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EXECUTIVE SUMMARY 

In response to the 1055 of the brain and the dura in the case of R. v. Thomas Michel, the 

Attorney General for the Province of Newfoundland and Labrador ordered a review of aCME. 
The broad themes of the recommendations of that review concern the following: 

1. aCME and the various institutions of Health have different legislative mandates, and 

should operate as operationally separately as reasonably possible, even ifthey continue 

to share physical infrastructure. 

2. aCME's current professional staffing is inadequate. 

3. aCME's current facilities are inadequate. 

4. aCME should develop its own policies and procedures. 

5. aCME's record keeping and data management need to be improved. 

6. aCME's evidence management practices need to be improved. 

7. aCME's practices outside of St. John's need to be harmonized. 
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INTRODUCfION 

King Richard III invented medicolegal death investigation in the 11th century, partly as a rather 
cynical answer to the problem of an overstretched treasury. Over the centuries, his Keepers of 
the Pleas of the Crown have evolved: No longer tax collectors, Coroners the world over are 
primarily death investigators now. Medical examiners have replaced coroners in some 
jurisdictions, a trend that began in the United States in the late 19th century. Four Canadian 
provinces now have medical examiner systems of medicolegal death investigation. 

Medicolegal death investigation systems have important local differences in the way that they 
are administered and the way that they practice, but all are united in that they share a mandate 
to investigate deaths that are unexpected, unexplained or that occur by violence. Not all deaths 
are thus the subject of a medical examiner's investigation: deaths that occur that are clearly 
due to a natural disease process are generally certified by the last attending physician. 

The mainstay of the medical examiner's investigation is the autopsy, a procedure that may be 
performed by pathologists in hospital, or by forensic pathologists in some cases. The autopsy 
need not be applied to all deaths: if this level of scrutiny is not required, a medical examiner 
may opt to do an external examination only, or perhaps even an inspection of the medical 
record, if the issues of a given death are relatively specific and easily knowable on this basis. 
Postmortem radiography is emerging as an important tool for death investigators. 

Competent medicolegal death investigation is a cornerstone of any government's efforts at 
preserving public safety because we cannot prevent deaths that we do not understand. 
Suicides, deaths due to drunk driving, homicides due to domestic violence, sudden Infant 
deaths, and deaths due to drug intoxication - all of these are important threats to public 
health, all are potentially preventable, and all pass through the medical examiner service for a 
detailed investigation. The usefulness of the medical examiner service is therefore not limited 
to providing an autopsy in murder cases: The medical examiner service is ideally positioned to 
collect the data that would permit government to prevent many kinds of deaths. 

For an activity of its importance, one would expect that medicolegal death investigation would 
have its own set of standards, with a corresponding system of inspections and accreditations. 
This is not so. Canada has no standards that apply to medicolegal death investigation. The 
United States has two different sets of standards that can be applied to medicolegal death 
investigation agencies1, but both are voluntary. The question of whether a given medical 
examiner or coroner system in Canada is actually doing its job, when measured against its 
peers, is a difficult question to answer. 

1 The National Association of Medical Examiners (NAME) and the International Association of Coroners and 

Medical Examiners (IACME) are the non-profit organizations that administer voluntary accreditation standards. At 

this time, there are no Canadian death investigation systems that enjoy accreditation within either standard. 
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MANDATE AND AUTHORITY 

The Honourable Andrew Parsons, Minister of Justice and Attorney General for the Province of 

Newfoundland and Labrador retained Dr. Matthew J. Bowes and the Nova Scotia Medical 

Examiner Service (NSMES) to conduct a review of the affice of the Chief Medical Examiner 

(aCME). The terms of reference for the review are set out in Section 1.2 of the Memorandum 

of Understanding, a copy of which is appended to this report in Appendix A. The specific 

matters to be addressed in this report are: 

1. Whether physical infrastructure, equipment, information management system, and 

staffing levels of the aCME are appropriate for the provision of forensic and pathology 

services in the Province of Newfoundland and Labrador; 

2. Whether the aCME's policies and procedures, including those regarding the conduct of 

autopsies where a criminal offence is suspected, and the reporting of findings from 

autopsies, are within applicable National Standards for the conduct of forensic 

pathology; 

3. The circumstances surrounding the ioss of the brain and dura in the case of R. v. Thomas 

Michel; 

4. Whether the aCME's existing policies, protocols, shared resources and facilities with 

Eastern Health support the effective and efficient operations of the aCME; and 

5. Any other matter relevant to the aCME and the aCME's duties, as identified by NL and 

agreed to by the Chief Medical Examiner. 

The reader of this report may wish to take note of the fact that I was not mandated to perform 

a practice review of any individual pathologist, nor was I asked to assign blame in this matter. 
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METHODOLOGY 

With the agreement of the Department of Justice, Dr. Bowes received the help of Mr. Sean 

Margueratt, Ms. Eveline Gallant, and Ms. Erin Smith to complete this work. Mr. Margueratt is 

the Director of the NSMES, and Ms. Gallant is the Head of Investigations for the NSMES. Ms. 

Smith provided administrative and technical support. 

The Hon. Andrew Parsons and his team attended the Dr. William D. Finn Centre for Forensic 

Medicine in Halifax on October 11, 2016 to meet the review team. The review team chose to 

visit St. John's on November 1S and 16,2016. During this visit, all the members of the team 

attended Eastern Health for a tour of the existing morgue operation. The following people 

kindly made themselves available for an interview: 

1. Dr. Simon Avis, Chief Medical Examiner 

2. Dr. Nebojsa "Nash" Denic, Deputy Chief Medical Examiner 

3. Ms. Wendy Taylor, Office Manager 

4. Ms. Bonnie Moores, Secretary 

5. Mr. Daniel Reid, morgue attendant 

6. Inspector Dean Roberts, RNC 

7. Sergeant Tom Warren, RNC 

8. Inspector Paul Woodruff, RNC 

9. Sergeant Jim Smith, RNC 

10. Staff Sergeant Chris Fitzgerald, RCMP 

11. Sergeant Richard Marshall, RCMP 

12. Corporal Kelly Lee, RCMP 

13. Staff Sergeant Kent Osmond, RCMP 

14. Ms. Debbie Dunphy 

15. Mr. Andrew Green 

16. Ms. Heather Jacobs, Deputy Minister of Justice 

17. Ms. Frances Knickle 

18. Dr. Larry Alteen 

19. Dr. Oscar Howell 
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20. Ms. Jackie Lake-Kavanagh 

The team also spoke with the following individuals by telephone (their role and location are 

given in parentheses): 

1. Dr. Ahmed Shogan (pathologist, Gander) 

2. Dr. James Bowen (medical examiner, Norris Point) 

3. Dr. Mohammed Irfan (medical examiner, Port Saunders) 

4. Dr. Wain Lotter (medical examiner, Baie Vert) 

5. Dr. Mouhammad EI-Dean (pathologist, Cia renville) 

6. Dr. Peter Traum (pathologist, Cia renville) 

7. Dr. Raul Leon (pathologist, Grand Falls) 

8. Dr. Essandoh Dankwa (pathologist, St. Anthony) 

9. Dr. Fayez Ballouk (pathologist, Corner Brook) 

10. Dr. Todd Young (medical examiner, Springdale) 

11. Dr. Barry Gallagher (pathologist, Grand Falls and Gander) 

The team reviewed a number of documents in the course of the review. Some of the more 

important ones are listed here: 

1. The Fatalities Investigatians Act (SNl199S CHAPTER F-6.1) 

2. A selection ofthe most commonly used blank forms used in OCME (MEl, ME2, ME3, 

MES, ME6, ME7, ME8, a standard autopsy protocol, the Medical Examiner's Statement 

of Death, the Checklist for Autopsy Report, the Drugs of Abuse Urine Screen, the Receipt 

for Evidence or Property, the Drug Information Sheet, the Biochemistry Requisition, the 

Death Registration, the Sudden Unexplained Infant Death Investigation Report Form.) 

3. A package including; a policy titled "Policy on Disposal of Medical Examiner Wet Autopsy 

Tissue" authored by Dr. Simon Avis and dated February 1, 2016, a form titled 

"Authorization for disposal of wet tissue" OMCE form ME9, and an example of the 

disposal log book page. 

4. A document titled "Office of the Chief Medical Examiner Annual Report 2014-2015" and 

authored by Dr. Simon Avis. 

5. A document titled "Office of the Chief Medical Examiner Annual Report 2015-2016" and 

authored by Dr. Simon Avis. 
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6. A document titled "Office of the Chief Medical Examiner Activity Plan 2011-14" and 

authored by Dr. Simon Avis. 

7. A document titled "Office of the Chief Medical Examiner Activity Plan 2014-17" and 

authored by Dr. Simon Avis 

8. A document titled "Infrastructure Threat Risk Assessment Pathology Department Phase I 

Health Sciences Centre St. John's NL" authored by Mel Cake and Allison Collins and 

dated February 10, 2016. 

9. A document titled "Threat Risk Assessment Phase II Pathology Department 'Laboratory 

Services; Health Sciences Centre St. John's NL" authored by Mel Cake and dated June 

2016. 

10. A document titled "Turner Review and Investigation", authored by Dr. Peter Markestyn 

and David C. Day and dated September 2006. 

11. A document titled "Eastern Health Laboratory Security 41O-FSA-033", authored by Dr. 

Runjan Chetty and Corey Murray and dated June 29, 2015. 

12. A document titled "Eastern Health Specifications for Tender # 2015-3929 

Morgue/Autopsy Renovations Health Sciences Centre" dated September 15, 2015. 

13. Architectural drawings titled "Eastern Health Morgue/Autopsy Renovations Health 

Sciences Centre" dated May 25, 2015 

14. A number of closed case files, including case file 13 ME 4024 (the case file that pertains 

to R. v. Thomas Michel). These case files were randomly selected by OCME staff and 

included case files from investigations that occurred both in St. John's and outside of St. 

John's. 

15. An electronic file with case management software data abstract for the years 2009 to 

2016. 

16. Chapter 41.3 ofthe RCMP Operations Manual, titled "Human Deaths." 

17. Part 41.3 of the B Division Operational Manual, titled "Human Deaths." 

In all, we received excellent compliance from government during this review. Documents were 

shared promptly, and the individuals who were asked to contribute to this review were 

forthcoming in their remarks. Most people we spoke with were eager to share their vision for a 

better service. 

In the body of this report, we have chosen to describe the OCME in categories, and to make 

recommendations in the body of the text where they appeared to be most relevant. The 

consolidated recommendations are recapitulated in Appendix B. 
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aCME: CURRENT STATE, ANALYSIS, AND RECOMMENDATIONS 

Part 1: Legislative considerations 

Current State 

The legislation that describes the authority and responsibilities of aCME is the Fatalities 
Investigations Act. The part of the Act that describes the kinds of deaths that are investigated 

by aCME (sections 5 - 8) is broadly concordant with other Canadian jurisdictions2• The section 

that describes the credentials and training of the Chief Medical Examiner (section 3) is also 

concordant with the Canadian experience. We note that the Act does not require a medical 

examiner to be a permanent resident of the province, which could permit another Canadian 

forensic pathologist to give aCME locum support during vacation periods. 

We note that section 3(4)(c) of the Act describes the appointment of medical examiner's 

investigators, and that section 11 of the Act describes the duties of those investigators. The fact 

that these mechanisms are already in place has Important implications for some of the 

recommendations we make later in this report. Section 11(2) of the Act states that every police 

officer in Newfoundland and Labrador is a medical examiner's investigator. 

A relatively unique and positive feature of the Act is that it provides for a child death review 

committee (see sections 13.1-13.6). Child death review committees are an increasingly 

common feature of medicolegal death investigation systems across North America, and are 

thought to improve the lives of children for various reasons.3 

Section 15 of the Act allows the medical examiner to authorize the donation of tissues and 

organs, a positive feature of this Act and a common component of similar laws across Canada. 

We note that section 21 of the Act provides for a cremation approval process. While not 

universal in Canada, this is a positive feature of the Act, and ought to be retained. 

Analysis 

It is to be acknowledged that none of the members of our team are lawyers. The Fatalities 

Investigations Act appears to be broadly similar to legislation in other Canadian jurisdictions 

with similar death investigation systems. 

2 For the reader's convenience, the relevant sections of the comparable legislation in the other medical examiner 

provinces is given in Appendix C. 

3 Ornstein, A., Bowes, M ., Shouldice, M., Vanchar, N. l., & Canadian Paediatric Society. (2013). Position 

statement:The importance of child and youth death review. Paediatrics and Child Health, 18, 425·428. Available 

from cps.ca/en/documents/position/importance·of·child·and·youth·death·review 
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Recommendations 

1. We recommend that government avail itself of a legal opinion with respect to whether 

the other recommendations in this report require legislative change. 

2. We recommend that provisions of the Act that enable organ and tissue donation be 
retained. 

3. We recommend that provisions of the Act that require cremation approval be retained. 

4. We recommend that provisions of the Act that enable child death review be retained. 

Part 2: Facilities 

Current State 

The aCME does not have a stand-alone facility in which to base its operations. This is not 

unusual in the Canadian experience4, especially in the context of a relatively smaller 

jurisdiction. 

In 2015, Eastern Health invited interested vendors to bid on renovations to the mortuary. An 

infrastructure threat risk assessment was conducted on this space in February of 2016 (Phase I) 

and in June of 2016 (Phase II). The renovation work was ongoing when the review team visited 

St. John's in November of 2016, such that the forensic autopsies were being performed in the 

clinical autopsy room. Our team viewed a number of architectural documents and drawings 

relevant to the renovation plan. 

The aCME leases 1003 square feet of laboratory space from Eastern Health in St. John's. The 

lease is for $18 054 per annum, payable in monthly installments of $1504.50. The lease was 

signed in 2008 for a five-year term and was renewed in 2013. The windowless space is located 

along a busy corridor in the basement of the hospital. It Includes the following rooms: 

1. A front reception area that includes a desk for the secretary. 

2. An office for the office manager. 

3. An office for the Chief Medical Examiner. 

4. A storage room. 

4 As of the time of the writing of this report, Alberta, Ontario, Quebec and Nova Scotia were the only provinces 
where the mortuary services of the provincial medicolegal death investigation agency were at least partly housed 
in a dedicated space. All others collaborate with hospitals to provide this service. 
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5. At some distance down the hallway, the aCME space includes a meeting room and an 

additional office. 

6. A dedicated forensic autopsy suite that (at the time of the site visit) was being 

renovated. 

7. A second autopsy suite is present in the same general vicinity. At the time of the site 

visit, this suite was being shared by aCME and the hospital. 

8. A small storage room for tissue. The aCME tissue is locked behind a chain link fence. 

9. A lockable mortuary freezer. 

10. A mortuary refrigerator with a capacity of roughly 15 bodies, shared with the hospital. 

aCME bodies are locked in metal coffins. 

The facilities situation outside St. John's is variable. Medicolegal autopsies that occur outside St. 

John's happen in hospital morgues, as one might expect. The review team interviewed a wide 

selection of pathologists doing medical examiner cases working outside St. John's, and they 

expressed variable satisfaction with their facilities. Most described deficiencies that are mostly 

minor and easily remedied, although the poor quality of the ventilation in these facilities was a 

common concern. The pathologists largely have the tools needed to do their job, but many did 

not have access to a camera. Access to laboratory services was not an issue: all the pathologists 

we spoke with were satisfied with their access to things like histology, toxicology, and 

microbiology. 

A truly comprehensive and in-person inspection of all of these facilities would have served no 

useful purpose, and is in any case the issue of facilities outside St. John's is considered in the 

recommendations section. 

Analysis 

The position of the aCME office suite along a busy corridor in the basement of the hospital 

presents a confidentiality concern. This concern was shared with many of the people we 

interviewed. The secretary is frequently on the telephone with investigators and grieving family 

members, and her desk is positioned near the hallway, such that confidential information could 

be overheard by passersby. 

The premises occupied by aCME do not have a security system, and was without camera 

coverage as recently as the spring of 2016. Visitors to aCME previously enjoyed unfettered 

access to the facility. From time to time, any medicolegal morgue may encounter various kinds 

of hazardous or illegal substances, and holds evidence that may be critical to court proceedings, 

all of which were at risk of theft or tampering. The shortcomings of aCME security have been 

previously described in a threat assessment, so we will not belabor the point here., but we note 
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that many ofthe recommendations in this report that were labelled "immediate" have still not 

been acted upon. 

The office space is too small to accommodate the reasonable current demands of aCME, and 

will certainly be insufficient to accommodate any additional full-time equivalent positions that 

are assigned to aCME in response to this report. Boxes offiles, office supplies, journals and 

books are stored in every available space such that the people who work there encounter 

difficulty just moving through the space. The meeting room, which is used by Dr. Avis to meet 

with grieving families, appears to be more of a storage space than a board room. ane might 

propose that the files be moved off-site, but easy access to investigative files is an operational 

necessity of medicolegal death investigation. A digital database of some kind would certainly 

help aCME achieve a better result here. 

The mortuary operations were in a state of flux at the time of the site visit. The forensic 

mortuary was under renovation, but the team could view the room through a window. Even 

acknowledging the limitations of this kind of inspection, the room appears to be too small to 

reasonably accommodate aCME's routine work. There is very little storage space in this room, 

and there are very few surfaces upon which to write notes or keep any of the small items that a 

forensic autopsy requires. This is especially noteworthy given the nature of aCME's work: the 

forensic autopsy is routinely attended by up to three police officers, as well as the pathologist 

and his or her assistant. We gather that the design of the new forensic mortuary space did not 

benefit from a great deal of input from Dr. Avis and his team, and so this regrettable outcome is 

not surprising. 

We note that unidentified or decomposed bodies are occasionally kept in a frozen state in the 

mortuary freezer. At the time of the site visit, the door of this freezer did not shut properly and 

the lock did not work. The use of a mortuary freezer to preserve bodies is acceptable practice, 

but this infrastructure should be maintained to some reasonable standard. 

The tissue storage space that aCME has access to consists of one-half of a small room, 

separated by a chain link fence. The forensic tissue itself is stored in white plastic containers 

identical to the ones used by the hospital. We acknowledge that the numbering systems are 

different, but the proximity of the two types of tissue is worrisome. The installation of a chain 

link fence (and some related changes to the procedures of the office) is a welcome change from 

the previous system, but does not go far enough in offering a guarantee that the two types of 

tissue will not be mixed together, and importantly, does not meet the recommendations of 

Eastern Health's own consultants who said "Autopsy and Forensic Specimens should be stored 

separately, each having their own dedicated storage area with controlled access. The current 

renovation plan should be changed to facilitate this." 
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aur team made some general inquiries as to the possibility that more space could be found in 

Eastern Health for aCME. We were told that more space for aCME within Eastern Health could 

not be procured, at least not in the near vicinity of the mortuary space. 

The facilities outside St. John's are of variable quality, but all appear to meet the basic 
requirements of a mortuary service. Minor deficiencies were common (for example, some 
facilities did not have a scale to weigh the body), and listing them here would serve no purpose. 
The more important lesson to be learned from our survey is that there is no uniform standard 
with respect to the kind of mortuary facility that is acceptable to aCME. 

Recommendations 

1. We recommend that ongoing efforts based on previous recommendations regarding the 

security of the aCME offices and mortuary should be brought to a rapid completion. 

2. We recommend that confidential conversations with police and grieving families be held 

behind dosed doors wherever possible. 

3. The current solution to the tissue storage problem is not definitive. In our opinion, the 

two streams of tissue need to be completely physically separated to adequately mitigate 

the risk of comingling these two types of tissue. ather recommendation regarding a new 

facility will meet this requirement, but in the meantime, we recommend that forensic 

tissue should not be held in the same room as the hospital tissue. 

4. We recommend that storage space for files and other office materials should be found 

near the current facility. 

5. Where the current space occupied by aCME is inadequate, where many of the risks of 

the current facility cannot be effectively mitigated, and where other recommendations 

in this report may fundamentally change the staffing and organization of aCME, we 

recommend that new premises for aCME should be found. There are several options 

open to government: 

a. An independent, purpose-built facility, along the lines of comparable forensic 

science centres in Halifax, Edmonton, Calgary and Toronto. 

b. A renovated facility within an existing building, such as a hospital or another 

laboratory centre, perhaps on the Memorial University campus. 

c. Leased office space in a building off the Eastern Health campus, with existing 

office space in Eastern Health thus made available for an expansion of the 

mortuary. It is to be acknowledged that this solution places a burden on aCME 

staff who have both administrative and mortuary duties, and may not be 

practical. 
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d. We wish to make clear that we do not view the status qua as an option. 

6. With respect to mortuary facilities operating outside of St. John's, we recommend that 
aCME collaborate with the various hospitals and health authorities to describe a 

common standard for these facilities, with specific reference to: 

a. The quality of ventilation. 

b. The need for a body scale. 

c. A common approach to data systems and information management. 

d. A common approach to the management and inventory of personal effects and 
other evidence. 

e. A common approach to the storage and disposal of tissue that mirrors that of 
the St. John's site. 

f. A minimum acceptable list of equipment. 

7. We recommend that cameras should be supplied to all morgues where aCME autopsies 
are being performed. 

8. With respect to mortuary facilities operating outside of St. John's, we recommend that 

aCME institute a system of inspection to monitor the standards set out above. This 
need not be onerous: A self-inspection with a checklist would probably suffice here. 

Part 3: Administrative support and staffing 

Current State 

Any discussion of staffing must start with a discussion of workload. The total volume of work 

done by aCME in 2014 is described in the annual activity report for 2015-2016. This report 

states that aCME received 524 reportable deaths in 2014, of which 276 originated on the 

Avalon Peninsula. af the 524, a total of 366 received some kind of postmortem examination, 

189 of which were autopsies. 

A comparison of Nova Scotia and Newfoundland for 2014 would look like this: 

Category NL NS 

Cases 524 1076 

Cases with exam 366 792 

Cases with autopsy 189 780 
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Notes: 

1. Cases include all referred deaths that are investigated by the Medical Examiner. 

2. Cases with exam include all cases that receive some examination of the body (i.e.: external exam) and 

could include an autopsy. 

3. Cases with autopsy include all cases where an autopsy was performed. 

The population of Newfoundland was 526 900 in 2014. This means that the calculated autopsy 

rate per population was roughly 0.36/1000 population per year, a rate that is below other 

jurisdictions, at least in one recent studyS. For the sake of comparison, Nova Scotia's autopsy 

rate for 2014 was 0.83/1000 population per year. 

The workload that is reported for the rural pathologists is not excessive: most of the 

pathologists whom we interviewed reported that they were performing no more than 30 cases 

per year, and most of them fewer than this. A more detailed account of medical examiner 

workload is presented in Appendix 0 in tabular form. Of note, slightly more than half of all the 

medical examiners managed three or fewer cases for the period from 2009 through the first 

quarter of 2016. More importantly, the cases that were assigned for autopsy in rural areas were 

carefully selected. All of the pathologists we spoke with expressed the idea that, if they were 

the least uncomfortable with a case, that it could be sent to St. John's with no argument. 

The current staff complement of aCME is easily described: it consists of Dr. Simon Avis and two 

administrative staff. This core group is assisted by Dr. Nash Denic, a forensic pathologist at 

Eastern Health and Mr. Daniel Reid, an autopsy technician employed by the Pathology 

Department of Eastern Health. Medicolegal death investigation in areas outside of St. John's 

occurs either as a function of local medical examiners or through collaboration with local law 

enforcement. This latter function is enabled by Section 11 of the Act. Pathologists working at 

hospitals across the province perform autopsies as needed. 

Dr. Simon Avis is a senior forensic pathologist who also serves as Professor and Head of the 

Department of Pathology at Eastern Health and of Memorial University. His credentials 

certainly fulfill the legislative requirements of the role of Chief Medical Examiner. He is well

regarded nationally and locally, and is a former Chair of the Forensic Pathology Specialty 

Committee of the Royal College of Physicians and Surgeons of Canada. 

Dr. Avis' current duties encompass the entire operation of aCME: he is on call every day unless 

he can arrange coverage by Dr. Denic, and remarkably, he is the first point of contact for all or 

nearly all deaths that occur while he is on-call. This is a highly unusual feature of a medical 

examiner system: most other jurisdictions maintain a network of investigators to assist the 

' See Gill JR and the National Association of Medical Examiners Ad Hoc State Medical Examiner Committee. State 

Medical Examiner Systems, 2013: Staffing, Autopsies, Strengths, Limitations, and Needs. Acad Forensic Potho/2014 

4(1): 24-31. 
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medical examiner in his or her duties. This practice has resulted in a very heavy and completely 

unsustainable workload for Dr. Avis. 

Dr. Avis is close to the end of his career: we have not received any privileged information about 

his career plans, but it would be logical for a person at his stage of life to consider retirement. 

To date, there has been no succession planning with respect to this important role. 

Dr. Nash Denic is a senior forensic pathologist whose involvement in OCME was in question at 

the time of the writing of this report. He had fulfilled the role of Deputy Chief, but at this time, 

Dr. Denic appears to be actively seeking to diminish his role within OCME. This is not meant as a 

criticism of Dr. Denic: he is entitled to make career choices that suit him. The coming months 

may provide some clarity with respect to his role in OCME. 

Ms. Wendy Taylor is the office manager and Ms. Bonnie Moores is the secretary for OCME. 

Both have been with the OCME for some time, and are dedicated employees who regularly put 

in extra time and effort to help OCME meet its mandate. Both devote substantial amounts of 

time to do work that we would view as investigative, rather than administrative or clerical. In 

particular, the gathering of investigative information is an activity that may be done by these 

two acting on Dr. Avis' behalf. 

Mr. Daniel Reid is an autopsy technician who is employed by Eastern Health, not OCME. He is 

the only autopsy technician, and is also close to retirement. To date, there has been no 

succession planning with respect to this important role. 

A list of pathologists and medical examiners was provided to the review team. At this time, 

there are pathologists in St. John's, Carbonear, Cia renville, Gander, Grand Falls, Corner Brook, 

and St. Anthony, and there are medical examiners in St. John's, Carbonear, Springdale, La Scie, 

Corner Brook, Norris Point, Port au Choix, and St. Anthony. Some pathologists are also medical 

examiners. The training that these doctors have received to perform their roles consists largely 

of that which they obtained prior to their involvement with their current practice: the 

pathologists have all had medicolegal training during their residency, and one medical examiner 

has had the benefit of coronia I training undertaken in Ontario. None of these doctors could 

remember recent training administered by OCME, although there was mention of a training 

session that occurred sometime in 2003. Many of these doctors were unsure of their area of 

coverage, and some other details of their medicolegal practice. 

Our team heard repeatedly that one of the most important factors in the provision of autopsy 

services outside of St. John's was the presence of a trained autopsy technician (sometimes 

referred to as dieners): remarkably, pathologists are easier to find in some parts of rural 

Newfoundland and Labrador than dieners, and it is this factor that frequently dictates whether 

autopsies are provided at a given location. Our team heard that pathologists were occasionally 

required by practical necessity to perform work normally assigned to dieners (i.e., moving 

bodies and cleaning.) 
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Compiling a list of members of law enforcement agencies who have worked with aCME would 

fulfill no useful purpose. All members of law enforcement agencies are medical examiners' 

investigators by their office under the Act. The members of law enforcement agencies spoke 

positively about the relationship between aCME and their agencies, but our team heard 

repeatedly that the approach to death investigation would benefit from common protocols and 

more training opportunities. 

Analysis 

Dr. Avis and the other members of the aCME team are to be commended for their dedication, 

but the current professional and administrative workload is not sustainable. 

Dr. Avis is a very senior forensic pathologist who does not have many years left in his career, 

and there is not a great surplus of forensic pathologists in Canada. These two facts taken 

together leave the province vulnerable to a sudden and prolonged disruption in this critical 

service. The status of Dr. Denic within the office is not yet determined, making this obvious line 

of succession (from Deputy Chief to Chief) open to doubt. 

In our opinion, the total volume of pathology work to be done in St. John's merits two full-time 

forensic pathologists, when the current and future administrative and training burden of the 

affice is considered, and when we consider that aCME's autopsy rate is currently relatively low. 

The fact that aCME's autopsy rate is below that of other jurisdictions may be due to a relative 

shortage of professional time, and so we might expect it to increase when aCME is adequately 

staffed. 

The possibility exists that, after aCME's workload finds an equilibrium, the clinical autopsy work 

currently done by Eastern Health's clinical pathologists might be assigned to aCME. The reader 

of this report might propose that this suggestion is against the spirit of some other 

recommendations with respect to the separation of Eastern Health and aCME, but we believe 

that dedicated aCME mortuary staff (i.e. employees of the aCME), well-written policies and 

procedures, and a well-designed mortuary could make this idea practical. 

The issue of succession planning is one of the most important and difficult issues that is faced 

by small medicolegal offices, and aCME is not unique in that regard. Unfortunately, the positon 

of Chief Medical Examiner as it is currently conceived would be a difficult one to recruit to, 

given the current state of aCME and the fact that the Chief Medical Examiner is often the first 

point of contact for new deaths. 

The current complement of two administrative positions is inadequate for the current needs of 

the office, and will certainly not be adequate to meet some of the other recommendations in 

this report. The two people in these positions have given tremendous service to the province, 

but the adequacy of this service should not rest on a foundation of extraordinary effort, 

however creditworthy. 
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The absence of medical examiners' investigators in aCME is its most unusual feature. All three 

of Canada's other medical examiner systems depend upon medical examiners' investigators to 

liaise with police at death scenes, gather information from families, obtain medical records, 

attend scenes with police, and maintain the quality of investigative files. In aCME's current 

state, this kind of work is now done by Dr. Avis himself, his administrative staff, or not at all. 

This speaks to a clear need for medical examiner's investigators, in line with all three of 

Canada's other medical examiner systems. 

The fact that some work is poorly documented or documented in a way that is not amenable to 

easy analysis is probably a function of an antiquated records system. It has been our anecdotal 

experience that the no-cases and cremation approvals can consume a non-trivial amount of 

staff time. It is thus necessary to record this work in a way that permits staffing needs to be 

calculated accurately. It must also be acknowledged that the decision to decline jurisdiction 

may be important in some cases, and stronger documentation would permit a review of this 

decision. 

The role of the rural non-pathologist medical examiner is variable across the province, but has 

certainly diminished over time. Our team heard repeatedly that the rural medical examiners 

have not been replaced as they have retired, and we heard that recruiting to this role is and 

would continue to be difficult. The current situation is that all important decisions about case 

management are made in St. John's, and most ofthese by Dr. Avis himself. Rural medical 

examiners do not attend death scenes as a rule, do not have a large case load, and do not 

appear to add much value to the process, except for the important function of performing 

autopsies. Some police routinely bypass the local medical examiner and contact Dr. Avis 

directly. In fairness to the local medical examiners, they are already overburdened with clinical 

work, do not appear to have had training in this role, and the compensation (and thus, the 

incentive to be engaged and improve their practice) has not changed in recent memory and Is 

woefully inadequate. Autopsy compensation is well below other jurisdictions. Opportunities to 

engage in continuing medical education are nonexistent, even for Dr. Avis. 

In our interviews with law enforcement, it became clear that the relationship between this 

network of medical examiners and pathologists, and police doing death investigations was 

always cordial but variable in its scope across the province. Some of the medical examiners 

appear to be engaged with this work, and others less so. Some members of law enforcement 

agencies expressed concerns about the value that medical examiners brought to the 

investigative process in the field, a concern that was shared by some medical examiners. 

Recommendations 

1. We recommend that aCME document its work in a way that is searchable and amenable 

to statistical analysis, including the no-cases and the cremation approvals. 
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2. We recommend that OCME create and fill two permanent, full-time forensic pathology 

positions (Chief and Deputy Chief Medical Examiner). Obviously, Dr. Avis occupies one of 
these currently. 

3. Where a Deputy Chief position is not filled now, we recommend that the recruitment of 

a Deputy Chief Medical Examiner occur without delay. 

4. We recommend that OCME perform an assessment of its professional workload in three 

years, with the aim of assessing the possibility that OCME might be able to take over the 
clinical autopsy service. 

5. We recommend that OCME collaborate with Eastern Health in formulating a succession 

plan to respond to the impending retirement of Mr. Daniel Reid, the morgue attendant. 

6. We recommend that OCME create and fill three permanent, full-time medical 
examiners' investigator positions. This need not take the form of three individuals: 

OCME may find that there is a strategic advantage to splitting one or more of these 
positons into two, half-time positions. 

7. Where the need for investigative support is relatively urgent, we recommend that the 

government seek an immediate but temporary solution. This could include seconding 

law enforcement members to OCME, or it could involve collaborating with another 

medical examiner service to provide temporary support. 

8. We recommend that OCME perform an assessment of its investigator workload in three 

years, with the aim of assessing the need for a fourth investigator. 

9. The current complement of administrative staff may see a change in their workload with 

the hiring of the investigators, but the magnitude of that change is difficult to predict. 

We recommend that no immediate action is taken with respect to their number. 

However, we recommend that their workload be re-assessed after the investigators are 
hired, with the aim of assessing the need for additional administrative support. 

10. With respect to the rural medical examiner, government has three options: 

a. Eliminate the network of medical examiners and pathologists entirely. This 
option is probably not practical, given the cost of body transport. 

b. Where the non-pathologist medical examiner has been practically eliminated 

anyway by attrition, eliminate the non-pathologist medical examiner entirely. 

Retain the network of hospital pathologists, so that transport costs are 

minimized. This is the option that we recommend. 

c. Maintain and expand the number and the role of the rural medical examiner, but 

institute a training program that encompasses maintenance of competence and 
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an ongoing system of quality assurance. We do not view this as practically 

possible, or affordable if it is possible. 

d. If the presence of medical professionals In the field outside of St. John's is too 

important to eliminate, any of the above models could be supplemented with 

community-based rural nurse investigators. We recommend that government 

consider doing 50 in labrador. 

11. We recommend that, whatever model government chooses, medical examiners and 

pathologists working for aCME have access to ongoing continuing medical education 

that is relevant to medicolegal practice. I would normally expect that this education 

would be delivered by the Chief and Deputy Chief Medical Examiner. 

12. We recommend that the Chief Medical Examiner and Deputy Chief Medical Examiner be 

given the opportunity and the funding to engage in professional development activities. 

13. We recommend that government revisit the fee schedule for rural medical examiners 

and pathologists, with the aim of bringing compensation rates in line with Canadian 

norms. 

14. With respect to autopsy technicians in hospitals outside of St. John's, we recommend 

that these hospitals invest in autopsy technician training amongst existing technical staff 

so that the network of rural pathologists is more reliable. 

Part 4: Records 

Current State 

A review of aCME charts was undertaken by the team, and we found aCME's flies are almost 

entirely composed of paper. A typical file is a cardboard folder containing loose sheets of paper. 

Although Dr. Avis and his staff use spreadsheet software to track cases and to perform 

statistical analyses, aCME does not have a digital case management system. 

A typical aCME investigative file may contain the following elements: 

1. The final report (the MEl form.) 

2. The final autopsy report, which typically includes a list of findings, the toxicology results, 

a list of clothing and personal effects, a reference to photographs, a reference to medical 

records, a description of the external and internal examinations, and a description of the 

histology. 

3. Autopsy rough notes. 

4. The histology block legend. 
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S. The toxicology report (if any; not all cases require toxicology.) 

6. Scene information provided by police. 

7. Witness statements. 

8. Receipts for evidence or property. 

9. Any e-mails from police regarding the investigation. 

10. The death certificate. 

11. Supplementary occurrence reports. 

12. General reports. 

13. Photographs of the body. 

14. Photographs of the scene. 

15. Medical records, including x-ray reports, although not all files contain medical records. 

16. Relevant e-mails of other types. 

17. Facsimile cover sheets and other miscellaneous items of an administrative nature. 

18. 'Post-it' -style notes, and other slips of paper. 

19. Occasionally, we observed a scientific paper relevant to the case. 

Interaction with families and other interested parties must occur, but this interaction is not 
well-documented. The files we viewed do not have a control sheet or similar way of tracking 
the completeness of a file. It was not always clear if the family or next of kin received a copy of 
the final report, although Dr. Avis has pointed out that this mayor may not occur in all cases. 

We note that 'white-out' is used on occasion by administrative staff. Some of the sheets of 
paper are contaminated by blood or similar material. 

The medical examiner rarely attends scenes as a rule, but even when he or she does, the 
documentation of this activity is scant. Specifically, we did not see an example of a separate 
scene report. Scene information and documentation from the police was generally strong. 

With respect to the photographic record, the quality of the photographs is variable and 
occasionally not good. Although there is a standard set of photographs that are taken in all 
cases, most of the photographs that are taken appear to be at the discretion of the pathologist. 
An identification photograph (a simple head-shot used to confirm identity) is obtained, but is 
kept in digital format on a government server, not in the file. This last aspect gives reviewers 
the false and unfair impression that this material does not exist. 
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Peer review (the process by which one pathologist asks for a review from another pathologist) 
may occur informally, but this is not depicted in the file. On a related note, when a 
neuropathologist was consulted in the case of Matthew Rich, the findings of this maneuver 
were recorded in the autopsy report. The file does not contain a separate consultant's report. 

The file does not contain records that pertain to the when or how the body was received in the 
morgue, or when or how the body was released from the morgue. 

The pathologists that practice outside St. John's manage their records differently, depending 
upon longstanding local custom. Some of the pathologists enter their notes and generate their 
reports through the local hospital data base, while others keep paper records that are separate 
from their clinical work, which are then sent to St. John's. Photographs are variable in their 
extent, and some pathologists do not routinely take photographs at all. In some cases, this is 
related to the lack of a camera in the morgue. 

Analysis 

Our overarching purpose in performing a chart review was to answer the all-important question 
of how reviewable aCME's files are. In other words, if the initial information about a case is 
wrong, or if an error of some kind is made, do the medical examiners or external reviewers 
have a realistic chance of answering important questions about a case after the fact? 

The chart review revealed that the final determination of cause and manner of death is 
generally well supported by the evidence that was available to the medical examiner at the 
time: the three main elements of any death investigation (scene, history and autopsy) are 
represented and depict a thoughtful effort on the part of the medical examiners. It is 
noteworthy that scientific papers occasionally appear in the file. Clearly, Dr. Avis believes in 
evidence-based practice. 

The charts do not depict the ongoing activity of the investigation. Communications with family 
and other interested parties are incompletely documented. In a clinical context, a physician or 
nurse would document ongoing activity in a patient chart in the form of progress notes or 
continuation notes. This is important because in a medicolegal context, sometimes the 
provenance and timing of information is as important as the information itself. A digital 
database program would help aCME achieve this goal of enhanced documentation. 

Although the reports often refer to an inspection of the medical record, many files do not 
contain copies of that medical record. A medical record may be large and fragmented, and a 
medical examiner may well make judgements based on a subset of the total medical record. 
This is reasonable, given the practical problem of obtaining records from multiple jurisdictions, 
but if the opinion of the medical examiner was ever questioned, it would be difficult to show 
(given the current practice) exactly which records formed the basis for the opinion. 
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The photographs we viewed in non-homicide cases are inadequate. The homicide files have the 

benefit of a forensic identification police officer to take photographs, but Dr. Avis does not have 

this resource easily available to him for routine cases. The result is that these files are less 

amenable to peer review. We acknowledge that the number of cases that appear to be routine 

initially, but evolve into suspicious cases later is probably low, but this rare outcome has a great 

importance when it occurs. The autopsy technician could be trained in some elements of basic 

photography, and a better camera used in the morgue. 

In the process of preparing this report, Dr. Avis was interviewed and shared his personal 

preference for taking his own photographs, and felt that this was a better way to support his 

testimony. Although professional autonomy should be respected, Dr. Avis' successors may not 

share this opinion, and aCME should at least be prepared to offer adequate photographic 

support. 

The situation outside St. John's was even more variable. Some pathologists do not take 

photographs at all, even in cases where it could be reasonably expected that the identification 

of the decedent could come into question. 

A formal system of peer review is an emerging standard in Canada. Ontario has the best

developed system for this in the country, but many offices have peer review systems in place, 

including Nova Scotia. This is important because it protects a system against an over-reliance on 

one expert. The Goudge Inquiry and its aftermath in Ontario serve as a sobering reminder of 

the consequences of a lack of peer review. 

Recommendations 

1. We recommend that aCME purchase or develop a digital database program to manage 

its casework. An Excel spreadsheet or similar program is not sufficient. 

2. Until a database program can be implemented, we recommend that aCME staff record 

ongoing activity in charts by recording it in continuation or progress notes. 'Post-it' 

notes should be avoided. 

3. We recommend that the use of 'white-out' in files be eliminated. 

4. We recommend that soiled sheets of paper be enclosed in plastic before they are filed. 

S. We recommend that all files contain a control sheet or have a similar mechanism for 

identifying file deficiencies. 

6. We recommend that, should a medical examiner attend a death scene, the medical 

examiner complete a report of this activity. The report need not be lengthy, and could 

certainly take the form of an entry in an electronic database program. 
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7. We recommend that, if a medical examiner inspects a medical record in order to inform 

his or her opinion, that medical record should be copied and enclosed in the file, or at 

least usefully described in the report. 

8. We recommend that aCME increase the quality of its mortuary photography. This could 

be a function that is assigned to the autopsy technician or to the investigator position. 

9. We recommend that aCME engage with its partners in policing to describe and maintain 

a minimum standard of mortuary photography. 

10. We recommend that all pathologists practicing for aCME have access to a camera. 

11. We recommend that aCME develop a standard procedure for the photographic 

documentation of bodies, and that this standard be applied to all locations where aCME 

does autopsies. 

12. We recommend that aCME develop a system of peer review, perhaps in cooperation 

with another province. This system of peer review should encompass all homicides at a 

minimum. 

Part 5: Policies and procedures 

Current State 

Although aCME has developed a comprehensive set of standard investigative forms, it does not 

have its own manual of policies and procedures. This is important because a policy and 

procedure manual is a basic pre-condition for any quality assurance program. Many of aCME's 

most important activities are described in the policies and procedures of Eastern Health and the 

other health authorities. The same is true for autopsies that occur outside St. John's: the 

procedures that are followed are those of the host institution, not aCME. The exact fate of a 

particular piece of evidence or the way in which a particular procedure is performed thus 

depends upon where that activity occurs. 

We acknowledge that, in response to the matter of R. v. Thomas Michel, aCME has Instituted a 

set of policies and procedures on the retention and disposition of organs and tissue. This is a 

welcome start. 

There is no memorandum of understanding or similar instrument that describes the 

relationship between aCME and Eastern Health, or indeed any of the health authorities. The 

nature of this relationship is largely left to the vagaries of tradition and longstanding local 

custom. 
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Analysis 

I acknowledge that aCME and Eastern Health share many aspects of their existence, especially 

physical infrastructure, and this may have to continue to some extent for reasons of 

practicality. But it should not be forgotten that these two organizations fulfill two very different 

mandates, and so they should try to achieve as complete an operational separation as possible. 

This means that aCME should have its own set of policies and procedures, and it means that 

there should be a memorandum of understanding or similar instrument that describes the 

relationship between Eastern Health and the other health authorities and aCME. It must be 

remembered that the next Chief Medical Examiner may not be the Head of Pathology at 

Eastern Health (as is currently the case), and so clarifying this relationship will be important 
moving forward. 

With respect to policies and procedures about organ and tissue retention and disposal, the new 

policy (dated February 1, 2016) is a welcome change, but it does not completely mitigate the 

risk of mishap because aCME and Eastern Health share the same space. My recommendations 

with respect to the facilities are outlined previously. My team noted that the containers used to 

store hospital organs and tissue are the same as those used to store forensic organs and tissue, 

and that the autopsy numbers are written on the container using a permanent marker. The 

possibility of error would be reduced if these two types of tissue were visually distinct, and the 

risk of a number being smudged or washed off could be reduced by using stickers. 

Recommendations 

1. We recommend that aCME develop its own policies and procedures manual. This 

manual ought to apply to all the locations where aCME's activities occur. 

2. We recommend that aCME and Eastern Health develop a memorandum of 

understanding that describes the activities and responsibilities of each organization. 

3. We recommend that the memorandum of understanding that is generated be used as 

the template for similar memoranda with the other health authorities. 

4. We recommend that aCME use its policy and procedure manual as the basis for a 

quality assurance program. 

5. We recommend that forensic tissue be stored in a place that is completely physically 

separate from where hospital tissue is stored. 

6. We recommend that the containers that hold forensic tissue should be Visually different 

from the containers that hold hospital tissue. 

7. We recommend that containers are labelled with numbers written on stickers, rather 

than by numbers written directly on the plastic surface ofthe container. 
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Part 6: Investigative practices 

Current State 

A report of a death in Newfoundland and Labrador is generally made by the police officer who 

responded to the scene. The police officer then contacts the medical examiner, who may be the 

local medical examiner, or Dr. Avis himself. Information about the case is relayed to the medical 

examiner, and some early decisions are made about case management. The MEl form captures 

some of this early case information. The quality of police documentation is impressive and 

depicts an excellent effort, but sometimes the forms are not signed. 

From the initial information, the death is either taken as a case under the Act or it is designated 

a no-case. If the death is taken as a case, the next decision is whether to autopsy, and then, 

where the autopsy should occur. Transportation of the body is accomplished by a local funeral 

home. 

Scene information is transmitted to aCME via a standard form for this purpose (the MEl). 

Scene photographs appear in the investigative file where they are present. The scene is only 

rarely attended by the medical examiner. When a medical examiner attends a death scene, it is 

usually Dr. Avis in the context of a homicide investigation. 

Medical history is often obtained from the police, and the medical history that is obtained by 

the police often originates from the family at the scene. A manual review of the medical record 

generally occurs where it is relevant, but a copy of that medical record is generally not kept in 

the file. The documentation sometimes mentions medications found at the scene, but it is not 

always clear (based on the documentation) what the fate of that material was. In fairness, we 

are told that the longstanding practice is to bring in the medications, where they are 

inventoried and destroyed. 

Autopsy may occur at one of several peripheral hospitals or in St. John's at Eastern Health. 

Autopsies were mostly complete autopsies, but some pathologists occasionally employ the 

partial or limited autopsy where the investigative questions are specific. The documentation of 

the autopsy generally includes a description of the clothing and property, photographs, a 

description of the external and internal findings and a final opinion on cause and manner of 

death. Histology appears to be routinely done on cases where there was an internal 

examination, and this material is processed by the hospital. 

The format of the autopsy report is variable, and depends upon the individual pathologist. 

Practices regarding other ancillary aspects ofthe autopsy (for example, the comprehensiveness 

of histology) are similarly variable. 

No cases and external-only examinations have their own limited and unique documentation. 
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Toxicology services are delivered by a combination of local hospital laboratory providers and by 

NMS Labs, a private service provider under contract. Biochemistry tests are delivered by the 

hospital. Importantly, the final decision of whether a case receives toxicology testing is made by 

Dr. Avis, not the local medical examiner or pathologist. 

Identification of the decomposed or mechanically disrupted body occurred by various means. 

aCME only rarely avails itself of DNA comparison, and relies on circumstantial information 

more than we would in our office. This is not wrong, and is not meant as a criticism: experts 

may have different opinions about how to practice. The techniques of forensic dentistry are 

occasionally brought to bear on this problem by way of extra training that Dr. Avis has 
undertaken. 

Homicides are managed differently than routine cases, as one might expect. All homicides are 

managed in St. John's, and most of these by Dr. Avis himself. A police photographer attends 

these cases, but Dr. Avis nonetheless takes a set of his own photographs. The chain of custody 

of the body is established by a locked coffin. 

As has been previously noted, consultants sometimes do not generate their own report. 

Analysis 

In this report, we have already discussed the importance of building a reviewable record, and 

we have already made some recommendations that will help in this regard. The reviewability of 

a record is important, but so is consistency. It is clear from an inspection of mUltiple records 

that there are differences in investigative practice across the province and between different 

pathologists. In fairness, many of these are trivial or nearly so. While it is important to respect 

the professional judgement and autonomy of pathologists, it is reasonable for the public to 

expect that a death that occurs in St. John's should be managed and documented the same way 

as it is in St. Anthony. 

The practice of obtaining medical history from police (who obtain this information from family 

members) is a useful maneuver early in the investigation. Certainly, this can help guide the 

initial management of the scene, and help to guide the early decision-making in a case, 

especially with respect to where and when the autopsy should occur. The final determination 

should rely, whenever practical, on the actual record, and where it does, the relevant parts of 

that record should be kept in the file. 

The practice of limited or partial autopsies is not wrong: some forensic pathologists have 

offered a defense of this practice. Dr. Bowes does not permit partial autopsies to occur in Nova 

Scotia, but this opinion is not universally held. If aCME is to continue to permit partial 

autopsies, the investigative thinking should be clear in the record. Building a globally better 

record via an electronic database program will accomplish this objective. 
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Toxicology services are delivered via two mechanisms, but both mechanism are activated by Dr. 

Avis, not the local pathologist. We acknowledge that toxicology testing is expensive, and having 

one decision maker has the potential to ensure consistency in the practice, but Dr. Avis' 

workload is already too heavy to engage in this kind of individual case management. A set of 

practice guidelines, embedded in a system of peer review would probably accomplish the same 

goal with less investment of professional time. 

The practices of aCME regarding the identification of bodies are somewhat different than those 

of Nova Scotia, and these may be driven to some extent by the practical considerations of 

Newfoundland's weather and rugged geography: We heard repeatedly that, in a village of GO 

people, it is not hard to work out who has died. It is to be acknowledged that increased reliance 

on subjective or circumstantial means of identification exposes aCME to a small but non-trivial 

risk of misidentification of bodies. This is easily mitigated by routinely collecting a sample of 

blood on a special card that can be safely stored in the paper file, in the unlikely event that the 

identity of the person comes into question after the body has been released for final 

disposition. The current practice of retaining a tube of blood on each case is an adequate 

response to this problem, but an FTA DNA card takes up less storage space and is less 

susceptible to damage. 

The longstanding practice of collecting two sets of photographs in homicide cases has the 

potential to create confusion in the record. Disclosure and the narration of findings in court are 

made easier ofthere is only one set. 

Recommendations 

1. We recommend that reports and similar documents should be signed and dated. 

2. We recommend that aCME harmonize the practices of its pathologists, especially with 

respect to the format of the autopsy record and the management of the case 

information. 

3. We recommend that aCME develop a practice guideline for the appropriate use of 

toxicology testing. 

4. We recommend that aCME develop a practice guideline for the appropriate use of the 

partial autopsy, or abandon the practice altogether. 

5. If the practice of partial autopsy continues, we recommend that the pathologist record 

his or her reasoning in the file. 

G. Although Dr. Avis has attained a level of comfort with the techniques of forensic 

dentistry, we recommend that aCME assess the possibility of having forensic dentists 

available to assist in the identification of burned, decomposed or mutilated bodies, in 

the event that Dr. Avis retires. 
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7. We recommend that aCME retain an FTA DNA card on all bodies that pass through its 

custody. 

8. If the recommendation made above is considered impractical, we recommend that 

aCME retain an FTA DNA card on all bodies where the identity could reasonably be 

questioned (Le., the decomposed, burned or mutilated body.) 

9. We are mindful ofthe individual preferences and the professional autonomy of 

pathologists, and in particular, Dr. Avis. However, we still feel that aCME would benefit 

from some dialogue with its partners in policing, with the broad aim of ending the 

needless duplication of effort that is inherent in capturing two sets of photographs. We 

recommend that this dialogue occur. 
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THE MATTER OF R. v. THOMAS MICHEL 

Although the loss of the brain and the dura in the matter of R. v. Thomas Michel was the event 

that prompted this review (and is the third bullet point in the memorandum of understanding 

that describes this review) we have chosen to consider this issue last. This is not accidental: 

after reading the first parts of this report, the reader will hopefully have a clear understanding 

of the overall context ofOCME, and the general factors that may have contributed to the loss of 

this important evidence. 

The limitations of this part of our report should be set out clearly. As we will see later, the 

objectively verifiable evidence of the fate of the brain is almost completely lacking, and so this 

exercise is a matter of reasonable speculation rather than demonstrable fact. The timing of this 

report is significant, as this review has occurred more than three years after the events in 

question, an interval during which human memories have faded, and the physical layout of the 

morgue and the policy framework of the office have been altered substantively. We do not 

propose that these changes have occurred for any improper purpose: it is entirely reasonable 

to have expected OCME and Eastern Health to respond to this event without waiting for this 

review. 

Case Summarv 

Matthew Rich was a four-month-old infant who was transported to hospital on October 15, 
2013, after suffering an arrest at home. He arrived at Labrador-Grenfell Health at 

approximately 1330, was taken off life support at approximately 2000, and died minutes later. 

Hospital staff alerted authorities as suspicious findings had been discovered on a CT scan of the 

head. Police attended the hospital and maintained custody of the body while family members 

visited with the body. The body was then secured in a body bag for transport to St. John's, 

which is in accordance with local custom regarding suspicious deaths. 

The autopsy was performed by Dr. Simon Avis on October 17, 2013, assisted by Dr. Andrea 

Simmonds. The case file carries the file numbers 13 ME 4024 and FP 159-13. The autopsy was 

preceded by a postmortem CT which demonstrated: 

Impression: There are bucket-handle fractures of both tibia and the left femur, as well 

as posterior fractures of the left eighth and ninth ribs. When combined with the findings 

on the recent head CT examination, this is strongly suspicious for non-accidental 

trauma. 

The autopsy largely confirmed these findings. These are the anatomic findings at autopsy, 

directly from Dr. Avis' report: 

1. SOH. 

2. SAH. 
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3. Contusions to head. 

4. Bilateral retinal hemorrhage. 

5. Optic nerve hemorrhage. 

6. Healing rib fractures left 8 and 9. 

7. Bucket handle fractures left femur, left and right tibia. 

8. Torn frenulum. 

A dry neck dissection was performed (but not photographed) as part of the autopsy. 

Photographs were taken by RCMP identification section and by Dr. Avis himself. The medical 

records are said to have been reviewed. The information from the police consists of the 

Supplementary Occurrence Report, and whatever information was given to Dr. Avis verbally. 

The dissection ofthe fixed brain occurred with Dr. Barron on November 7,2013. The findings of 

that examination are embedded into the final report authored by Dr. Avis: 

The dura is unremarkable. The superior sagittal sinus is opened and is free of thrombus. 

Subarachnoid hemorrhage is noted. There are no shifts or herniations. Blood vessels are 

unremarkable. Hemorrhage is noted on the right optic nerve. On cut sections there are 

no focal or diffuse lesions. 

Dr. Barron did not compose her own report on her findings. Toxicology testing was performed 

and was negative. The final cause of death was given as 'blunt force head injury' and the 

manner of death is given as homicide. 

On or about August 18, 2014, a request was made to OCME to retrieve the fixed tissue in the 

case for a second opinion. The wet tissue was retrieved but the brain and dura was not among 

these specimens. A careful hand-search was performed at that time, but to no avail. 

Dr. Avis performed an investigation of the circumstances around the loss of this material, and 

the results ofthis analysis were shared with police. The relevant section of his report is worth 

sharing in its entirety: 

In the above case, the brain was examined at brain cutting rounds on Thursday, November 7, 2013. 

Because of Occupational Health and Safety restrictions, the brain cannot be cut in the forensic pathology 

autopsy room and has to be cut in the hospital autopsy room, where a fume hood is located. Following 

brain cutting sections are taken and the brain is returned to the forensic autopsy room. Upon review, it 

was determined that Eastern Health had been using the hospital autopsy room as a storage place for wet 

tissue from both autopsies and surgical specimens that are for disposal. During this time frame, the 

anatomic pathology residency program was undergoing an internal review, receiving heavy criticism for 

the potentially toxic environment created by storage and dumping in the hospital autopsy room. As a 

result, an attempt was made to correct the storage build-up and it is likely that the brain was discarded in 

error, mistaken for tissue for disposal. 
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As Dr. Avis notes, the other tissue from this case was not lost. 

It is noteworthy that the above sequence of events represents a violation of aCME's polices as 

they existed at that time, and would certainly be a violation of aCME's policies as they exist 

now. 

Analysis 

Based on interviews and an inspection of the facility, our team believes that the sequence of 

events, as outlined in Dr. Avis' report, is probably correct, although due to the lack of 

documentation and objective evidence, it cannot be independently verified. 

How did this error occur? 

As with all errors where many people work together in complex systems, the genesis of this 

error is multifactorial: 

1. The tracking of materials and evidence through aCME and Eastern Health was not 

rigorous, and the documentation ofthat tracking is largely absent. The autopsy report 

makes mention of the fact that the brain was retained and examined, but the file does 

not contain a tissue control sheet, inventory slip, or similar instrument that would have 

allowed the location and custody of this material to be tracked as it proceeded through 

the process. An inventory sheet may have permitted Dr. Avis to know where in his 

system the brain became misplaced and who may have been responsible. 

2. Computer systems do not assure good inventory management, and the absence of 

computers does not make inventory management impossible. Nonetheless, a digital 

case file management system, perhaps with a bar coding system, would have reduced 

the possibility for error. 

3. The transfer of material between aCME and Eastern Health was made necessary 

because the forensic autopsy room did not have the necessary infrastructure to 

reasonably support its mandate (i.e., a fume hood.) Any time material is transferred, 

there is opportunity for error. Error may be minimized in any system by reducing the 

necessity for transfer. 

4. aCME and Eastern Health are different organizations whose operations have become 

intermixed and the lines between them blurred. I acknowledge that the management of 

human tissue looks superficially Similar, but the intent and the authority behind these 

systems are different. 

5. The scale of these two organizations must not be overlooked: while aCME may manage 

less than two hundred autopsies per year at its St. John's site (and considerably fewer 

whole organs), Eastern Health manages thousands of surgical specimens a year. 
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6. We acknowledge that the accession numbers given to forensic tissue and organs is 

different from those given to Eastern Health specimens, but the containers used to 

transport them are visually indistinguishable at a quick glance. 

7. All the preceding factors were present as permanent features of the aCME/Eastern 

Health system, but unique, one-time-only factors were also present when the brain was 

inadvertently destroyed. Specifically, a temporary crisis caused laboratory staff to step 

outside their normal routine to store a large quantity of (mostly hospital) tissue in a 

location where it was not normally stored, and then to dispose of this material with 

more haste than was normal or advisable. 

Recommendations 

Many of the recommendations already made in this report will, if implemented, mitigate the 

risk of this error occurring again. In particular, the digital case file management system that is 

recommended will significantly improve evidence management practices. In addition: 

1. We recommend that the communications between police and medical examiners occur 

more transparently. This could take the form of entries into the continuation notes of 

the chart, or as a carbon copied 'wet report' given to police after autopsy. 

2. We recommend that aCME end the practice of giving the same case file different 

accession numbers. 

3. We recommend that aCME organs and tissue be made easily visually distinct from 

hospital organs and tissue. This could take the form of different-coloured plastic 

containers, or large orange "DO NOT DESTROY" stickers could be affixed to the existing 

white containers. 

4. We recommend that all photographs include the case file number. 

5. We recommend that aCME develop standards for homicide autopsy photography, to 

include a more comprehensive standard set of photographs that are taken in every case. 

6. We recommend that any special dissections (i.e., the neck dissection) be photographed. 

7. We recommend that fixed organs be photographed before and after dissection. 

8. We recommend that autopsy reports pertaining to homicides and other complex cases 

include a section that outlines the clinical reasoning behind the determination. 

9. We recommend that autopsy reports pertaining to homicides and other complex cases 

include a section that records attendance at autopsy. To be clear, this information is 

captured, but it should be embedded in the report. 
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10. We recommend that autopsy reports pertaining to homicides and other complex cases 
include a section that describes the disposition of evidence collected at autopsy. 

11. We recommend that, if a neuropathologist or other consultant is involved in a case, she 
or he compose their own report regarding her or his observations and opinion. 
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SUMMARY AND CONCLUSIONS 

In the memorandum of understanding, the government of Newfoundland and Labrador asked 
us to consider the following related issues: 

1. Whether the physical infrastructure, equipment, information management 

system, and staffing levels of the OCME are appropriate for the provision of 
forensic and pathology services in the Province of Newfoundland and Labrador. 

The physical infrastructure, equipment, information management system and staffing levels of 

aCME have important deficiencies. The physical infrastructure of the office is inadequate for 

the current and future needs of the office, and several possible solutions are open to 

government. aCME has an immediate need for a digital information management system. The 

professional staff is vulnerable to prolonged disruption, and succession planning needs to begin 
immediately. We have recommended that nurse investigators should be hired to enhance the 

quality of investigations, assist police in the field, and increase the quality of the investigative 

file. The administrative staff are dedicated but may be too few in number, even after the nurse 

investigators are hired. 

2. Whether the OCME's policies and procedures, including those regarding the 

conduct of autopsies where a criminal offence is suspected, and the reporting of 

findings from autopsies, are within applicable National Standards for the conduct 

of forensic pathology. 

There is no current, widely-accepted, Canadian standard with respect to the conduct of forensic 

autopsies, but the practices, policies and procedures regarding this important activity can and 

should be strengthened. This report offers many recommendations that will strengthen the 

quality of forensic autopsies. 

3. The circumstances surrounding the loss of the brain and dura in the case of R. v. 
Thomas Michel. 

The loss of the brain and dura in the case of R. v. Thomas Michel is a complex error that has 

several components. Important systemic weaknesses have been outlined in this report: 

outdated record-keeping practices, a lack of formal policies and procedures, understaffing, and 

the blurring of the lines between hospital and medical examiner office are the most important 

ones. These weaknesses made aCME vulnerable to a unique set of circumstances, and left so 

little objective evidence that meaningful, objectively verifiable confirmation of the fate of the 

brain and dura was not possible. 

4. Whether the OCME's existing policies, protocols, shared resources and facilities 

with Eastern Health support the effective and efficient operations of the OCME. 
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Eastern Health and aCME have many operational similarities, but they have different missions 

and operate under different legislative mandates. Even if these two entities continue to share 

some physical space, they should attempt to achieve as meaningful an operational separation 

as possible. A memorandum of understanding should be developed that describes the rights 

and responsibilities of each party. The current physical infrastructure is inadequate. A policy 

and procedure manual needs to be developed by aCME that is separate from Eastern Health. 

This manual should have a specific emphasis on information and evidence management. 

5. Any other matter relevant to the OCME and the aCME's duties, as identified by NL 
and agreed to by the Chief Medical Examiner. 

As the reader of this report moves through the various recommendations, some of which are 

very technical, it would be easy to lose sight of the broad aims of those recommendations. 

For aCME to best serve the people of Newfoundland and Labrador, it must be able to 

investigate deaths thoroughly and consistently, move and examine bodies and human tissue 

with care, document its activities and findings clearly and transparently, and communicate 

these findings clearly and confidentially to various stakeholders. To accomplish this, aCME 

must have personnel who are well-trained and adequately supported, working in a system that 

is designed to reduce the possibility and impact of human error. 

Dr. Avis and his team have demonstrated tremendous dedication, but they need to be 

supported in a way that acknowledges the increasingly complex nature of modern medicolegal 

death investigation. We hope that our recommendations have provided a clear road map for 

the way forward. 
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Newf(;n7hdland 
Labrador 

MEMORANDUM OF UNDERSTANDING 
ON THE INDEPENDENT REVIEW OF THE OFFICE OF THE CHIEF MEDICAL EXAMINER 

OF NEWFOUNDLAND & LABRADOR 

THIS MEMORANDUM OF UNDERSTANDING is made in duplicate. effective the day 
of • 2016 (the "Effective Date"). 

BETWEEN: 

HER MAJESTY IN RIGHT OF NEWFOUNDLAND AND LABRADOR. as 
represented by the Minister of Justice and Public Safety and the Minister for 
Intergovernmental Affairs 

(hereinafter referred \0 as "NL") 

-and-

HER MAJESTY THE QUEEN IN RIGHT OF THE PROVINCE OF NOVA 
SCOTIA. as represented by the Minister of Justice and Attorney General and the 
Nova Scolla Medical Examiner Service 

(hereinafter referred to as Ihe "MES") 

BACKGROUND: 

1. NL is undertaking a review of Ihe operations of its Office of Ihe Chief Medical Examiner 
(the "OCME"). 

2. NL wishes to retain the services of an independent party to conduct the review of the 
OCME. and the MES is willing \0 be so retained. subject to terms and conditions 
contained in Ihis Memorandum. 

NOW THEREFORE THE PARTICIPANTS TO THIS MEMORANDUM have reached the 
following understanding: 
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1. PURPOSE AND SCOPE OF THE REVIEW 

1.1 NL and lhe MES wish to enter Into this Memorandum to outline their mutual 
understanding with respect to the conduct of an independent exlernal review by 
the Chief Medical Examiner of the Province of Nova Scotia, and any staff 
appointed by him (collectively, the "Chief Medical Examiner"). 

1.2 The Chief Medical Examiner will conduct an independent review of the OCME's 
operations, Including the following specifiC matters: 

(a) whether the physical infrastructure, equipment, information management 
system, and staffing levels of the OCME are appropriate for the provision 
of forensic and pathology services In the Province of Newfoundland and 
Labrador, 

(b) whether the OCME's policies and procedures, including those regarding 
the conduct of autopsies where a criminal offence is suspecled, and the 
reporting of findings from autopsies, are within applicable National 
Standards for the conduct of forensic pathology; 

(c) the circumstances surrounding the loss of the brain and dura In the case 
of R. v. Thomas Michel; 

(d) whether the OCME's existing policies, protocols, shared resources and 
facilities with Eastern Health support the effective and efficient operations 
of the aCME; and 

(e) any other matter relevant to the OCME and the aCME's duties, as 
identified by NL and agreed to by the Chief Medical Examiner. 

1.3 To preserve the independence of the Chief Medical Examiner's review, any 
communication between NL and the MES, other than that which is required as 
part of the review process, will normally be restricted to the designated 
representatives of the participants, as set out in Section 7.1. 

2. AUTHORIZATION 

2.1 NL's Assistant Deputy Minister of Public Safety and Enforcement requested the 
MES to carry out this review. The Chief Medical Examiner of the MES, Dr. 
Matthew Bowes, MD, FRCPC, has been appointed as the Chief Medical 
Examiner for the purposes of this review. 

3. OBLIGATIONS OF NL 

3.1 NL must: 

(a) Co-operate with and assist the Chief Medical Examiner where necessary 
by providing the Chief Medical Examiner with such reasonable 
information and access to NL's and the aCME's personnel and other 
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resources as are reasonably necessary to complete the review 
contemplated In this Memorandum. 

4. OBLIGATIONS OF THE CHIEF MEDICAL EXAMINER 

4.1 The Chief Medical Examiner must: 

(a) Undertake independent oversight and Investigation of the matters set out 
in Section 1.2. 

(b) Provide a final report to NL outlining the results of the review. the Chief 
Medical Examiner's conclusions, and whether any recommendations are 
warranted that ensure the aCME can properly discharge its legislated 
duties. 

(c) Give priority to any investigation in Nova Scotia, if required, over the 
independent review that Is the subject of this Memorandum, given that the 
Chief Medical Examiner is required to undertake investigations In his 
home jurisdiction under the Fatality Investigations Act (Nova Scotia). 

5. FINANCIAL ARRANGEMENTS 

5.1 NL will pay the MES for the services undertaken by the Chief Medical Examiner 
pursuant to this Memorandum at the Chief Medical Examiner's salaried hourly 
rate. which is equal to $213.25 CAD per hour, up to a maximum of $1,599.40 
CAD per day (calculated as a 7.5 hour work day). 

5.2 NL will further pay the MES for the services undertaken by any staff appointed by 
the Chief Medical Examiner pursuant to this Memorandum at the following rates: 

5.3 The fees paid by NL to the MES will not exceed an aggregate maximum of 
$100,000.00 CAD, excluding the expenses described In Section 5.4. 

5.4 In addition to the amounts stipulated In Sections 5.1 and 5.2, NL will reimburse 
the MES for: 

(a) the Chief Medical Examiner's (and appointed staffs) travel expenses at 
the Province of Nova Scotia's standard rates for civil servants; 

(b) the Chief Medical Examiner'S (and appointed staffs) meals and 
accommodation expenses at the Province of Nova Scotia's standard 
rates for civil servants; and 
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(c) independent research services retained by the Chief Medical Examiner or 
the Chief Medical Examiner's appOinted staff, if any, at a maximum rate 
equal to $25.00 CAD per hour, 

and such expenses are to be evidenced by receipts accompanying any claim for 
reimbursement. 

5.5 The MES will submit invoices to NL on a quarterly basis, or on such other 
periodic basis as the participants may agree, directed to NL's representative 
designated for this purpose. 

5.6 NL will pay the MES within thirty (30) days of receipt of an Invoice from the MES. 

6, TERM 

6.1 The term of this Memorandum will commence on the Effective Date, and will 
expire four (4) months from the commencement date, or such later date as 
agreed upon between the participants in writing, or terminated in accordance with 
Section 12.1 . 

6.2 If the Chief Medical Examiner is not able to complete the review by the proposed 
expiry date set out in Section 6.1, the Chief Medical Examiner will notify NL at the 
earliest opportunity in order to arrange a revised expiry date, which will be 
confirmed by both partiCipants in writing . 

7. DEPARTMENTAL REPRESENTATIVES 

7.1 Throughoul the term of this Memorandum, the MES will report to, and direct an 
notices, invoices, consent approvals, reports and other communications to: 

Jacqueline Lake Kavanagh 
Assistant Deputy Minister 
Public Safety and Enforcement 
4'" Floor East Block 
Confederation Building 
St. John's, NL AlB 4J6 

Telephone: 
Fax: 

(709) 729-7364 
(709) 729-2129 

7.2 Throughout the term of this Memorandum, NL will direct all notices, consents, 
approvals, reports, and other communications to: 

Dr. Matthew Bowes, MD, FRCPC 
Chief Medical Examiner 
Nova Scotia Medical Examiner Service 
Dr. William D. Finn Centre for Forensic Medicine 
51 Garland Avenue 
Dartmouth, NS B3B OJ2 
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Telephone: 
Fax: 

8. LIABIUTY 

(902) 424-2955 
(902) 424-0607 

8.1 NL agrees 10 indemnify and hold harmless Ihe MES, Ihe Chief Medical Examiner, 
and Ihe MES' agenls, represenlalives and employees from and againsl all 
claims, demands, losses, coslS, damages, aclions, suils or proceedings of every 
nalure and kind whalsoever arising out of or resulling from Ihe performance of 
Ihe review under this Memorandum, provided Ihal any such claim is caused in 
whole or in part by any acl. error or omission, including bul nol limlled 10 thai of 
negligence of NL or anyone directly or indirectly employed by NL for whom NL 
may be liable. 

8.2 NL acknowledges and agrees Ihal Ihe MES will nol be liable to NL, ils agenls, 
represenlalives or employees for any losses, expenses, cosls, claims, damages 
or liabililies arising oul of or resulling from the Chief Medical Examiner'S review 
under this Memorandum, excepl where any such claim resulls directly from Ihe 
willful misconduct or gross negligence of the Chief Medical Examiner or any 
olher party for whom Ihe MES may be responsible in law. 

9. DISPUTE RESOLUTION 

9.1 If a dispule arises belween Ihe participanls regarding Ihe interprelalion, 
appllcalion or administration of this Memorandum, the participants' Departmental 
Represenlatives (as set out In Section 7.1) agree to meet at the earliest available 
opportunity to discuss the dispute and use their best efforts to come 10 a 
resolution, wilhoul resort 10 any medialion, arbilration, or olher legal proceeding. 

10. INTELLECTUAL PROPERTY RIGHTS 

10.1 All materials and information produced under the scope of Ihe Chief Medical 
Examiner's review, and all righls Iherein, belong 10 Ihe MES. 

10.2 NL is granled an unlimited and indefinile right to use Ihe materials and 
Information described in Seclion 10.1. 

11. MONITORING 

11 .1 Upon expiry or Ihe earlier terminalion of this Memorandum, representalives of NL 
and the MES will meel 10 evaluate and discuss Ihe effectiveness of Ihis 
Memorandum and of the Chief Medical Examiner's review. 

12. TERMINATION 

12.1 Eilher participant may lerminale this Memorandum al any lime upon giving al 
least fifteen (15) calendar days' wrilten nolice 10 Ihe olher. 
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12.2 All files . documents and other Information provided to the Chief Medical 
EKaminer by NL will be returned to NL promptly following the eKpiry or earlier 
termination of this Memorandum. 

13. CONFIOENTIALIlY 

13.1 During and after the term of this Memorandum. the MES agrees to: 

(a) treat as confidential any material or information supplied by NL, or 
received on behalf of NL, or derived from any data which the Chief 
Medical Examiner may have acquired during the course of his review 
("Confidential InfonnatlonO); 

(b) use any Confidential Information only with NL's prior wrilten consent, or 
as required to perform the review; and 

(cl not disclose to any person any Confidential Information, eKcept slaff of 
the MES who need to know it, unless NL has given ils prior wrillen 
consent to the disclosure. 

13.2 All Confidential Information is considered the property of NL. The Chief Medical 
Examiner agrees to only use the Confidential Information acquired in the 
performance of his review for the purposes specified in this Memorandum, and 
will not permit the use of the Confidential Information for any other purposes. 

13.3 The participants to this Memorandum acknowledge that, in addilion to the 
requirements of this Memorandum. Confidential Information is subject to privacy 
legislation in various jurisdictions. This includes the Access to Information and 
Protection of Privacy Act, 2015 (NL), the Management of Information Act (NL). 
Ihe Privacy Act (NL), as well as other legislation which may apply in the 
jurisdiction of the MES' operation, such as the Freedom of Information and 
Protection of Privacy Act (Nova Scotia). The participants to this Memorandum 
are responsible to ensure the compliance with and satisfaction of the legislative 
requirements relating to Ihe treatment of Confidential Information by their 
respective employees, servants andlor agents. 

13.4 The MES will provide to NL upon completion of or upon earlier termination of this 
Memorandum all Confidential Information acquired by it or the Chief Medical 
Examiner, or in the alternative, at the request of NL, destroy any and all copies 
and versions of such Confidential Information in the possession of the MES, the 
Chief Medical EKaminer. and the MES' employees, servants andlor agents. 

13.5 The MES will immediately notify NL of any breach of confidentiality in respect of 
any Confidential Information, and provide assistance as required by NL to deal 
with the consequences of such breach. 
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14. PERFORMANCE 

14.1 The Chief Medical Examiner will conduct his review faithfully. honourably. and 
diligently. in accordance with the instructions provided to him by NL. 

15. GENERAL 

15.1 The MES and the Chief Medical Examiner is acting as an Independent party in 
the performance of its obligations under this Memorandum. and will not be 
deemed to be an employee, agent, partner of, or In a joint venture with NL. 

15.2 The MES will not assign, transfer, or pledge any provision or right under this 
Memorandum. 

15.3 References to the MES include the Chief Medical Examiner, and employees, 
servants, and agents of the MES. 

16. AMENDMENT 

16.1 This Memorandum may only be amended by the mutual written consent of the 
participants. 

17. LEGAL EFFECT 

17.1 While the participants Intend to cooperate fully with respect to the subject mailer 
hereof, nolhing in this Memorandum is, or is Intended to be, binding. 

17.2 This Memorandum does not affect, amend, limit, increase or in any other way 
change, any legal duties, powers or obligations of the participants. 

18. SIGNING AUTHORITIES 

In witness whereof NL and the MES have caused this Memorandum to be executed by their 
respective officers duly authorized and In that behalf on the dates herein set forth. 

Signed by the authorized officers of participants: 

For HER MAJESTY IN RIGHT OF NEWFOUNDLAND AND LABRADOR. es represented by 
the Minister of Justice and Public Safety and the Minister for Intergovernmental Affairs 

Heather Jacobs, a.c. 
A/Deputy Minister 
Department of Justice and Public Safety 

Date: _________ _ 
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Witness 

Sean Dutton 
Deputy Minister 
Intergovernmental Affairs Secretariat 

Witness 

Date: _________ _ 

For Her Majesty the Queen In Right of the Province of Nova Scotia. as represented by the 
Minister of Justice a the Attorney General and the Nova Scotia Medical Examiner Service 

Karen Hudson. O.C. 
Deputy Minister 

-de 
Witn S. 

Witness 

Date: ~/J//{, 
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Consolidated Recommendations 

Part 1: legislative considerations 

1. We recommend that government avail itself of a legal opinion with respect to whether the other 
recommendations in this report require legislative change. 

2. We recommend that provisions of the Act that enable organ and tissue donation be retained. 

3. We recommend that provisions of the Act that require cremation approval be retained. 

4. We recommend that provisions of the Act that enable child death review be retained. 

Part 2: Facilities 

1. We recommend that ongoing efforts based on previous recommendations regarding the 
security of the OCME offices and mortuary should be brought to a rapid completion. 

2. We recommend that confidential conversations with police and grieving families be held behind 
closed doors wherever possible. 

3. The current solution to the tissue storage problem is not definitive. In our opinion, the two 
streams of tissue need to be completely physically separated to adequately mitigate the risk of 
comingling these two types of tissue. Other recommendation regarding a new facility will meet this 
requirement, but in the meantime, we recommend that forensic tissue should not be held in the same 
room as the hospital tissue. 

4. We recommend that storage space for files and other office materials should be found near the 
current facility. 

5. Where the current space occupied by OCME is inadequate, where many of the risks of the 
current facility cannot be effectively mitigated, and where other recommendations in this report may 
fundamentally change the staffing and organization of OCME, we recommend that new premises for 
OCME should be found. There are several options open to government: 

a. An independent, purpose-built facility, along the lines of comparable forensic science centres in 
Halifax, Edmonton, Calgary and Toronto. 

b. A renovated facility within an existing building, such as a hospital or another laboratory centre, 

perhaps on the Memorial University campus. 

c. Leased office space in a building off the Eastern Health campus, with existing office space in 
Eastern Health thus made available for an expansion of the mortuary. It is to be acknowledged that this 
solution places a burden on OCME staff who have both administrative and mortuary duties, and may not 

be practical. 

d. We wish to make clear that we do not view the status quo as an option. 



6. With respect to mortuary facilities operating outside of St. John's, we recommend that aCME 
collaborate with the various hospitals and health authorities to describe a common standard for these 
facilities, with specific reference to: 

a. The quality of ventilation. 

b. The need for a body scale. 

c. A common approach to data systems and Information management. 

d. A common approach to the management and inventory of personal effects and other evidence. 

e. A common approach to the storage and disposal of tissue that mirrors that of the St. John's site. 

f . A minimum acceptable list of equipment. 

7. We recommend that cameras should be supplied to all morgues where aCME autopsies are 
being performed. 

8. With respect to mortuary facilities operating outside of st. John's, we recommend that aCME 
institute a system of inspection to monitor the standards set out above. This need not be onerous: A 
self-inspection with a checklist would probably suffice here. 

Part 3: Administrative support and staffing 

1. We recommend that aCME document its work in a way that is searchable and amenable to 
statistical analysis, including the no-cases and the cremation approvals. 

2. We recommend that aCME create and fill two permanent, full-time forensic pathology positions 
(Chief and Deputy Chief Medical Examiner). Obviously, Dr. Avis occupies one of these currently. 

3. Where a Deputy Chief position is not filled now, we recommend that the recruitment of a 
Deputy Chief Medical Examiner occur without delay. 

4. We recommend that aCME perform an assessment of its professional workload in three years, 
with the aim of assessing the possibility that aCME might be able to take over the clinical autopsy 
service. 

S. We recommend that aCME collaborate with Eastern Health in formulating a succession plan to 
respond to the impending retirement of Mr. Daniel Reid, the morgue attendant. 

6. We recommend that aCME create and fill three permanent, full-time medical examiners' 
investigator positions. This need not take the form of three individuals: aCME may find that there is a 

strategic advantage to splitting one or more of these positons into two, half-time positions. 

7. Where the need for investigative support is relatively urgent, we recommend that the 

government seek an immediate but temporary solution. This could include seconding law enforcement 
members to aCME, or it could involve collaborating with another medical examiner service to provide 
temporary support. 



8. We recommend that aCME perform an assessment of its investigator workload in three years, 
with the aim of assessing the need for a fourth investigator. 

9. The current complement of administrative staff may see a change in their workload with the 
hiring of the investigators, but the magnitude of that change is difficult to predict. We recommend that 
no immediate action is taken with respect to their number. However, we recommend that their 
workload be re-assessed after the investigators are hired, with the aim of assessing the need for 
additional administrative support. 

10. With respect to the rural medical examiner, government has three options: 

a. Eliminate the network of medical examiners and pathologists entirely. This option is probably 
not practical, given the cost of body transport. 

b. Where the non-pathologist medical examiner has been practically eliminated anyway by 

attrition, eliminate the non-pathologist medical examiner entirely. Retain the network of hospital 
pathologists, so that transport costs are minimized. This is the option that we recommend. 

c. Maintain and expand the number and the role of the rural medical examiner, but institute a 
training program that encompasses maintenance of competence and an ongoing system of quality 
assurance. We do not view this as practically possible, or affordable if it is possible. 

d. If the presence of medical professionals in the field outside of St. John's is too important to 
eliminate, any of the above models could be supplemented with community-based rural nurse 
investigators. We recommend that government consider doing so in labrador. 

11. We recommend that, whatever model government chooses, medical examiners and 
pathologists working for aCME have access to ongoing continuing medical education that is relevant to 

medicolegal practice. I would normally expect that this education would be delivered by the Chief and 
Deputy Chief Medical Examiner. 

12. We recommend that the Chief Medical Examiner and Deputy Chief Medical Examiner be given 
the opportunity and the funding to engage in professional development activities. 

13. We recommend that government revisit the fee schedule for rural medical examiners and 
pathologists, with the aim of bringing compensation rates in line with Canadian norms. 

14. With respect to autopsy technicians In hospitals outside of St. John's, we recommend that these 
hospitals invest in autopsy technician training amongst existing technical staff so that the network of 
rural pathologists is more reliable. 

Part 4: Records 

1. We recommend that aCME purchase or develop a digital database program to manage its 
casework. An Excel spreadsheet or similar program is not sufficient. 

2. Until a database program can be implemented, we recommend that aCME staff record ongoing 
activity in charts by recording it in continuation or progress notes. 'Post-it' notes should be aVOided. 



3. We recommend that the use of 'white-out' in files be eliminated. 

4. We recommend that soiled sheets of paper be enclosed in plastic before they are filed. 

5. We recommend that all files contain a control sheet or have a similar mechanism for identifying 
file deficiencies. 

6. We recommend that, should a medical examiner attend a death scene, the medical examiner 
complete a report of this activity. The report need not be lengthy, and could certainly take the form of 
an entry in an electronic database program. 

7. We recommend that, if a medical examiner inspects a medical record in order to inform his or 
her opinion, that medical record should be copied and enclosed in the file, or at least usefully described 
in the report. 

8. We recommend that OCME increase the quality of its mortuary photography. This could be a 
function that is assigned to the autopsy technician or to the investigator position. 

9. We recommend that OCME engage with its partners in policing to describe and maintain a 
minimum standard of mortuary photography. 

10. We recommend that all pathologists practicing for OCME have access to a camera. 

11. We recommend that OCME develop a standard procedure for the photographic documentation 
of bodies, and that this standard be applied to all locations where OCME does autopsies. 

12. We recommend that OCME develop a system of peer review, perhaps in cooperation with 

another province. This system of peer review should encompass all homicides at a minimum. 

Part 5: Policies and procedures 

1. We recommend that OCME develop its own policies and procedures manual. This manual ought 
to apply to all the locations where OCME's activities occur. 

2. We recommend that OCME and Eastern Health develop a memorandum of understanding that 

describes the activities and responsibilities of each organization. 

3. We recommend that the memorandum of understanding that is generated be used as the 

template for similar memoranda with the other health authorities. 

4. We recommend that OCME use its policy and procedure manual as the basis for a quality 

assurance program. 

5. We recommend that forensic tissue be stored in a place that is completely physically separate 

from where hospital tissue is stored. 

6. We recommend that the containers that hold forensic tissue should be visually different from 

the containers that hold hospital tissue. 



7. We recommend that containers are labelled with numbers written on stickers, rather than by 
numbers written directly on the plastic surface of the container. 

Part 6: Investigative practices 

1. We recommend that reports and similar documents should be signed and dated. 

2. We recommend that OCME harmonize the practices of its pathologists, especially with respect 
to the format of the autopsy record and the management of the case information. 

3. We recommend that OCME develop a practice guideline for the appropriate use of toxicology 
testing. 

4. We recommend that OCME develop a practice guideline for the appropriate use of the partial 
autopsy, or abandon the practice altogether. 

5. If the practice of partial autopsy continues, we recommend that the pathologist record his or 
her reasoning in the file. 

6. Although Dr. Avis has attained a level of comfort with the techniques of forensic dentistry, we 
recommend that OCME assess the possibility of having forensic dentists available to assist in the 
Identification of burned, decomposed or mutilated bodies, in the event that Dr. Avis retires. 

7. We recommend that OCME retain an FT A DNA card on all bodies that pass through its custody. 

8. If the recommendation made above is considered impractical, we recommend that OCME retain 
an FTA DNA card on all bodies where the identity could reasonably be questioned (i.e., the decomposed, 
burned or mutilated body.) 

9. We are mindful of the individual preferences and the profeSSional autonomy of pathologists, 

and in particular, Dr. Avis. However, we still feel that OCME would benefit from some dialogue with its 
partners in policing, with the broad aim of ending the needless duplication of effort that is inherent in 
capturing two sets of photographs. We recommend that this dialogue occur. 

The Matter of R. v. Thomas Michel 

1. We recommend that the communications between police and medical examiners occur more 

transparently. This could take the form of entries into the continuation notes ofthe chart, or as a carbon 
copied 'wet report' given to police after autopsy. 

2. We recommend that OCME end the practice of giving the same case file different accession 
numbers. 

3. We recommend that OCME organs and tissue be made easily visually distinct from hospital 
organs and tissue. This could take the form of different-coloured plastiC containers, or large orange "DO 

NOT DESTROY" stickers could be affixed to the existing white containers. 

4. We recommend that all photographs include the case file number. 



5. We recommend that OCME develop standards for homicide autopsy photography, to include a 
more comprehensive standard set of photographs that are taken in every case. 

6. We recommend that any special dissections (Le ., the neck dissection) be photographed. 

7. We recommend that fixed organs be photographed before and after dissection. 

8. We recommend that autopsy reports pertaining to homicides and other complex cases include a 
section that outlines the clinical reasoning behind the determination. 

9. We recommend that autopsy reports pertaining to homicides and other complex cases include a 
section that records attendance at autopsy. To be clear, this information is captured, but it should be 

embedded in the report. 

10. We recommend that autopsy reports pertaining to homicides and other complex cases include a 

section that describes the disposition of evidence collected at autopsy. 

11. We recommend that, if a neuropathologist or other consultant is involved in a case, she or he 
compose their own report regarding her or his observations and opinion. 



Appendix C 



These are the relevant parts of the medicolegal death Investigation legislation from Alberta, Manitoba 
and Nova Scotia: 

Alberta (Fatality Inquiries Act - Revised Statutes of Alberta 2000 Chapter F-9): 

Part 2: Reporting and Investigation of Deaths 

10(1) Any person having knowledge or reason to believe that a person has died under any of the 
circumstances referred to in subsection (2) or section 11, 12 or 13 shall immediately notify a 
medical examiner or an investigator. 
(2) Deaths that occur under any of the following circumstances 
require notification under subsection (1): 

(a) deaths that occur unexplainedly; 
(b) deaths that occur unexpectedly when the deceased was in 
apparent good health; 
(c) deaths that occur as the result of violence, accident or 
suicide; 
(d) maternal deaths that occur during or following pregnancy 
and that might reasonably be related to pregnancy; 
(e) deaths that may have occurred as the result of improper or 
negligent treatment by any person; 
(f) deaths that occur 

(i) during an operative procedure, 
(ii) within 10 days after an operative procedure, 
(iii) while under anesthesia, or 
(iv) any time after anesthesia and that may reasonably be 
attributed to that anesthesia; 

(g) deaths that are the result of poisoning; 
(h) deaths that occur while the deceased person was not under 
the care of a physician; 
(i) deaths that occur while the deceased person was in the 
custody of a peace officer or as a result of the use of force 
by a peace officer while on duty; 
OJ deaths that are due to 

(i) any disease or ill-health contracted or incurred by the 
deceased, 
(ii) any injury sustained by the deceased, or 
(iii) any toxic substance introduced into the deceased, 
as a direct result of the deceased's employment or 
occupation or in the course of one or more of the deceased's 
former employments or occupations. 

11 If a person dies while 
(a) detained in a correctional institution as defined in the Corrections Act or a jail, including a 
military guard room, remand centre, penitentiary, secure services facility as defined in the Child, 
Youth and Family Enhancement Act, facility or place designated as a place of open or secure 
custody pursuant to the Youth Criminal Justice Act (Canada), detention centre or a place where 
a person is held under a warrant of a judge, 
(b) a formal patient in any facility as defined by the Mental Health Act, or 



(c) an inmate or patient in any institution specified in the regulations, 
the person in charge of that institution, jail, facility or other place shall immediately notify a medical 
examiner. 

12 If a person dies while 

(a) committed to a correctional institution as defined in the Corrections Act or a jail, including a 
military guard room, remand centre, penitentiary, secure services facility as defined in the Child, 
Youth and Family Enhancement Act, facility or place designated as a place of open or secure 
custody pursuant to the Youth Criminal Justice Act (Canada), detention centre or a place where 
a person is held under a warrant of a judge, 
(b) a formal patient in any facility as defined by the Mental 
Health Act, or 
(c) an inmate or patient in any institution specified in the regulations, 

but while not on the premises or in actual custody of that facility or 
institution, jail or other place, the person in charge of that facility 
or institution, jail or other place, shall, immediately on receiving 
notice of the death, notify a medical examiner. 

I 
13 A director under the Child, Youth and Family Enhancement 
Act shall immediately notify a medical examiner of the death of 
any child under the director's guardianship or in the director's 
custody. 

Manitoba (The Fatality Inquiries Act C.C.S.M c F52): 

7(9) Subsection (5) applies to a death where 

(a) the deceased person died 

(i) as a result of an accident, 

(ii) by an act of suicide, negligenc1e or homicide, 

(iii) in an unexpected or unexplained manner, 

(iv) as a result of poisoning, 

(v) as a result of contracting a contagious disease that is a threat to public health, 

(vi) suddenly of unknown cause, 

(vii) during a pregnancy or during recovery from a pregnancy, 

(viii) while under anesthesia or v.lhile recovering from an anesthesia or within 10 days of 

a surgical operation performed upon the person, 

(ix) while in the custody of a peace officer, 

(x) as a result of 

(A) contracting a disease or condition, 

(8) sustaining an injury, or 

(e) ingesting a toxic substance, 

at the place of employment or former employment of the person, 

(xi) within 24 hours of admission of the person to a hospital, 

(xii) in a place, institution or facility that is prescribed or is of a class of place, institution 

or facility that is prescribed, or 



(xiii) in circumstances that are prescribed; 

(b) at the time of death, the deceased person 

(i) was not under the care of a duly qualified medical practitioner for the condition that 
brought on the death, or 

(ii) was a resident of an institution or care facility that is licensed, or is required by an 

Act of the legislature to be licensed, to operate as a residential institution or care 

facility; 

(c) the deceased person died while a resident in a correctional institution, jail, prison or military 

guardroom, in a psychriatic facility as defined in The Mental Health Act or in a developmental 

centre as defined in The Vulnerable Persons Living with a Mental Disability Act; or 

(d) the deceased person is a child. 

Nova Scotia (Fatality Investigation Act, Chapter 31 of the Acts of 2001): 

9 A person having knowledge of or reason to believe that a person has died under one of the following 

circumstances shall immediately notify a medical examiner or an investigator: 

(a) as a result of violence, accident or suicide; 

(b) unexpectedly when the person was in good health; 

(c) where the person was not under the care of a physician; 

(d) where the cause of death is undetermined; or 

(e) as the result of improper or suspected negligent treatment by a person. 2001, c. 31, s. 9. 

10 (1) Where a person dies while in a health-care facility and there is 
reason to believe that 

(a) the death occurred as the result of violence, suspected suicide or accident; 

(b) the death occurred as a result of suspected misadventure, negligence or accident on the part 
of the attending physician or staff; 

(c) the cause of death is undetermined; 

(d) a stillbirth or a neonatal death has occurred where maternal injury has occurred or is 

suspected either before admission or during delivery; or 

(e) the death occurred within ten days of an operative procedure or under initial induction, 

anaesthesia or the recovery from anaesthesia from that operative procedure, the person 

responsible for that facility shall immediately notify a medical examiner 

or an investigator. 

(2) Where a person is declared dead on arrival or dies in the emergency department of a health-care 

facility as a result of a circumstance referred to in subsection (1), the person responsible for that facility 

shall immediately notify a medical examiner or an investigator. 2001, c. 31, s. 10. 

11 (1) Where a person dies 

(a) while detained or in custody in a correctional institution such as a jail, penitentiary, guard 

room, remand centre, detention centre, youth facility, lock-up or any other place where a 

person is in custody or detention; 

(b) while an inmate who is in a hospital or a facility as defined in the Hospitals Act; 



(c) in an institution designated in the regulations; 

(d) while in the custody of the Minister of Community Services pursuant to the Children and 

Family Services Act; or 

(e) while detained by or in the custody of a peace officer or as a result of the use of force by a 

peace officer while on duty, the person in charge of that institution or the person detaining or 

having the custody of the deceased person shall immediately notify a medical examiner or an 
investigator. 

(2) Where a person dies while committed to a facility or institution set out in subsection (1) but while 

not on the premises or in actual custody, the person in charge of that facility or institution, jail or other 

place shall, immediately on receiving notice of the death, notify a medical examiner. 2001, c. 31, s. 11. 

12 Where a person dies as the result of 

(a) a disease or ill health; 

(b) an injury sustained by the person; or 

(c) a toxic substance introduced into the person, 

probably caused by or connected with the person's employment or occupation, the 

physician attending the deceased person at the time of that person's death shall 

immediately notify a medical examiner or an investigator. 2001, c. 31, s. 12. 



Appendix 0 



Cases by Medical Examiner from Jan 2009 to March 2016 
Medical examiner 2009 2010 2011 2012 2013 2014 2015 2016 All 
Avis 164 159 158 174 217 173 209 42 1296 
Denic 5 14 18 22 22 79 107 34 301" 
Hutton 33 40 50 27 11 0 0 0 161 
Westby 7 19 23 25 26 35 19 5 159 
Penney 13 18 17 23 13 15 9 0 108 
Smolarkiewicz 19 19 16 15 11 20 8 0 108 
Khan 27 33 12 25 7 1 0 0 105 
Baker 10 7 14 12 3 2 1 a 49 
Culleton 10 5 8 8 10 5 1 0 47 I 

Young 2 5 16 6 12 4 0 2 '47 
Aljerian 36 7 a 0 0 0 0 0 43 
Dankwa 5 5 6 5 3 4 4 0 32 
Barter 8 6 7 4 0 5 a 0 30 
51. Croix 8 13 7 a 1 0 1 0 30 
Abou-Said 7 14 0 1 0 0 0 a 22 
Lotter 2 1 1 2 2 6 2 0 16 
Bowen 1 3 3 1 2 1 3 1 15 
Haggie 2 6 0 0 1 0 0 0 9 
Luer, Andrew 0 a a 2 5 1 1 0 9 
EI-Dean. M. 0 0 0 1 0 2 1 0 4 
Irfan 1 0 0 1 1 a 0 1 4 
Sariya Dinesh 0 0 0 2 0 1 0 0 3' 
Shogan A. 0 a 0 1 0 2 a a 3 
ar"Rushdi 2 0 0 0 a 0 0 0 2 
Costello 1 0 1 0 0 0 0 0 2 
Dean-EI 0 a a 2 0 0 0 0 2 
deWet 1 0 0 0 0 a 1 0 2 
Gallagher, B 0 0 a a 1 1 0 0 2 
Somers, S. 0 a 0 1 1 0 0 0 2 
Anwar 0 0 0 1 a a 0 a 1 
Ballouk Fayez 0 0 a 0 1 0 0 0 1 
Brown, James 0 0 a 0 1 0 0 0 1 
Dalton 0 1 0 a 0 a 0 0 1 
Neil, Paul 0 a 0 1 0 0 0 0 1 
Missing 0 1 0 4 2 9 8 2 26 
All - -

364 376 357 366 353 366 375 87 2644 


