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Each year, about 230 000 residents of Canada die.1 In un
explained, unexpected or violent deaths, coroners or 
medical examiners are charged with determining why 

and how the person died.2 However, concerns have been raised 
about the quality of medicolegal investigation of deaths and the 
overall integrity of mortality statistics in Canada.1–3

Accurate classification of deaths and quality of reporting 
have important legal implications and widespread public health 
implications. Data from death certificates are included in provin
cial and national databases such as the Canadian Vital Statistics 
Death Database and the Canadian Coroner and Medical Exam
iner Database.1,4 Despite the importance of medicolegal investi
gation of deaths, there is no accreditation system for coroner or 
medical examiner offices, no national standards for the investi
gation or classification of death, no nationally recognized train
ing program or credentialing system for coroners and medical 
examiners, and no agreement on common outcome measures 
against which to evaluate performance. Systems vary substan
tially between jurisdictions, and no study has addressed whether 
variation affects the quality of reporting deaths.

In Canada, investigation of unexplained or unnatural deaths 
is a provincial or territorial responsibility. In six provinces, phys
icians appointed as coroners or medical examiners (forensic pa
thologists) have the statutory responsibility to investigate suspi
cious deaths and determine whether an autopsy is required; in 
some systems, these same physicians perform the autopsies.2 In 
the other jurisdictions, deaths are investigated by a coroner who 
is not a physician, and whose background varies but may in
clude law enforcement or nursing. The coroner decides whether 
an autopsy is necessary, and autopsies are performed by a pa
thologist. Not all jurisdictions require these pathologists to have 
additional forensic qualifications or training, however.2

Depending on the jurisdiction, 7%–45% of deaths are investi
gated annually and autopsy rates vary widely,1 which raises con
cerns about potential misclassification of deaths.3,5 Death certifi
cates provide valuable information on avoidable mortality and 
can inform public health policy.4 Assigning deaths as “undeter
mined” in cases of drug overdose, for example, because an in
vestigation or autopsy was not done, precludes efforts to prevent 
future deaths.5 There have been highprofile inquiries into mis
carriages of justice in Canada due to faulty forensic evidence.2 
Completion of death certificates varies between jurisdictions,1,3 
which makes comparison of mortality data difficult.1–3

Lack of an overarching national authority for investigation of 
deaths has contributed to varied provision of services across 
Canada, similar to the situation in the United States.6 Legislation 
differs between jurisdictions as to the caseselection criteria for 
investigation of death,1 and the qualifications of the person in 
charge of the investigation and performing the autopsy.2

In all systems, the final responsibility for certification of death 
lies with the coroner or medical examiner, not with the patholo
gist. The Royal College of Physicians and Surgeons of Canada 
has recognized forensic pathology as a subspecialty, and path
ways exist for physicians wishing to become forensic patholo
gists.2 However, coroners do not have access to nationally recog
nized training programs and credentials.2 We do not propose that 
coroner systems cannot function well; indeed, it is difficult to 
imagine another solution in the larger provinces and territories. 
Collaboration between pathologists and coroners, however, is 
key to the system’s quality, and all components of the system of 
investigating death must meet a common standard.

Limited resources underpin these problems. Funding per 
capita varies substantially by jurisdiction, which may affect 
decisionmaking around case selection and autopsies.3,6 Hav
ing few qualified personnel is a problem in remote areas.

Chief coroners and chief medical examiners from each prov
ince and territory meet annually. Although useful for the ex
change of ideas, this forum has no budget or lawful mandate to 
set and enforce standards.2 An overarching authority similar to 
that in the United Kingdom,7 whether newly created or through 
powers given to an existing body, is required to develop and 
oversee practice benchmarks, to implement nationally recognized 
training programs, to design a credentialing system and to put in 
place an accreditation system for agencies investigating death.
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