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Executive Summary 

The objective of this project was to conduct a study of the needs and feasibility of establishing a 

state medical examiner’s office. The methodology included: a) surveys and interviews of more 

than 300 stakeholders; b) review of the relevant scientific and historical literature; c) interviews 

of coroners, medical examiners, and forensic pathologists; d) consultations with state agency 

leaders; e) review of quality assurance standards related to death investigation; and f) review of 

construction requirements for forensic facilities. 

The Indiana Coroners Training Board reported that in 2018 approximately 5,100 forensic 

autopsies were performed in the State of Indiana. Coroners are responsible for establishing 

service agreements with pathologists, as well as for autopsy facilities within their counties, 

neighboring counties or in other states. These autopsies were conducted in hospital morgues, 

coroner’s offices, universities, funeral homes, and in one case, a pole barn.  

In Indiana, forensic autopsies were performed by either clinical pathologists or board-certified 

forensic pathologists with the number of autopsies performed by each pathologist varying from 

just a few to over 800 in a single year. 

The variability in the number of autopsies performed by each pathologist presents a quality 

assurance issue given the national standard recommendation that limits the number performed by 

a pathologist to no more than 250 per year. Completion of an estimated 6,000 autopsies annually, 

in accord with national standards, would require the services of at least 24 board-certified 

forensic pathologists assuming an evenly distributed caseload. 

Another area of concern is the facilities in which some forensic autopsies are performed. 

National standards for autopsy facilities recommend the following features: a) controlled access; 

b) ample space and separation for staff; c) autopsy suites with ceiling to floor airflow with an air 

exchange rate of 12 per hour under negative pressure; d) sufficient body storage capacity; e) an s 

area for evidence processing; and f) consideration for Biosafety Level 3 operational capabilities. 

Outdated hospital morgues, funeral homes and pole barns rarely meet these criteria. 
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In Indiana, the scarcity of full-time board-certified forensic pathologists and the lack of facilities 

suitable for conducting proper forensic autopsies compromises the quality of medical legal death 

investigations and puts at risk the public health and safety of its citizens.  

The current system of independent county coroner offices costs Indiana taxpayers approximately 

$18,000,000 annually. 

Establishing a Postmortem Examination Commission in support of county coroners would 

mitigate existing deficiencies throughout the state by exploring options for making available; a) 

additional forensic pathologists; b) facilities suitable for performing forensic autopsies; and c) 

standardized practices for medicolegal death investigations. 

Cost estimates for facilities and staffing expansion options: 

a) The construction and staffing costs of a single centralized facility would be approximately 

$45,000,000 with recurring annual costs of $10,185,000. 

b) The construction and staffing costs of a five-facility regional system would be approximately 

$66,000,000 with recurring annual costs of $11,610,000. 
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Introduction 

Senate Enrolled Act No. 561 directed the Superintendent of the Indiana State Police Department 

in consultation with the Indiana State Coroners’ Association, Indiana Sheriff’s Association, and 

the Coroners’ Training Board to; a) study the feasibility of establishing a state medical examiner 

office and, if established; b) determine which state agency should administer the office. 

(Appendix A) 

The purpose of this report is to summarize the findings of the study in terms of the need and 

oversight for a Medical Examiner Office and relevant accreditation, certification, training 

standards, and under what circumstances medical examiner office services should be required.  

Methodology 

The methods used in this Medical Examiner Feasibility Study involved several interrelated 

activities including surveys and interviews of stakeholders (Appendix B), review of the scientific 

literature focused on medicolegal death investigation, tours of autopsy facilities, interviews of 

practicing coroners, medical examiners and forensic pathologists, consultation with state agency 

directors, review of the literature addressing the quality assurance standards associated with 

medicolegal death investigation, as well a review of construction requirements for forensic 

facilities. 

More than 300 stakeholders contributed information related to this study, helping to ensure that 

the study results are representative of a broad spectrum of views and opinions regarding 

medicolegal death investigations in the State of Indiana. 

History of Indiana Laws 

Four years after the end of the American Revolutionary War, the Congress created the Northwest 

Territory by enacting the Ordinance of 1787.  The ordinance established a government for the 

territory, including the land that would later become the State of Indiana. Section 7 of the 

ordinance directed the governor of the territory to “appoint such magistrates and other civil 

officers in each county necessary for the preservation of peace and good order”, which allowed 

for the appointment of coroners in the Indiana Territory.1 
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In 1816, constitutional delegates convened in Corydon to draft and submit Indiana’s first State 

Constitution. Article 4, Section 25 of the 1816 constitution states, “there shall be elected in each 

county, by the qualified electors thereof, one sheriff and one coroner”, in effect creating a 

constitutional requirement for the office of county coroner. 

A second Indiana Constitutional Convention convened in 1851 in the Hall of the House of 

Representatives to address issues involving both judicial and legislative matters. Included in the 

new constitution was Article 6, Section 2, a reiteration of the constitutional requirement for the 

election of a county coroner. 

Over time, several laws have been enacted in Indiana with respect to medicolegal death 

investigation.  The most relevant Indiana Codes (I.C.) include I.C. 36-2-14 (1852), the County 

Coroner, I.C. 4-23-6 (1959), the Commission on Forensic Science, I.C.4-23-6.5-3 (1994) the 

Indiana Coroners Training Board, and I.C. 10-11-11 (2019) the Office of Medical Studies at the 

direction of which this study was conducted. 

History of Coroner and Medical Examiners Systems 

Early British settlers in the colonies of North American brought with them the common laws of 

England including the coroner system, the purpose of which was to convene inquests after the 

notification of a death that occurred by violence or that was suffered in an untimely manner. 

Of the original 13 states, all of which had instituted the coroner system, Maryland was credited 

with the first appointed coroner, Thomas Baldridge in 16372. The earliest recorded “forensic-

like” autopsy was performed in Massachusetts in 1662 on 8-year-old Elizabeth Kelly who was 

allegedly “killed” by witch Goody Ayres3. 

In the early 19th century, medical professionals began to question the efficacy of death 

investigations utilizing the age-old coroner system that predated the Magna Carta of 1215, and 

often lacked medically trained participants. In 1860, the State of Maryland enacted the first law 

in the United States requiring that a physician participate in death investigations4. Massachusetts 

replaced lay coroners with physicians in 18775. 

Beginning in the 20th century, scientific and legislative bodies such as the National Academy of 

Science, the National Research Council, and the Commission on Uniform State Laws 
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recommended the use of physicians as medical examiners and the establishment of commissions 

to oversee the conduct of medicolegal death investigations. 

In 1954 the Uniform Law Commission published the Model Postmortem Examination Act. 

Under its guidelines, each state would establish a Postmortem Examinations Office headed by a 

trained pathologist with jurisdiction over postmortem examinations of a criminal nature. The 

office would function under the direction of a commission of disinterested persons familiar with 

the problems associated with postmortem inquiries. In the years immediately following the 

passage of the Model Postmortem Examinations Act, several states converted from a coroner to a 

medical examiner system6.  

Four years after the passage of the Model Postmortem Examination Act, the Indiana General 

Assembly enacted I.C. 4-23-6 establishing a Commission on Forensic Science consisting of five 

members appointed by the governor (Appendix C). The objectives of I.C. 4-23-6 was to promote 

scientific information and services in pathology, radiology, photography, psychiatry, dentistry, 

anthropology, and other forensic sciences. No records of the commission could be located, and it 

is no longer active. 

Since the 1990’s, there has been limited activity with respect to states with coroners converting 

to a medical examiner system. Possible reasons for the lull in activity are a lack of funding, 

advocacy, and political support, as well as the demedicalization of society7. 

Scientific Committee Recommendations 

In 2009, the National Research Council’s Committee on Identifying the Needs of the Forensic 

Science Community issued its report addressing the shortcomings within the forensic sciences 

including medicolegal death investigation.  The report made several recommendations directed 

toward medicolegal death investigation including the recommendation that; a) all medical 

examiners offices be accredited; b) all federal funding be restricted to accredited offices; and c) 

all forensic autopsies be performed by board-certified forensic pathologists certified by the 

American Board of Pathology. 

The Organization of Scientific Area Committees for Forensic Science (OSAC), a national 

organization, was created by Congress in 2014. The purpose of OSAC, which is still active, is to 

strengthen and increase the nation’s use of forensic science, including medicolegal death 
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investigation, by developing technically sound standards and protocols.  In 2019, OSAC issued 

its proposed standards for medicolegal death investigation which includes the stipulation that 

such death investigations and offices be free of undue influence by other agencies and 

recommended that all organizations conducting medicolegal death investigations be accredited. 

Present-Day Coroner and Medical Examiner Systems 

In the United States there are currently several different medicolegal systems in operation.  

Indiana is one of 14 county-based coroner system states.  The other 36 states function as either a 

centralized state medical examiner system, a county or district medical examiner system, or a 

combination of coroner and medical examiner systems8. 

In terms of oversight, 29 medicolegal death investigation systems in the United States are under 

the direction of a state health department or postmortem commission.  The systems in the other 

21 states are under the administration of offices of the attorney general, public safety, or 

university. One state medical examiner office is administered by a state police agency9. 

Accreditation and Certification 

Accreditation is a program that provides evidence that a system adheres to nationally recognized 

quality assurance standards. The purpose of accreditation programs, which are typically 

voluntary, is to promote the adoption of transparency, autonomy, uniformity, oversight, and peer 

review as an organization’s procedural guidelines. 

Certification is a program recognizing that an individual has demonstrated competency and 

continued proficiency in a particular field that adds confidence in the accuracy and reliability of 

the individual’s findings. Competency and proficiency are developed as a result of education, 

training, knowledge, and experience as evidenced by a formal testing process. 

There are three national organizations in the United States recognized for providing accreditation 

inspections and certification testing services in the field of medicolegal death investigation.  The 

National Association of Medical Examiners (NAME) has accredited 78 medical examiners 

offices10.  The International Association of Coroners and Medical Examiners (IACME) has 

issued 29 accreditations, most of which are for coroners’ offices11. The American Board of 
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Medicolegal Death Investigators (ABMDI) has certified more than 1,000 investigators 

nationwide12. 

Though not nationally recognized, Indiana Coroners Training Board provides 40 hours of basic 

training followed by 16 hours of annual continuing education to certify coroners and deputy 

coroners within the State of Indiana. 

There are no NAME or IACME accredited facilities, and only a few ABMDI certified 

investigators currently in the State of Indiana. 

Indiana 

The current population of Indiana is approximately 6,700,00013.  In 2019, a total of 66,000 

deaths were reported in Indiana14. Based on the estimate that as many as 20% of all deaths result 

in some level of medicolegal investigation15, the number of medicolegal death investigations 

could exceed 13,000 and the annual number of forensic autopsies could reach 6,000. Under the 

accreditation requirements for NAME, for the purposes of quality and safety, a forensic 

pathologist shall not perform more than 350 autopsies per year and a maximum of 250 is 

recommended16. Consequently, to perform an estimated 6,000 forensic autopsies annually, in 

accord with national standards, the services of at least 24 board-certified forensic pathologists 

would be required. 

Each county coroner in Indiana is responsible for establishing agreements with forensic 

pathologists to perform forensic autopsies. The arrangements vary from county-to-county and 

range from a formal contract to a “handshake”. The fees charged to county coroners by the 

pathologists are independently negotiated and differ based on the proffered services.  

Costs for autopsies ordered by private parties range from $2,500 to $5,00017. Autopsies ordered 

as part of a medicolegal death investigation cost county coroners between $850-$2,000 

depending on whether consultation and court testimony is included18. Performing the estimated 

6,000 forensic autopsies annually would cost Indiana counties a total of approximately 

$9,000,000. 

The annual per capita spending rate for coroner offices varies greatly across the state, ranging 

from $0.55-$7.00.  The statewide average is $2.73 per capita, with total estimated state spending 
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of approximately $18,000,00019.  Increasing the per capita spending rate to the recommended 

level of $4.5020 would result in an annual increase in available funding for the improvement of 

medicolegal death investigation by $14,000,000.  

Obstacles to Quality 

Variable numbers of forensic autopsies performed by individual pathologists:  

The Indiana Coroners Training Board reported in 2018 approximately 5,100 forensic autopsies 

were performed in the State of Indiana by either a clinical pathologist or a board-certified 

forensic pathologist21. There was considerable variation in the number of autopsies performed by 

each pathologist in a single year, ranging from a few to several hundred. The uneven distribution 

among Indiana pathologists regarding the number of autopsies performed is outside the bounds 

of national standards and reflects the scarcity of full-time forensic pathologists available to 

county coroners in Indiana. 

Ineffective communication:  

The lack of a sufficient number of forensic pathologists under contract to county coroners may 

result in uncertainty regarding pathologist availability, which may affect communication 

regarding case information, consultation, pretrial meetings, court testimony and cost. The result 

of a lack of effective communication is a paucity of collaboration, information sharing, and 

coordination of related activities, all of which are essential to effective medicolegal death 

investigations. 

Inadequate facilities: 

A recent survey of county coroners in Indiana reported that forensic autopsies were performed in 

a variety of facilities including hospital morgues, coroners’ offices, funeral homes, and in one 

case a pole barn. National standards for autopsy facilities recommend that forensic autopsies be 

conducted in laboratories under the following guidelines: a) controlled access; b) space and 

separation for both autopsy and administrative staff; c) autopsy suites with ceiling to floor 

airflow with an air exchange rate of 12 exchanges per hour under negative pressure; d) sufficient 

body storage capacity; e) a separate area for evidence processing; and f) consideration for 
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Biosafety Level 3 operational capabilities22. Outdated hospital morgues, funeral homes and pole 

barns rarely meet these criteria. 

Limited budgets: 

Nationally, many coroners, including those in Indiana, lack the funding for technologies such as 

CT Scanners, Low Dose X-Ray Scanner (LODOX), Rapid DNA Analyzers and Live Print 

scanners, all of which are important tools in present-day medicolegal death investigations. 

According to Dr. O’dell Owens, former president of the International Association of Coroners 

and Medical Examiners, “eighty-four percent of coroners say they want standards and 

certification, but they lack access to resources and training”23. 

Epidemics, pandemics, and mass casualty incidents: 

An epidemic is a disease that affects a large number of people within a population or region. A 

pandemic is an epidemic that has spread to multiple populations and regions. The opioid 

epidemic began in the 1990s and continues to this day. In the last decade, nearly 500,000 deaths 

in the United States were attributed to an opioid overdose of which 4,000 were individuals from 

Indiana24. These deaths resulted in an unexpected increase in the number of medicolegal 

investigations, forensic autopsies, and requests for toxicology testing. 

Indiana announced in March of 2020 the first COVID-19 case and the beginning of the 

pandemic. COVID-19 is responsible for the deaths of more than 13,000 Hoosiers and more than 

600,000 Americans25. Of added concern, is that the highest rate of laboratory-acquired 

infections, such as COVID-19, is believed to be found among autopsy workers22.  The COVID-

19 outbreak necessitated the revisiting of protocols for the conduct of autopsies where COVID-

19 is a possible factor. To protect these workers, some argue that moving forward new autopsy 

facilities should be built to function at Biosafety Level 3. 

A mass casualty incident is defined as “an event that overwhelms the local health care system, 

where the number of casualties exceeds the local resources and capabilities in a short period of 

time.”26 On April 15, 2021, a mass shooting occurred at a FedEx facility in Indianapolis killing 

nine and injuring seven others.  The impact of this event and others like it not only affect family 

members and the community, but it can also impact the coroner staff both emotionally and 
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physically due to nature of the work. A deputy coroner was quoted as saying, in reference to the 

shooting that “it was the most challenging thing that one of my senior staff had to do”27.  These 

types of incidents have the potential to essentially overwhelm and close-down the normal day to 

day operation of a coroner’s office. 

Conclusions 

Since the Model 1954 Postmortem Examinations Act was published, the medicolegal death 

investigation landscape in the United States has changed significantly as evidenced by the opioid 

epidemic, the COVID-19 pandemic, and an increase in the number of mass casualty incidents of 

a criminal nature. Today, county coroners in Indiana face the challenges posed by a scarcity of 

board-certified forensic pathologists and the lack of facilities suitable for properly conducting 

forensic autopsies. These deficiencies compromise the quality of medicolegal death 

investigations and potentially jeopardizes the public health and safety of the people of Indiana. 

“While good people can often make a poor system function, it is far better to institutionalize an 

optimal system that can survive poor people”28. 

Options 

1. Maintain the coroner system as it currently operates (county funded, independent contracts 

for pathology services and the use of facilities for autopsies). The annual recurring budget for 

this system is approximately $18,000,000. This equates to a per capita spending of $2.73. 

2. Establish a Postmortem Examinations Commission to support the county coroners. The 

duties of the commission would include: 

a) the creation of an Office of the State Medical Examiner; 

b) oversight of the Office of the State Medical Examiner; 

c) the establishment of uniform standards for medicolegal death investigations; 

d) provide for forensic pathology services where needed; 

e) establish effective interagency avenues of communication; and 

f) identification or construction of facilities suitable for performing quality forensic 

autopsies. 
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3. Create a single centralized medical examiner office/laboratory in the Indianapolis area to 

provide medicolegal death investigation services statewide. The construction and staffing 

costs for centralized office and laboratory are as follows: 

a) new construction cost estimate $45,000,000; 

b) annual facility operating cost estimate $780,000; 

c) personnel costs for 80 staff members estimate $9,405,000; and 

d) annual recurring cost estimate $10,185,000 (Appendix D). 

This option would require per capita spending of $3.00, which is an increase of $0.27 over 

the per capita spending of $2.73 for the current system. 

4. Create five strategically located regional medical examiners offices/laboratories to provide 

medicolegal death investigation services. The construction and staffing costs for five regional 

medical examiner facilities are as follows: 

a) new construction cost estimate $62,000,000; 

b) annual operating costs estimate $1,073,000; 

c) personnel costs for 111 staff members estimate $10,136,000; and 

d) annual recurring cost of $11,610,000 (Appendix D). 

This option would require per capita spending $3.13, which is an increase of $0.40 over the 

per capita spending of $2.73 for the current system. 

NOTE: Cost estimates are projections based on conducting 6,000 autopsies per year. 

Recommendations 

1. Establish Postmortem Examination Commission as noted in Option 2 above to address the 

forensic pathologist shortage, the suitability of autopsy facilities and the standardization of 

medicolegal death investigations. 

2. Adopt rules and procedures in compliance with the National Association of Medical 

Examiners Forensic Autopsy Performance Standards for circumstances requiring medical 

examiner investigation and autopsy (Appendix E). 

3. Adopt rules and procedures in compliance with the American Board of Medicolegal Death 

Investigators recommendations (Appendix F). 
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4. Add age, education, and criminal history requirements for the position of county coroner. 

5. Request that the Indiana Coroners Training Board complete a biennial survey of coroner 

office operational data. 
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