that the necessary work was done to allow recommendations

to be implemented. | am very grateful for their efforts and proud to have had the opportunity to lead
this endeavour.

As | write this introduction from the vantage point of 2011, | am very impressed

by how much the staff accomplished. The multidisciplinary team that worked on this important
endeavour completed many tasks. As will be seen from upcoming editions of these annual reports,
there is a great deal of change still to come. We are implementing new technological solutions
that will allow for more rapid and accurate reporting, better communication, real-time management
of death investigations in all parts of the province and constantly improved quality as we strive to
be the benchmark in death investigation. Our goal is to achieve conclusions that are of the highest
quality and reliability in the important work of our investigators, a goal that is absolutely consonant
with the expectations of the citizens we serve. Building on Commissioner Goudge’s
recommendations, we will succeed.

Andrew McCallum, M.D., FRCPC
Chief Coroner for Ontario
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Ontario Coroner’s System

Ontario’s death investigation system has its ori gins in eleventh century England. When
a body was found, a representative of the Crow n, formerly known as the “Crowner” was
responsible for answering five questions:

Who was the deceased?
Where did he die?
When did he die?

How did he die?

Who was to blame?

VVYVYYYV

Present-day coroners no longer determine legal respon sibility. Their investig ations
include an examination of the manner and circumstances surrounding the death.

To help th e “Crowner” make his findings, he summo ned all the men from the
surrounding villages to give evidence. This e volved into a select ed jury to hear the
evidence. The “Crowner” (now referred to as a coroner) had other functions such as the
collection of taxes and seizure of certain goods on behalf of the crown. A coro ner’s
appointment in the county was as  important as that of the sheriff. The duties and
powers of the coroner were modified over the centuries to meet the needs of those parts
of the world that inherit ed the English sy stem of Common Law. The Ontario Coroners’
System is based on the English model.

Pursuant to the Coroners Act, all coroners in Ontario  must be licensed to practice
medicine in the province and are ap pointed by the Lieutenant Governor for an indefinite
term. They investigate all unnatur al deaths such as tho se where foul play, suicide,
accident, n egligence a nd malpractice are suspected or alleged on a fee-for-service
basis. Today, the coroner is require d to answer the following questions in the course of
their duties:

» The identity of the deceased

How the death occurred (i.e. the medical cause of death)

When the death occurred

Where the death occurred and

By what means the death occurred (i.e. natural, suicid e, accident, homicide or
undetermined)

YV VYV

In 2008, there were approximately 320 coroners including 49 inquest coroners specially
qualified to conduct inquests.
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Mission Statement

The Office of the Chief Coroner for Ontario serves the living through high quality death
investigations and inquests to ensure that nod eath will be overlooked, concealed or
ignored. The findings are used to generate recommenda tions to help improve p ublic
safety and prevent future deaths in similar circumstances.

Motto

Ontario coroners have adopted th e following phrase coin ed by MP  Thomas D’Arcy
McGee (1825-1868), as their motto:

“We speak for the dead to protect the living.”

This motto addresse s the funda mental mandate of the  Ontario Coroners’ System:
answering questions surrounding deaths requirin g investigation under the Coroners Act
and utilizing the inform ation gather ed to pr event similar d eaths and promote public
safety.
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Organizational Structure

The activities of the  Office of th e Chief Coroner fallu  nder the ju risdiction of the
Community Safety Division of  the Ministry of Community Safetya  nd Correctional
Services-Community Safety Division. The ministry is committed to ensuring  that
Ontario’s communities are supported and protected by law enforcement and p ublic
safety systems that a re safe, se cure, effective, efficient and a ccountable. Th ese
systems include emergency meas ures, scient ific investig ations, coor dination of fire
safety services and the coroners’ system.

The Chief Coroner is responsible for:

Administering the Coroners Act

Supervising, directing and controlling all coroners in Ontario

Conducting programs for the instruction of coroners in their duties

Bringing the findings and recomme ndations of coroners’ ju ries to the attention of
appropriate persons, agencies and ministries of government

Preparing, publishing and distributing a code of ethics for the guidance of coroners
Performing such other duties a s are assig ned by any other Act or by the
regulations of the Lieutenant Governor in Council

YV VYVYVYYVY

The Office of the Chief Coroner is comprised of the following program areas:

» Investigatio ns

» Inquests

» Pathology Services
» Legal Services and
» Program Support



Office of the Chief Coroner

Organizational Structure

2008 Annual Report

In addition to its corporate office in Toronto, the Office of the Chief Coronerhas a
number of regional offices throughout the pro vince. Eac h office is managedb vya
Regional Supervising Coroner with support from administrative staff. The regions and

their respective boundaries are outlined below:

Region Office Location Boundaries
East Peterborough Haliburton, Hastings, Manitoulin,
Muskoka, Nipissing,
Northumberland, Parry Sound,
Peterborough, Renfrew, Sudbury,
Victoria
East Kingston Dundas-Glengarry, Frontenac,
Lanark, Leeds-Grenville, Lennox-
Addington, Ottawa-Carleton,
Prescott-Russell, Prince Edward
County and Stormont
West St. Catharines Brant, Haldimand-Norfolk, Hamilton-
Wentworth, Niagara
West London Bruce, Elgin, Essex, Grey, Huron,
Kent, Lambton, Middlesex, Perth
North Thunder Bay Algoma, Cochrane, Kenora, Rainy
River, Temiskaming, Thunder Bay
Central Guelph Dufferin, Halton, Oxford, Simcoe,
Waterloo, Wellington
Central Toronto East Toronto (east of Yonge Street)
Central Toronto West Toronto (west of Yonge Street)
Central Brampton York, Durham, Peel
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Office of the Chief Coroner — Organizational Structure — 2008

Chief Coroner

Verdicts
Implementation
Co-ordinator

Forensic Pathology Unit — Organizational Structure — 2008

Chief Forensic Pathologist

Administrative Deputy Chief Chief Administrative Deputy Chief Coroner Executive Officer to Chief Forensic
Officer Coroner Inquest (1) Officer Investigations (1) the Chief Coroner Pathologist
- Administrative Administrative
Regional Supervising Assistant to the Assistant to the Chief
Coroners Executive Officer Forensic Pathologist
Executive Officer, Administrative Administrative
Inquests and Assistant to the Assistant to the
Special Projects Ch];:f C;)l‘(él]?‘ :;nd Exceutive Deputy Chief
eputy LAauet Officer, Coroner,
Coroner, Inquest Investigations Investigations and
Chief Legal Counsel

Manager, Forensic Pathologists (4) Administrative Assistant, Administrative Assistant,
Forensic Services Toronto Forensic Chief Forensic Pathologist Forensic Pathology Unit
Pathology Unit (2)
I
[ | | |
Dispatcher and Forensic Exhibit Pathologists' Cleaner
Morgue Attendant Technician Assistants Part-time
() 4)
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Budgets

2007-2008 Budget ($25.6 Million)
ODOE - Transportation, Administration, Inquests, Pathology/Medical Services, Supplies & Equipment

O Salaries/Wages/Benefits B Transfer Payments OOther Direct Operating Expenses (ODOE) ‘

Salaries/Wages/Benef
its
29%

Transfer Payments
Other Direct Operating 4%
Expenses (ODOE)

67%
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Pathology Services

An autopsy is an examination of a body for the purpose of determining cause of de ath.
This procedure is performed under the authority of a coroner’s warrant when the findings
may assist in fulfilling th e purposes of the investigation. In cases where a coroner can
reasonably determine cause of deathb asedon medical history, treatment,
circumstances of the death and the condition  of the body, an autop sy may not be
necessary.

Autopsies can be routine (non-criminally suspic ious) or criminally su spicious (homicide)
in nature. The criminally suspicious or homicide cases require the expertise of F orensic
Pathologists; specially tr ained experts who may be expecte d to provide testimony in a

court of law. Requirements of auto psies may include co llection of evid ence of violence
and/or trauma to support a criminal investigat  ion, identification of the  deceased or
determination of cause of death when is cannot otherwise be determined.

The Office of the Chief Coroner is home to the Provincial Forensic Pathology Unit for the
Province of Ontario.  Located in Toronto and commonl vy referred t o as the Toronto
Morgue, thi s unit offers forensic a nd non-forensic autopsy servicest o coroners from
across the province. Formerly un der the leadership of the Deputy  Chief Coron er —
Forensic Services (2005) and presently the Chief Forensic Pathologist (2006), this unit
has access to a variety of experts whose knowledge and expertise in specific areas can
assistint he death investigation process ( i.e. forensic anthropologists, den tists,
toxicologists). The man date of the Provincial Forensic Pat hology Unit is to ensure that
the people of Ontario ar e provided with fore nsic patho logy services that are  of the
highest possible quality.

The Office of the Chief Coroner ha s been providing pathology service s to the nation’s
Armed Forc es for a number of  years. Military personnel killed in Afghanistan, and
elsewhere, undergo an autopsy at the Provincial Forensic Pathology Unit in order to:

» Aid in identification

» Determine cause of death

» To better understand the patterns of injury in  war trauma, which may allow for
the design and implem entation of improved protective equipment, which may
prevent future deaths.

The Office of the Chief Coroner retains the services of sev eral pathologists around the
province on a fee-for-service basis and is pleased to partner withanu  mber of qu ality
pathology units lo cated across Ontario. Where appropriate, autopsies are performed in
hospitals that are as close as possible to the family of th e deceased to provide more

timely service.
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The following figures  detail the n umber of autopsies pe rformed under a coro ner’s
warrant in 2008:

Number performed at the Provincial Forensic Pathology Unit: 1293

Provincial total: 6408

10
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2008 Manner of Death by Region and Office

Natural | Accident | Suicide | Homicide | Undetermined | Skeletal | Total
Peterborough
Office - East
Region 872 227 58 8 17 8 1190
Kingston Office -
East Region 1796 376 133 19 43 6 2373
London Office -
West Region 1671 502 148 15 85 9 2430
Hamilton Office -
West Region 1485 578 172 18 64 34 2351
Thunder Bay
Office - North
Region 1169 339 103 12 51 14 1691
Toronto East
Office - Central
Region 1452 411 128 42 70 4 2107
Toronto West Office
- Central Region 1063 256 85 32 61 2 1499
Brampton Office -
Central Region 1148 337 92 10 49 3 1639
Guelph Office -
Central Region 1533 427 155 28 83 22 2248
Total 12189 3453 1074 184 523 105 17528

NOTE: There were 88,265 deaths registered in Ontario in 2008 (Source: Vital Statistics)

11
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Total Number of Deaths by Manner (2008)

Undetermined

3% O Natural
Homicide B Accident
1% O Suicide
Suicide OHomicide
6% B Undetermined

Accident
20%

Natural
70%
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Summary of Manner of Death by Region (2008)
2000
1800
" 1600 _ 5 ONatural
% 1400 W Accident
E 12001 OSuicide
o 1000 - -
g 800 | OHomicide
£ 600 B Undetermined
P 400 -
200 I I
o H | | | | | |
Brampto| Guelph | Hamilto | Kingsto | London | Peterbo | Thunder| Toronto | Toronto
n Office | Office - |n Office {n Office { Office - | rough Bay East West
Central | Central | West East West | Office - | Office - | Office - | Office -
O Natural 1148 1533 1485 1796 1671 872 1169 1452 1063
H Accident 337 427 578 376 502 227 339 411 256
O Suicide 92 155 172 133 148 58 103 128 85
OHomicide 10 28 18 19 15 8 12 42 32
B Undetermined 49 83 64 43 85 17 51 70 61
egion

Total Deaths per Region (2008)

Toronto West Office -
Central Region
10%

Brampton Office -
Central Region
9%

Toronto East Office - Guelph Office - Central

Central Region Region
10% 1%
Thunder Bay Office -
North Region

9%

Hamilton Office - West

Peterborough Office - Region
East Region 15%
8%
. Kingston Office - East
Londonl:{C;f;igfz1 - West Region
139
15% 3%

OBrampton Office - Central Region B Guelph Office - Central Region
OHamilton Office - West Region OKingston Office - East Region
B London Office - West Region O Peterborough Office - East Region
B Thunder Bay Office - North Region O Toronto East Office - Central Region
B Toronto West Office - Central Region
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Top Ten Causes of Death in the Province of Ontario

Top Ten 2008
Cause of Death Male Female Total

Natural Disease —
Cardiovascular - Myocardial 3838 1998 5836
Natural Disease - Pulmonary

878 858 1736
Fall/Jump-Same Level 628 769 1397
Natural Disease —
CNS/Neurologic 509 732 1241
Natural Disease —
Cardiovascular — Other, 492 327 819
Peripheral Vascular
Natural Disease —
Gastrointestinal 432 335 758
Natural Disease — Unspecified/
Other 314 386 700
Trauma — Motor Vehicle, Vehicle/ 451 243 694
Pedestrian Collision
Drug Toxicity (Acute)

359 265 624
Asphyxia —Hanging 377 95 472

Coroner’s Inquests

In Ontario, specially trained coroners preside over inquest proceedings. Jurors for
coroner’s inquests are drawn from the traditional jury pools used in other judicial
proceedings. Just like coroners, juries must answer the following five questions and
they may make recommendations as required:

» The identity of the deceased

How the death occurred (i.e. the medical cause of death)

When the death occurred

Where the death occurred and

By what means the d eath occurred (i.e. nat ural, suicide, accident, homicide or
undetermined)

YV VY

There are two types of inquests: mandatory and discretionary. Mandatory inquests are
conducted pursuant to the legislat ive requirements of the Coroners Act. Man datory
inquests are conducted into deaths arising from accidents in the course of employment
at construction, mining, pit or quarry sites and d eaths occurring while being detained or
in custody. In 2006, th e Coroners Act was amended to in clude the d eaths of childre n
under certain circumstances. All other inquests are discretionary and may be conducted
in accordance with section 20 of the Coroners Act.

14
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There are several facto rs that a coroner takes into account when deciding whethe r to
hold a discretionary inquest. For instance, t he coroner must consider whether the
answers to the five questions are known. The ¢ oroner may also determine whether or
not it is desirable for the public to have an open and full hear ing of the circumstances of
a death. Additionally, an inquest allows juries to make us eful recommendations that, if
implemented, could prevent future deaths in similar circumstances.

Inquests are open to the public and the media. The verdicts and recommendations made

by inquest juries are p ublic and can be requ ested throu gh the Office of the Chief
Coroner.

15
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Aid to Inquests

The Aid to | nquests document provi des general information and assista nce to persons
who may wish to apply for, and who are granted standing at an inquest in Ontario. T his
information is meant to provide an understand ing of the conduct and outcome of an
inquest and is not intended to be a substitute for legal advice.

When is an Inquest called?

There are two types of inquests: mandatory and discretionary. Man datory inquests are
conducted pursuant to legislative requirements under the Coroners

Act. Manda tory inquests are conducted into deaths occurring in the course of
employment at constru ction, mining, pit or quar ry sites; de aths occurring while be ing
detained or in custody a nd deaths o f children under certain circumstances (2006). All
other inquessts are con sidered discretionary and may be conducted in accordance with
section 20 of the Coroners Act.

There are several facto rs that a coroner takes into account when deciding whethe r to
hold a discretionary inquest. For instance, th e coroner must consider whether the
answers to the five que stions are known. The coroner may also deter mine whether or
not it is desirable for the public to have an open and full hear ing of the circumstances of
a death. Additionally, aninquest allows jurie s to make useful reco mmendations to
prevent other deaths in similar circumstances.

This preventative function is an important aspect of inquests because it encourage s
changes that will re sult in a safer province. Recommendations from p revious inqu ests
have resulted in changes to legislation (i.e. graduated licensing and labour laws), policy
(i.e. how the police an d courts ad minister justice), proce dures (i.e. how we protect
children and how safe medical pra ctices are encouraged) and product d evelopment (i.e.
safety mechanisms for motorized vehicles and other consumer goods).

A relative (as defined in section 26 the Coroners Act) of a deceased, may reque st an
inquest by submitting this request in writing to the investigating coroner. This request will
be presente d to the Regional Supervising Coroners management team to determin e
whether an inquest should be conducted in acco rdance with section 20 of the Coron ers
Act.

There is no time limit between the date of death and the convening of an inquest.

What an Inquest is NOT

An inquest is not an a dversarial process. Itis also neither a trial, nor a proce ss for
discovery. It is not a royal commission or a campaign or crusade directed by personal or
philosophical agendas. It is an inquisitorial process designed to focus public attention on
the circumstances of a death and to be a dispassionate public examination into the facts.

16
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All participa nts have a responsibility to ¢ onduct themselves professionally and  with
dignity and respect to the process.

Inquest Courtroom Behaviour

While an in quest is not a criminal court of record, itis a court proce ss. Appropriate
behaviour, dress, and demeanour are expected of participants, the media, and others
attending an inquest.

The Jury

The inquest jury consists of five persons sele cted by the coroner’s con stable from a list
of jurors from the community. Service on an inquest jury is a public duty.

On the first day of the inquest, the jurors meet and select a foreperson from their gro up.
Jurors are then sworn or affirmed to “diligently inquire” into the death and must deliver a
verdict answering the five questions regarding the death. This verdict d oes not have to
be unanimous and can be reached by a majorit y. Jurors can take an active role in the
inquest and are encouraged to ask relevant questions of the witnesses and raise issues
of concern. Once the five questions are answered, jurors may, but are  not required to
make, recommendations based on the evidence presented to them.

Inquest juries are prohibited from making any finding of legal responsibility or expressing
any conclusion of law. Their role is notto assign blame, f ree from blame, or stat e or
imply any judgment in their recommendations concerning the death. If a verdict does
make such a finding, it will be considered improper and will not be received.

Inquest juries may be required to  view photographs of th e deceased’s injuries or to
examine the location where a death occurred. In the modern day inquest, they are not
asked to view the body of the deceased.

Who can participate in an inquest?

An inquest is open to the public and the media. There are prohibitions re garding the use
of cameras in the courtroom. The re are also restrictions with respect to the use of
recording devices in the courtroom by the media or any other person at an inquest.

A specially trained coroner presides in a quasi-judicial role over the inquest. The coroner
is usually represented by a Crown attorney who acts as his/her counsel. In addition, the
presiding coroner shall allow other persons wit h a substan tial and dire ct interest in the
inquest, in cluding per sons who may be directly and uniquely affected by the

recommendations, to take an active part in t he proceedings. This participation is called
“standing”. A person or party mus t apply for standing. T o be granted standing, the
coroner must find that they are both substantially and directly interested in the inquest.

Parties with standing may represen t themselves, or have lawyers or a gents represent

them. Parties may cross-examine witnesses relevant to their expressed interest and may
call certain witnesses of their own if the coroner finds that the evidence of such a witness

17
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is relevant to the proceedings. In o rder to mak e such a fin ding, the co roner will require
the production of a “will say” or written statement of the anticipated evidence before the
witness is called to testify.

Parties with standing can also pre sent arguments and su bmissions to the jury af ter all
the evidence has been heard. Thisistoen sure that every person who might be
significantly affected by the verdict or recommen dations has an opportunity to be he ard
and to present their poi nt of view. If necessary, the coroner will hold a separate hearing
to determine issues o f standing o r any other matter that requires a  decision inthe
absence of the jury. Alt hough an in quest may have lawyers represent ing various (and
sometimes opposing) interests, it re mains that no one is o n trial and t hat the jury is not
allowed to assign blame in its verdict.

The family of the deceased may wish to seek standing (with or without a lawyer), or may
wish only t o observe the procee dings along with the  public. Dep ending on the
circumstances, family members ma y also be called as wit nesses at an inquest. Unless
they are going to be witnesses, th e deceased’s family members are not require d to
attend the inquest.

Witnesses who have relevant evidence to give at an inquest will be summoned to attend.
Witnesses will be sworn or affirmed and must give truthful testimony.

Witnesses can be cross-examined by parties granted standing at the inquest.

Evidence cannot be used to incriminate individuals in other courts, unle ss they commit
perjury. Perjury at an inquest is an offence and may lead to criminal charges. Witnesses
are entitled to have thei r own lawye rs or agents present to advise them of their rights,
but further involvement requires permission of the coroner.

A court reporter is present during an inquest to record the proceedings.
Transcripts of the proceedings can be obtained through the court reporter for a fee.

The coroner’s constab le selects the jury and a ssists the coroner in maintaining o rder
during an inquest. The constable swears or aff irms witnesses, assists the jury an dis
responsible for handling the exhibits.

The Pre-Inquest Meeting

Prior to the beginning of the inquest, the coroner may convene a pre-inquest meeting. At
this meeting, which is usually conducted by counsel to the coroner, certain matters such
as the scheduling of hearing days, issues to be explored, and the sharing of information
are discussed to ensur e an efficie nt and effe ctive inquest. It is usually at this me eting
that the inquest brief is handed out to parties having counsel present. The inquest brief
is only distributed after the signing of an undertaking, which ensures confidentiality of the
brief, and the return of the brief after the inquest is co mpleted. If a party is not
represented by legal counsel, special arrangements can be made to obtain access to the
inquest brief.

Inquest Protocol
The coroner at an ing uest is addressed as Mister or Ma dame Coro ner and the jury

foreperson as Mister or Madame Foreperson. After the jury has been sworn, the coroner
addresses the court wit h opening r emarks. Coroner’s co unsel then addresses the jury

18
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and calls the first witness. As each witness is called, the other parties with standing have
the opportunity to ask relevant questions of these withesses in cross-examination. Jurors
also have the opportunity to ask questions and examine exhibits. The coroner may rule
on the admissibility or relevance of evidenc e. Rules regarding evidence at inquests are
different from other court processes.

The jury is allowed to discuss amongst themselves, the evidence outside the courtroom,
but these discussions must be kept secret du ring the inq uest, during deliberations and
after the inq uest has be en completed. The secrecy of deliberations is crucial toa  fair
process and to prevent harassment of jurors on ce the inqu est is completed. Jurors are
not to speak to anyone else including the medi a, for the d uration of the inquest or to
discuss their deliberations after the inquest is completed.

Generally, access to exhibits is restricted to the parties participating in the inquest. At the
discretion of the coroner, and taking into consideration the privacy interests of the parties
involved, exhibits may b e available to the public and media for viewing during breaks.
However, c opying of e xhibits are only be permitted by the coroner  in certa in rare
circumstances.

When all the evidence has been heard, lawyer s or agents will usually address the jury.
These submissions will be a final opportunity to present t he jury with interpretations of
the evidence and to su ggest recommendations. Joint recommendations from all p arties
may also be considered. Counsel to the coroner will also pre sent closing submissions to
the jury including defining points of law.

Following the arguments and submissions of all parties, the presiding coroner will charge
the jury. The coroner will describe the jury’s responsib ilities and limitations and give
them instruction regarding the law as it applies to inquests.

Verdicts and Recommendations

The jury  will retire with all the exhibits to consider their verd ict and prepare
recommendations, if any. A jury verdict that assigns blame will not be accepted. The
jury must answer the five questions and they may make recommendation s.
Recommendations are not mandatory, but the y represent the voice of the communi ty
and should be considered in the prevention of similar deaths in the future.
Recommendations must be based on evidence heard during the inquest.

The jury is not seque stered while they re view the evidence and e xhibits. The y are
instructed not to listen to, or read, anything about the inquestin the m edia and not to
discuss their deliberations outside the jury room. When the jury return s to the court, the
verdict is re ad aloud and the inque st is then closed. The verdict and r ecommendations
are available to the public upon request from the Office of the Chief Coroner.

The verdict and recommendations, along with a brief explanation written by the presiding
coroner, are senttot he Chief Coroner for distribution to agencies, associa tions,
government ministries, or other identified orga nizations that may be i n a position to
implement the recommendations. Recipients are asked to evaluate their response to the
recommendations and are requested to submit their respo nse to the Office of the Chief
Coroner within one year of the inque st. Members of the public, including the media, may

19
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request a copy of responses to inquest recommendations by submitting a written request
to the Office of the Chief Coroner.

The Office of the Chief Coroner prepares an implementati  on report on the statu s of

implementation of reco mmendations from all inquests. | mplementation reports are
published in an annual report on inquests that is available to the public.

20
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Inquest Statistical Data

2008 Executive Summary

» 76 inquests were held in 2008
»4% of the inquests conducted were discretionary
»96% of the inquests conducted were mandatory:
0 71% custody
0 22% construction
0 3% mining
»28% of the inquests resulted in no recommendations
»423 recommendations were made in total
»75% of the organizations asked to respond, did respond
» 3 days was the average of each inquest

Of the recommendations:
»40% were implemented
» 6% would be implemented
»21% had alternate responses implemented
»24% would have alternate responses implemented
»18% were under consideration
»0.5% had unresolved issues
» 3% were rejected with no specific reason given
» 1% were rejected due to flaws
»0.5% were rejected due to lack of resources
»10% did not apply to the agency assigned
»12% no response received
» 1% of the responses received could not be evaluated

Of the deaths in 2008 for which an inquest was held:
»37% were natural
»43% were accidental
»9% were suicides
» 8% were homicides
» 3% were undetermined
»100% of the construction inquests and mining inquests were accidental deaths

21
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Summary of Inquests — Based on Inquest Type - 2008

2008 Annual Report

Type Total # % of Total # % of Avg # Avg % Total # Avg #

of Recs | Total of Total of Recs | Response | of Days | of Days
Recs | Inquests | Inquests per Rate* in in

Inquest Inquest | Inquest
Discretionary 26 6 3 4 9 67 15 5
Custody 274 65 54 71 5 100 176 3
Construction | g5 22 17 22 6 79 37 2
Mining 28 7 2 3 14 67 9 5
Total 423 100 76 100 9 78 237 4

3%

71%

Percentage of Inquests by Type - 2008

4%

22%

O Construction B Custody O Mining O Discretionary
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Expert Death Review Committees

The Office of the Chief Coroner o versees six expert dea th review committees. The
committees’ me mbership include s individuals represen ting a diversity of multi -
disciplinary fields, who provide ad vice and e xpertise for investigations and revi ews
conducted by the Office of the Chief Coroner. The committees include:

1)  Domestic Violence Death Review Committee

2) Maternal and Perinatal Death Review Committee
3) Geriatric and Long-Term Care Review Committee
4) Patient Safety Review Committee

5) Paediatric Death Review Committee

6) Deaths under Five Committee

The objectives of these committees are to:

Offer an opinion on cause and manner of death

Offer an opinion on the presence or absence of systemic issues, which may need
further follow-up by the Investigating, Regional or Chief Coroner

Offer expert opinion reg arding the n eed to refer to other ap propriate bodies for
further investigation and/or action

Stimulate educational activities through the recognition of systemic issues,
Promote research where appropriate

Undertake random or directed reviews when request by the Chair

Advise the Chief Coron er of cases that ma vy further public safety if examined
through inquest process

YV VYV

YVVY

The commi ttees offer specialize d knowledge and e xpertise in complex death
investigations within sp ecific subject matter areas. They utilize the services of
knowledgeable and experienced individuals r epresenting a variety of medical, social,
legal and a cademic disciplines. Th ey provide a thorough, comprehensive and diverse
review of the circumstances and facts surrou  nding the death(s) but, do not make
decisions regarding standards of care. They may identify issues relating to standards of
care and may recommend that the Chief Coroner consider a referral to a regulatory body
for further examination, if they deem it appropriate.

Members of expert death review committees receive modest compensation based upon
attendance at committee meetings and preparation of death  review reports.
Committees meet 3-10 times per year, depending on the v olume and urgency of cases
to be reviewed.

The Office of the Chie f Coroner has developed death in  vestigation procedures that
mandate expert death committee reviews for deaths in the following circumstances:

» All homicides that involve thed  eath of a  person, and/or his/her child(ren )

committed by the person’s partner or ex-partner from an intimate relationship, are
reviewed by the Domestic Violence Death Review Committee;
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» All deaths investigated by coroners involving children und er the age of five are
reviewed by the Deaths Under Five Committee;

» All deaths involving children who were receiving, or who had received, the
services of a Children’s Aid Society within 12 months of the death, are reviewed
by the Paediatric Death Review Committee;

» All homicid es occurr ing within lo ng-term care facilities are reviewed by the
Geriatric and Long-Term Care Review Committee;

» All women who die “du ring pregnancy and following pregnancy in circumstances
that could reasonably be attributed to pregnancy are reviewed by the Maternal
and Perinatal Death Review Committee.

The committees prepare reports that contain their findings on each case referred. In the
course of the investigation, the findings may be shared with other interested parties in an
effort to generate meaningful dialogue and systemic change, if appropriate. The findings
may also be shared with the family of deceased individua Is who are the subject of
reviews.

The committees also prepare their own annual reports. Copies may be obtained on
the Office of the Chief Coroner website at:
http://www.mcscs.jus.gov.on.ca/english/office_coroner/PublicationsandReports/Coroners
_pubs_reports.html

24


http://www.mcscs.jus.gov.on.ca/english/office_coroner/PublicationsandReports/Coroners_pubs_reports.html
http://www.mcscs.jus.gov.on.ca/english/office_coroner/PublicationsandReports/Coroners_pubs_reports.html

Office of the Chief Coroner 2008 Annual Report

Domestic Violence Death Review Committee

The Domes tic Violence Death Re view Co mmittee (DVDRC)isa multi-disciplinary
advisory ¢ ommittee o fexperts that was establishe din 2003 in response to
recommendations made from two major inquests into the d eaths of Arlene Mays/Randy
lles and Gillian and Ralph Hadley. The mandate of the DVDRC is to assist the Office of
the Chief Coroner with the investigation and  review of deaths inv  olving domestic
violence with a view to making recommendations aimed at preventing deaths in similar
circumstances and reducing domestic violence in general.

The DVDRC consist s of represent atives with expertise in domestic v iolence from law
enforcement, criminal ju stice system, health care and social services sectors and other
public safet y agencies and organizations. By conducting a thorough and detailed
examination and analysis of facts within each case, the DVDRC stri ves to deve lop a
comprehensive understanding of why domestic homicides occur and how they might be
prevented. Informatio n consider ed within this examin  ation includ es the history,
circumstances and cond uct of the abusers/perp etrators, the victims and their respective
families. Community a nd systemic respons es are examined to determine the primary
risk factor s and to ide ntify possible points of intervention that could assist wit  h the
prevention of similar deaths in the future.

Since its in ception, the DVDRC h as reviewed 77 cases t hat involved a total of 117
deaths. The following chart details the number of cases an d deaths reviewed since the
establishment of the DVDRC in 2003:

Year # of cases # of deaths
reviewed involved

2003 11 24
2004 9 11
2005 14 19
2006 13 21
2007 15 25
2008 15 17
Total 77 117
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The following chart analyzes common risk facto rs that may increase the risk of leth ality
in domestic violence incidents. Con sistent with past DVDRC reports, in 2008, the most
common ri sk factor involved wit h a domestic homicid e is an actual or pending
separation. Other prevalent risk factor s in clude: a history of domestic violence,
obsessive b ehaviours by the perpe trator (e.g. stalking), re ports of depression for the
perpetrator, and an escalation of violence. A risk factor coding form is completed for
each case reviewed by the DVDRC. The following chart identifies some of the statistical
highlights identified in the reviews for the respective years:

2008 2003-2008

Risk Factors n Percentage n Percentage
Actual or pending separation 13 87% 62 81%
History of domestic violence 14 93% 61 79%
Obsessive behaviour displayed 9 60% 48 62%
by perpetrator ? °
Perpetrator depressed in the
opinions of professionals (e.g., o 2
physician, counsellor) and/or € HU% 8 2L
non-professionals (e.g., family,
friends, etc)
Escalation of violence 8 53% 44 57%
Prior threats to kill victim 8 53% 39 51%
Prior t_hrea_ts_/attempts to 9 60% 37 48%
commit suicide
H|stpry of violence outside the 10 67% 34 449
family
Prior attempts to isolate victim 6 40% 33 43%
;g;;’;lm had intuitive sense of 7 47% 33 43%
Egecesswe alcohol and/or drug 7 47% 32 429,
Access to or possession of 4 27% 31 40%
firearms
antrol c.)f.r.nost or all of victim’s 5 33% 31 40%
daily activities
Perpetrator unemployed 5 33% 30 39%
An actual or perceived new - A
partner in victim’s life e AUz e o
Perpetrator failed to comply 0 0
with authority ! il 2 S
Prlo_r thre_atg with a weapon 4 279 25 329,
against victim
Perpetrator was abused and/or o o
withessed domestic violence 2 5 2 il
as a child
Perpetrator displayed sexual 5 33 24 319
jealousy ° °
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Maternal and Perinatal Death Review Committee

The purpose of the MPDRC is to assist the Office of the Chief Coroner in the
investigation, review and development of re commendations towards t he prevention of
future similar deaths relating to:  all maternal deaths fro m whate ver cause. This will
include all deaths during pregnancy and the post-natal period (which is considered to be
up to 42 days after delivery). Any deaths after 42 days and up to 365 days post delivery
will be revi ewed if the cause of deathis di rectly relate d to the p regnancy ora
complication of the pregnancy.

The committee will revi ew stillbirths and neonatal deaths where the family, coron er or
regional coroner have concerns ab out the care that the mother or child received. All
cases of maternal deaths, stillbirths or neonatal deaths where care was provided by a
midwife will be reviewed by the committee.

Summary of 2008 MPDRC case reviews:

Total number of cases reviewed: 30
Total number of deaths reviewed: 30
Total number of recommendations: 46
Number of maternal cases reviewed: 8
Number of recommendations from 3
maternal deaths:

Number of neonatal cases reviewed: 12
Number of recommendations from 24
neonatal deaths:

Number of stillborn cases reviewed: 10
Number of recommendations from 20
stillborn cases:
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Geriatric and Long-Term Care Review Committee

Originally formed in 1 989, the Geriatricand Long-Term Care = Review Co mmittee
(GLTCRC) conducts independent reviews of deaths occurring in the elderly and in both
acute care and long-term care facilities in Ontario. The purpose of the GLTCRC i s to
assist the Office of the Chief Coroner in the in vestigation, review and developmen t of
recommendations towards the prevention of future similar deaths relating to the
provision of services to elderly individual s and/ or individuals receiving geriatric and/or
long-term care within the province. All homicides occurring within long-term care facilities
are reviewed by the GLTCRC.

Reports and recommendations are distributed to health care agencies, family members,
other provincial, national and international jurisdictions, and to the public at large.

In 2008, the GLTCRC reviewed a total of 18 coroners’ cases that were referred to them
involving residents of long-term care facilities and the elderly. Upon reviewing the cases,
the committ ee generated a total of 46 recommendations aimed at  preventing f uture
similar deaths. These recommendations focused on issues and concerns relating to:

¢ Medical and Nursing Management
Communication and Documentation
Use of Drugs in the Elderly
Admissions, Discharge and Transfer Procedures
The Acute Care and  Long-Term Care Industry in Ontario,
including the Ministry of Health and Long -Term Care

Patient Safety Review Committee

The Patient Safety Review Co mmittee (PSRC) exa mines healthcar e-related deaths
where system-based adverse events or errors appear to play a major role.

For the purpose of this committee, adverse events are defined as unintended injuries or
complications that are caused by health care management, rather tha n by the patient's
underlying disease, a nd thatlead to death. Error is defined as a system design
characteristic that e ither permits adverse events to occur (latent error) or does n ot detect
deviations from the intended path of care (active error). System design would include not
only the design of th e care proces s, but also the ma nagement of acc ess to care; for
example, waiting lists.

The presence of adverse events or errors does not mean that an individual or organization
should be assigned bl ame or responsibility for an unintended outcome; indeed, as with all
aspects of the Office of the Chief Coroner, the PSRC cannot make findings of blame or
liability. Rather, the purpose oft he PSRC ist o identify adverse e vents and e rrors from
which there are lessons to be learned that might prevent a death in a similar circumstance
in the future, and to disseminate recommendations aimed at preventing such deaths.
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Aims and Objectives:

e To provide expert opinion ab out th e caus e and man ner of death in h ealth care-
related cases where systems-based adverse events or errors appear to be a major
factor,

o To assist coroners to improve the investigation of deaths within, or arising from, the
health c are system in which s ystems-based adverse e vents or e rrors a ppear to
have occurred,

e To p romote conti nuing edu cation fo r prof essionals in p atient sa fety th rough th e

identification of s ystemic issue s, g eneration o freco mmendations di rected to

appropriate agencies for action, co llaboration with p rofessional regulatory bodies
and the dis semination of an an nual report. Empha sis wi ll be plac ed on speedy
dissemination of information,

To provide expert evidence at inquests on request,

To facilitate or promote research, where appropriate,

To undertake random or directed reviews when requested by the Chairperson,

To help ide ntify the presence or ab sence of systemic issue s, problems, gaps, or

shortcomings of each casetof acilitate ap propriate recommenda tions for

prevention.

The Committee membership c onsists of res pected p ractitioners from various d isciplines
related to health ca re. The me mbership is balanced to reflect wi de and pract icable
geographical representation and representation from all levels of institutions, including both
community and a cademic cen tres, to the e xtent po ssible. The Ch airperson wil | be a
Deputy Chief Coroner or Regional Supervising Coroner or other person designated by the
Chief Coroner.

Other individuals will be invited to the Committee meetings, as nec essary, on a cas e by
case b asis (e.g. i nvestigating coro ner, Reg ional Su pervising Coron er, othe r sp ecialty
practitioner relevant to the facts of the case, etc.).

In 200 8, the Patient Safety Re view Co mmittee re viewed th ree cases and mad e seven
recommendations.
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The Paediatric Death Review Committee and
The Deaths Under Five Committee

The mandate of both committees is to assist in the investigation and to provide advice to
the Chief Coroner regarding the ca use and manner of death in paedia tric fatalities. In
addition, the medical and child welfare death reviews conducted by the Paediatric De ath
Review Committee (PDRC) may provide opp ortunities for recommen dations directed
toward the avoidance of death in similar circumstances in the future.

The committees track and report on the trends, risk factors, and patterns identified by the
reviews, in the interest of public safety and prevention.

Of paramou nt importance is that the public un derstand th at these review committees,
while identifying causes of death and systemic issues which may have been contributory
to deaths, a re prohibite d from taking on advocacy position s, developing guidelines, or
implementing programs for the prevention of death. When informed by the Chief Coroner
of identif ied trends, the se tasks should be properly undertaken by no n-governmental
agencies, ministries of government, representative organizations or advocacy groups.

In addition to a Deputy Chief Coroner and a Regional Supervising Coroner, the
committee membership includes r epresentatives from multiple disciplines, in  cluding
paediatricians, patholo gists, police , crown att orney’s office and ch ild welfare experts.
Other indivi duals with specific expertise and/o r case knowledge ma y be in vited to
Committee meetings on a case-by-case basis as the need arises at the discretion of the
Chair, and with advice from members of the Committee.

Case Reviews

The Deaths Under Five Committee (DUS5C) reviews all de aths of children under five
years of age investigated by a coroner in Ontario, assists in the classification of  cause
and manner of death, and may re fer the case for furthe r review to the PDRC, as
required. The DU5C meets approximately 6 times per year.

DU5SC 2008 statistics:

o 96 cases reviewed

e 40 of the 96 were classified as Undetermined

e 33 (75%) of the Undetermined cases involved unsafe sleeping environments

e 19 (58%) of these unsafe sleeping related cases involved bed-sharing
AgeOto 5yrs 2007

Manner of Death

Natural 39

Accident 17

Undetermined 40

Total 96
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The PDRC reviews medically complex deaths where the cause and/or manner of death
may be in question, orwheret here are concernsre garding medical care. The
Committee may also review selected cases where concerns are raised by family
members or caregivers. All cases where the deceased child’s family had an open file
with a Child ren’s Aid S ociety (CAS) atthe t ime of death, or within th e preceding 12
months, are reviewed, as per a Joint Directive b etween the Office of the Chief Coroner
and the Ministry of Children and Youth Services. The PDRC meets 1 0 times per year,
monthly from September to June.

PDRC statistics
In 2008, the PDRC reviewed a total of 138 cases and issues 82 reports.

Manner of Death CAS

Natural 30 2 27
Accident 1 1 11
Homicide 1 4 3
Suicide 0 14 1
Undetermined 8 21 3
Ongoing Investigation 11
Total Case Reviews: 40 42 56
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Regional Supervising Coroner’s Reviews

Regional Supervising Coroner’s Reviews have been conducted by the Office of the Chief
Coroner for a number of years as an alternative to an inque st where there appear to be
specific areas that ma y be the foc us of recommendation s, and in matters where the
medical issues may b e complex. Thisis especially tru e when issues identified are
confined to one hospital department. Historically, Regional Supervising Coroner’s
Reviews have been undertaken in hospitals, however; the process is a pplicable to other
institutions with potential of similar benefit.

The meeting format is more informal than an inquest. Hospital staff w  ho were directl y
involved in the care of the deceased, appropriate administrative staff, the chief (nursing
and physician) of the d epartment, the hospital chief of staff and others, who the hospital
deem to be appropriate, are invited to a meeti ng chaired by the Regi onal Supervising
Coroner.

These meetings allow t hose involved in providing care to comment on issues identified
during the initial part of the coroner’s investigation with respect to verifyi ng or clarifying
the events. Experience has demonstrated that the medical record, typically one of t he
primary sources of information to t he coroner, may not completely reflect all of  the
clinical events. The meetings allow opportunity for clarifica tion of the issues identified
and allow reflective learning through discussion. The goal is to generate
recommendations that are insigh tful, reason able, practical, and e nhance medica |
organizational effectiveness by those who patrticipated in the decedent’s care.

While the findings and recommen dations flowing from th ese reviews are not le gally
binding and are not disseminated publicly, the family of the deceased are informed of
any changes that may have resulted from the Regional Supervising Coroner’s Review
process. The Office of the Chief Co roner acknowledges the support of involved medical
institutions, service providers, pract itioners and other relevant institut ions/agencies for
their participation and preparedness towards affecting m eaningful change to en hance
public safety.

In the year 2008, there were 5 Regional Supervising Coroner Reviews. The following is
a synopsis of those reviews.

Case #1

A 64 year-old man was admitted to hospital with a gastrointestina | bleed fro m a
duodenal u Icer. He underwent surgery and subsequ ently died. The  coroner
investigating the case recommended a Region al Supervising Coroner’s Review after
having reviewed the medical re cord. The review determined that there was a delay of a
few hours between his diagnosis and surge ry. The Regional Sup ervising Coroner
recommended that the hospital conduct a quality of care review in accordance wit h the
Quality of Care Information Protection Act, 2004.
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Result: The hospital did condu ct a review and advised the Regional Super  vising
Coroner of the actions taken to prevent similar outcomes.

Case #2:

A 33 year-old man wa s apprehended by police after breaking throu gh a plate glass
window. He was taken to hospital under police guard for treatment of his injuries. While
in hospital, he was in restraints due to his erratic behaviour but some of those restr aints
were removed to allow for medical care. While still under g uard by police, he managed
to escape his remaining restraints a nd dove through a window falling a pproximately 20
feet. He s uffered severe head injuries and died as a result. As this death invol ved
police custody, an investigation by the Specia | Investigations Unit w as condu cted in
addition to a Regional Supervising Coroner’s Review.

Result: The Regional Supervising Coroner recommended that steps be take nto
improve communications between police and hospital staff so that security concerns can
be better balanced with patient care and, that th e hospital considered the designation of
“safe beds” for patients requiring security surveillance. The police service and hospital
reported that their organizations took steps to implement the recommendations.

Case #3:

A 78 year-old man suffered a f all at home and was transporte d to hospit al for
examination after reporting chest pain. This patient had a ¢ omplex medical history and
reportedly began suffering recent f alls at home. He und erwent examination an d was
subsequently released with pain medication a fter tests rev ealed minimal injury. L ater
that day, he suffered a collapse = and was taken backt o hospital where he died of
coronary insufficien cy due to rib fractures an d collectio n of blood in his chest. The
investigating coroner requested a r eview of this case by t he Geriatric and Long-Term
Care Death Review Committee of the Office of the Chief Coroner. The committee
determined that the hospital did not conduct a t horough enough assessment in relation
to the recent falls being experienced by the decedent. Suc h an assessment may have
led to a more comprehensive clinica | assessment and may have prevented the se cond
collapse. The committee recommended a Regional Supervising Coroner’s Review.

Result: The Regional Supervising Coroner recommen  ded that h ospital staff be
reminded of the necessity to obtain all relevant clinical information on elderly patients, as
well as, the need to perform comprehensive medical assessments t o determine the
cause of th e falls experienced by elderly patients, who p resent with chest pain. No
response was received from the hospital.

Case #4:

A 93 year-old female patient in a long-term care facility died of Congestive Heart Failure.
She had a complex me dical history and was n oted to be deteriorating in recent w eeks
and was b eing treate d with an umber of medications. The investigating coroner
observed that the medi cal notations were sparse, often ille gible and were inconsistent.
While this was not deemed to be contributory to the de ath, a request for a Regional
Supervising Coroner's Review was requested, in order to address th e importance of
notations.
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Result: The Regional Supervising Coroner made recommenda tions regar ding
acceptable record keeping practices. The recommendation s were impl emented by the
facility.

Case #5:

A 77 year-old woman was admitted to hospita | at the req uest of her family physician
following complaints of hip pain that radiated to her back. She was diagnosed wit h an
infection of the hip region and was treated  with antibiotic, anti-nause a and analgesic

preparations. She had been taking anticoagulant medication for a pre- existing medical
condition. She died several hours later having suffered a hemorrhage. The

investigating coroner reviewed the medical file and determined that an abnormal test
result was obtained in dicating a possible co mplication with the pr escribed tre atment
plan. A referral to the Patient Safety Death Review Committee of the Of fice of the Chief
Coroner was made. Th e committee reviewed that case and requested that a Regional
Supervising Coroner’s Review be conducted.

Result: The Re gional Supervising Coroner determined that there was
miscommunication between the laboratory and the clinical areas of the hospital resulting
in a breakdown of in ~ formation, whereby th e abnormal test result was not fully

appreciated in relation to the pre scribed trea tment. Re commendations were made

regarding information sharing between the laboratory and clinical areas, especially when
significant abnormal laboratory t ests are re ceived. The hospital implemented the

recommendations.
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Legal Briefs

The law affecting the work of coroners is generally derived from two primary sources:
1. legislative enactments, through the passage of new statutes or regulations; and
2. legal principles expressed by the courts thro  ugh decisio ns that inte rpret and
apply the legislation

In 2008, ju dicial de cisions contrib uted to the growing body of law involving coroners,
those who work with them in death investigation s, and their important p ublic
responsibilities. Three d ecisions, in particular, have added to the law concerning the
work of Ontario coroners.

Investigations and Inquests: The Civil Standard of Proof

F.H. v. McDougall, 2008 SCC 53
Heard: May 2, 2008; Decision released: October 2, 2008

The civil standard of proof, referred to as “proof on a balance of probabilities,” applie s to
the factual determinations to be made by coronersinco  ncluding a particular d eath
investigation. The same standard of proof applies to the findings made by coron ers’
juries at inquests. This is distinguished from the more exacting standard of “proof beyond
a reasonable doubt” that must be satisfied by the prosecution in a criminal case.

For many years, coroners and coroners’ juries had proceeded on the basis of ca se law
holding that for the purpose of ma king certain types of find ings (most notably, a finding
that a particular death was a suicide), a stand ard of proof that was more onerous than
the “balance of probabilities” standard, but still less exacting than the criminal standard,
had to be satisfied. This “intermediate” standar d of proof was referred to as a “high
degree of probability” to be satisfied by evidence described as “clear and cogent.”

In the E. H. v. McDougall decision, the Supre me Court of Canada sought to clarify th e
nature of the civil standard of proof. It held th at there is only one civil standard of proof,
namely: pro of on a bal ance of pro babilities; a nd thatiti s inappropria te to establ ish
different le vels of probability within that st andard depending upo n the natu re or
seriousness of the factual allegation under consideration. In all cases, evidence must be
scrutinized with care b y the trier of factin d etermining whether a particular e  vent
occurred. Evidence mu st always be sufficien tly clear, convincing and cogent to satisfy
the balance of probabilities test.

This decisio n has clarified the law  with respect to the civil standard o f proof. Int he
particular context of coroners’ investigations an d inquests, it is now clear that the same
standard of proof and at tention to th e relevant evidence is r equired in r elation to e ach
factual determination to be made.
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Jacko v. Ontario (Chief Coroner), [2008] O.J. No. 5376
Heard: November 27, 2008; Decision released: December 19, 2008

In this case, the Ontario Divisional Court commented upon the nature and significance of
the Chief Coroner’s decision in determining whether to order an inquest on discretionary
grounds. The Court re-affirmed the position, explained in a 2007 Divisional Court
decision, that in determining whether to hold an inquest, a coroner makes a decision in
the public interest. The coroner's duty istos  erve the pu blic interest; not any private
interest.

The Divisional Court we nt on to hold that while a family member of a d eceased person
has a right under the Coroners Act to request the holding of an inquest and to requ est a
review of a decision to refuse to hold an inquest, there is no rightto  have an inq uest
held. Accordingly, a ¢ oroner’s decision to refuse to hold an inquest, and a Chief
Coroner’s dismissal of a review of s uch a decision, do not involve a det ermination of a
family member’s rights.

The Court further held that a decision whether to hold an  inquest do es not involve a
determination of a person’s elig ibility for benefits. Recognizing that an inquest may be
perceived by famil y me mbers as beneficial, th e decision whether to hold one is not a
determination of eligibility for benefits.

Proper v. Ontario (Chief Coroner), [2008] O.J. No. 4922
Heard and determined: September 25, 2008; Reasons released: December 2, 2008

In this case, the Ontario Divisional Court had o ccasion to comment upon the nature and
degree of material that is to be produced by a coroner to the persons who have standing
at an in quest, in order to permit th ose parties an opportunity to fairly prepare for the
inquest. The coroner h ad provided to the parties copie s of an Inquest Brief, containing
witness stat ements and several reports. In addition, one party had p rovided to the
coroner a CD containing transcripts, from anoth er proceeding arising out of the de ath in
question, of the evidence of some 3 4 witnesses. This CD was returned to the party that
had provided it without being examined by the coroner. It was later determined by that
party that th e disclosure of the CD t o the coroner was una uthorized. Two other pa rties
asked the coroner to order production of the CD. The coroner refused. The Divisional
Court upheld the refusal |, ruling that there is no duty upon the coroner t o seek material
that is in th e posse ssion of anothe r party, nor a duty upo n that party to disclo se its
material to other parties.

In commenting upon th e coroner’s duty of procedural fairn ess to enab le persons with
standing to fully particip ate in the investigation of the death at the inquest, the Court
noted that what is required in order to achieve procedural fairnessd  epends upon the
particular context. Procedural fairness is thus not an absolute concept. The Court held
thatin order to maintain confiden ce in the in quest syste m, the procedure must be
reasonably efficient, expeditious and carried out in a timely manner. At the same time,
there is both a public and a private interest in disclo sure and transparency in ord er to
ensure the fullest investigation a  nd in order to enable the parties to participate.
Ultimately, the Court held that in th e context of a coroner’s inquest, pr ocedural fairness
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requires tha t all releva nt evidence in the cor oner’s possession be produced to the
parties.

In this particular case, the Court proceeded on the basis that all material in the coroner’s
possession had been produced to the partiers with standing. Thus, it was concluded that
there had been no breach of procedural fairness.

FORENSIC PATHOLOGY

On April 2 5,2007, the Govern ment of Ontario, und erthe Public Inquiries Act,
established the Inquiry into Paediatric Forensic Pathology in Ontario, in response to the
review of ca ses by the Office of the Chief Coroner involvi ng erroneous conclusio ns by
Dr. Charles Smith. The Honourable Ju stice Steph en Goudge was app  ointed
Commissioner of the pr oceeding which commenced on November 12, 2007, in Toronto
and concluded its public hearings on February 29, 2008.

The Commi ssion's mandate wast o conduct a systemic review and to assess the
policies, procedures, practices, accountability and oversight mechanisms, quality control
measures and institutional arrangements for pediatric fore nsic pathology in Ontario from
1981 to 2001, as they relate to its practice and use in investigatio ns and criminal
proceedings.

Commissioner Goudge delivered his report, which contain ed 169 reco mmendations to
the Attorney General in October 2008. The re commendations addressed the following
areas: roles/responsibilities, quality assurance, oversight/accountability, communications
and the reorganization /rebuilding of paediatric forensic  pathology in Ontario. The
Government of Ontario shortly thereafter respon ded with the introduction of Bill 115, An
Act to Amend the Coroners Act, inre sponse to ther ecommendations calling for
legislative change. This Act, after careful consideration, public hearings and legislative
debate was proclaimed on July 29, 2009, there by laying the groundwo rk for significant
improvement to the delivery of death investigation services in Ontario...
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Public Safety Alerts by the Chief Coroner

In keeping with the public safety mandate of the Office of the Chief Coroner, public
safety alerts are issued in situations that requir e immediate public atte ntion to pre vent
death and/or injury. In 2008, the Office of the Chief Coroner issued such an alert on the
use of the Liko Lift Model UNO102EE hoisting device.

In the spring of 2008, t wo deaths of elderly p atients at a Toronto area long-term care
facility were investigated by the Office of the Chief Coroner. It was su spected that the
deaths were the result of injuries sustained when the device failed when used in both
cases.

On May 13, 2008, the Office of the Chief Coroner issue d a province-wide news release
advising the public of the investigations and that the particular facility where these
deaths occurred took the device out of service until the investigations were complete.

In Nove mber 2008, the Office again issued a news release announcing that  the

investigations into the se two deaths had ¢ oncluded. An expert engine er was employe d
by the Office of the Chief Coroner to performa  diagnostic investigation on the device.

He was unable to deter mine the ca use of the f ailures, but was able to report that the
device was being used properly by the staff. T he public was advised of the make and
model of the device and it was recommended to all facilities that were using it to cease

usage until the manufacturer deter mines the cause of the failures an d can advise on

corrective measures.

The Office of the Chief Coroner contacted Heath Canada and the ma nufacturer with its
findings and recommendations.
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Cardiac Death

1

University of Ottawa Heart Institute Works with Office of the Chief Coroner
of Ontario to Ensure Potential Genetic Analysis of Unexplained Deaths
OTTAWA — July 29, 2008

The University of Ottawa Heart Institute (UOHI) working with the O ffice of the Chief
Coroner of Ontario has developed a standardized aut opsy protocol to investigate
unexplained sudden ca rdiac death in youth and safeguar d genetic material to help
identify surviving family members who might be at risk for the same condition.

Every year in Ontario, as many as 1 00 youths aged 18 and under die from no appa rent
cause that can be dete rmined by standard aut opsy. Amon g the ca ses was a sud den
cardiac death in February of a high -profile young hockey player from Windsor, O ntario
who collapsed while eating breakfast.

The new protocol entails cardia c¢ a utopsy guides specifica Ily aimed at assessing the
heart for a commonly o verlooked disease. Now in effect, t he protocol will bring cl ear
answers for grieving fa milies and possibly poi ntto an inherited but life-threate ning
genetic disorder that could affect su rviving family members. The protocol, which applie s
to deaths among peopl e aged two to 40, was |l ed by the Heart Institute working with the
Office of the Chief Coroner of Ont ario and involving the Children’s Ho spital of Ea stern
Ontario and the Hospital for Sick Children in Toronto wh ere autopsies on children are
generally performed.

The impact of the protocol in Ontario is expected to influence ot her jurisdict ions
throughout Canada. Currently, the Heart Institute rece  ives patholog y samples from
across the country for cardiac autopsy in unexplained sudden death.

The Ontario guide advises patholo gists for the first time on appropriate collectio n and
storage of samples for f uture genetic analysis b ecause of current knowledge that D NA
mutations may be the ¢ ause of sud den cardiac death. Research at the Heart Institute
has determined thata genetic mutation, which can only be found by DNA analysis,
causes a common form of irregular heart beat or arrhythmia.

"For family members, the possibility of having a definitive answer as to why a loved one
died is important. However, the impact of this protoco | will be much greater. | fthe
deceased is shown to have a previously unidentified ge  netic defect , this can have
implications for surviving fam ily members," said Dr. Micha el Gollob, Director, Inhe rited
Arrhythmia Clinic and Arrhythmia Research Laboratory, UOHI.

The protocol ensures p athologists perform tests related to a commonly  missed heart
condition, A rrhythmogenic Right Ventricula r Cardiomyopat hy (ARVC), which causes
electric signals that drive the heart's rhythmic beating to become irregular. ARVC can be
inherited. Treatments for arrhythmic disorders include medication or surgically implanted
defibrillators, which reactivate a stalled heart beat.

"Many conditions can be clearly see n by examining the left ventricle of the heart, which
is done rou tinely durin g autopsy. Since this is a disease predominantly of the right
ventricle, many pathologists may not examine this area an d would miss this possi bility.

1
University of Ottawa Heart Institute. (July 2008). Ontario Adopts Canada’s First Cardiac Autopsy Guide for Unexplained
Sudden Death. Retrieved May 31, 2011 from http://www.ottawaheart.ca/content_documents/News_July29_2008.pdf.
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We want to ensure this condit ion is not overlooked," said Dr. John  Veinot, car diac
pathologist at the Heart Institute.

"The Heart Institute made us aware of how we can further investigate unexplained cases
of sudden cardiac death so that so that families who might b e at risk as a consequence
of a genetic conditio n can be prope rly assessed. As part o f our public health mandate,
this is an i mportant step in identif ying and protecting fa milies at risk, said Dr. Andrew
McCallum, Chief Coroner of Ontario.

"Based on the lead from Ontario, the Canadian Heart Rhythm Society will examine this
issue and determine how we can influence jurisdictions across the country to follow suit.
Our key interest lies in improving ou r professional approach so that we can help pat ient
and their families," said Society President Dr. Martin Gardner, an Associate Dean i n the
Faculty of Medicine at Dalhousie University.

At the Heart Institute, Dr. Gollob is a lead ing national authority in genetics and
arrhythmia. Among his research fin dings is evidence suggesting Canadians at risk for
sudden cardiac death may be misdiagnosed an d are being treated for other symptoms.
His landmark studie s have led to a Heart Institute progr  am for mol ecular auto psy,
genetic screening and genetic counselling in support of families whose genetic makeup
will affect their future health.

About UOHI

The University of Ottawa Heart Institute is Canada’s largest and foremost cardiovascular
health centr e dedicated to underst anding, treating and pr eventing heart disea se. We
deliver high-tech care with a personal touch, sh ape the way cardiovascular medicine is
practiced, and revolutionize cardiac treatment a nd understanding. We build knowle dge
through research and translate discoveries into advanced care. We serve the | ocal,
national and international community, and are pioneering a new era in heart health . For
more information, visit

www.ottawaheart.ca
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Research

The Office of the Chief Coroner is active in rese arch, both within the org anization, other
ministries and with outside agencies, such as Statistics Canada, The Ontario Trauma
Registry, T oronto Public Health, Traffic Injury Research Foundation and many more
organizations, in the interest of advancing public safety in Ontario.

Statistics Canada

The Office of the Chief Coroner’s information database was used for a pilot project to
develop the mapping of standard coding of ca se files tran slated into t he international
coding system for colle cting medical dat a across Canada. Coroner/Medical Examiner

data positively contribute to injury prevention campaigns and policies.

Ministry of Transportation and The Traffic Injury Research Foundation

These two organization s use data from the Of fice of the Chief Coroner of all motor
vehicle accidents to pr omote public awar eness of drin king and driving and sea tbelt
usage.

Ontario Trauma Registry (OTR)

The Ontario Trauma Re gistry deals with all lea d trauma hospitals in Ontario to collect
medical data of injuries in conjunction with the Office of the Chief Coroner. Its purpose is
to provide trauma death data for the promotion of education and policie s in the medical
field.

Toronto Public Health

Toronto Public Health collects data of all dru g related d eaths in Toronto. This data,
tabulated since 1986, provides information on both legal and illi citdrugs use,
combinations used an d their associated dan gers. Drug-related dea thsarea key
indicator in multi-agency reports on drug use compiled by Toronto Public Health. The
data is used to facilitate early recognition, a better understanding of drug-use trends and
to share ideas concerning issues of local importance related to drug use. An example of
their work is the promotion of a needle exchange program to enhance public safety.
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Resources

Office of the Chief Coroner:
http://www.mcscs.jus.gov.on.ca/english/office_coroner/about_coroner/about_coron
er.html

Ministry of Community Safety and Correctional Services:
http://www.mcscs.jus.gov.on.ca/english/default.html

Service Ontario (Death and Birth Certificates):
http://www.serviceontario.ca

Coroners Act:
http://lwww.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_90c37_e.htm

Additional Information

For additional information or statistics, please contact:

Office of the Chief Coroner

26 Grenville Street

Toronto, Ontario

M7A 2G9

416-314-4000
WWW.0CCO.inquiries@ontario.ca
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