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HISTORY OF CORONER'S SERVICE

The office of the Coroner is one of the oldest institutions known to English law. The role of the
“coroner” in England has been noted in references dating back to the time of the Saxon King
Alfred in 925 A.D. However, the historical development of the office can be traced back to a time
near the Norman Conquest when the Coroner was to achieve an important role in the
administration of justice.

It is generally accepted that the office was not regularly instituted until the end of the 12"
century. One of the first detailed statutes concerning coroners was the Statute of Westminster of
1276. The title of the office has varied from “coronator” during the time of King John to
“crowner,” a term still used occasionally in Scotland.

One of the earliest functions of the Coroner was to enquire into sudden and unexpected deaths
where in some cases a fee was to be paid to the crown. The Coroner was charged with the
responsibility of establishing the facts surrounding a death, a duty that provides for the basis for
all coroner systems in use today.

The Coroners Act established the territorial jurisdiction of the Coroner. The duties of the
Coroner have been modified over the centuries; however the primary focus continues to be the
investigation of sudden and unexpected deaths. With the growth of industrialization in the 19"
century, social pressure demanded that the Coroner also serve a preventative function. This
remains an important element of the Coroner’s Service.

There are two death investigation systems in Canada: the Coroner system and the Medical
Examiner system. The Coroner system has four main roles to fulfill: investigative,
administrative, judicial and preventative. The Medical Examiner system involves medical and
administrative elements. The Coroner and the Medical Examiner both collect medical and
other evidence in order to determine the medical cause and manner of death. The Coroner
receives the information from a variety of sources. The Coroner examines the investigative
material, sorts out facts and comes to a judicial decision concerning the death of an individual.
The Coroner can also make recommendations that may prevent a similar death.

In the Northwest Territories, the Coroner's Service provides a multi-disciplinary approach to
the investigation of death by lay coroners appointed by the Minister of Justice. NWT coroners
are assisted by the Royal Canadian Mounted Police and a variety of other experts when
required.
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INTRODUCTION

The Coroner’s Service, organizations and administrative purposes, falls within the Department
of Justice. The Office of the Chief Coroner is located Yellowknife and oversees all death
investigations. Currently there are 39 coroners throughout the Northwest Territories. They
provide service in the communities and regions in which they reside.

In the Northwest Territories, all sudden unexpected deaths must be reported to a coroner. The
Coroners Service is responsible for the investigation of all reportable deaths in order to
determine the identity of the deceased and the facts concerning when, where, how and by
what means the deceased came to their death. The Coroner's Service is supported through
efforts by the Royal Canadian Mounted Police, Fire Marshall’s Office, Workers’ Compensation
Board, Transport Safety Board and various other agencies who work closely with the Coroner’s
Office.

The Chief Coroner Percy Kinney resigned as Chief Coroner effective October 1, 2007.

The Deputy Chief Coroner is Cathy Menard. Ms. Menard joined the Coroner's Service in
February of 1996. She has been with the Department of Justice for 24 years.

There are no staffed facilities in the Northwest Territories to perform autopsies. When an
autopsy is required, the body is transported to Edmonton for the procedure by the Chief
Medical Examiners Office. Following the post mortem, the remains are sent to Foster &
McGarvey Funeral Chapel, under contract for preparation and repatriation. Toxicology Services
are provided to the Coroner's Service by Dynacare Kasper Medical Laboratories in Edmonton
and on occasion by the Chief Medical Examiner’s Office in Alberta.
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MANNER OF DEATH

All Coroner Reports and Jury Verdicts determine the manner of each death. All deaths
investigated by the Coroners Service are classified in one of five distinct categories: Natural,
Accident, Suicide, Homicide or Undetermined.

NATURAL covers all deaths primarily resulting from a disease of the body and not resulting
from injuries or abnormal environmental factors.

ACCIDENTAL covers all accidental deaths including motor vehicle incidents where there is no
obvious intent to cause death. This classification includes any death resulting from an action or
actions by a person which results in the unintentional death to him/herself or any death to any
person that results from the intervention of a non-human agency.

SUICIDE refers to any death from a self inflicted injury where there is apparent intent to cause
death.

HOMICIDE includes any death resulting from injuries caused directly or indirectly by the actions
of another person (with the exception of unintentional motor vehicle accidents). Homicide is a
neutral term that does not imply fault or blame.

UNDETERMINED is any death which cannot be classified in any of the other categories. The
actual cause of death may or may not be known in these cases. An example of an
undetermined death would be a drug overdose where it is unclear if the victim intended to die.

Coroners are instructed to make every effort to classify a death in one of the other existing
categories before considering a classification of undetermined.

(UNCLASSIFIED is reserved for any case work that ultimately does not result in another
classification. It is primarily used for found remains which are analyzed and determined to be
non-human.)



