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      As Coroner of Madison County,
 

 

Stephen P. Nonn, D-ABMDI 

 And a member of the Law Enforcement 

community, it is my goal is to provide 

professional death investigations to 

determine the manner and cause in cases 

where the Coroner has jurisdiction and 

to provide critical services to surviving 

families with compassion and dignity. 

  This is accomplished with the most 

cost-effective methods available.    

  The statistics compiled for this annual 

report will provide the public, medical 

profession, and law enforcement 

agencies with beneficial information.   

If you have any questions regarding this 

office or any material contained in this 

report, please contact my office at any 

time. 

 
 

 

 



Illinois Coroner’s Creed 

Birth and death 
are the only two 
universal human 
experiences. 
 

Birth is the most important 

biological event in the life of any 
human being. If it does not occur, 
there is no being. If there is no 
person, no legal rights and duties 
arise, for the law relates to the rights 
and the duties of living people, no 
inanimate objects. 
 Death, on the other hand, is 
the most important legal event for all 
human beings. When it occurs, all 
legal rights and duties devolving 
upon the person during his life span 
in a civilized jurisdiction are 
terminated. All persons with whom 
the deceased had legal relations at 
that moment in time are also directly 
affected by the occurrence of death. 
Moreover, both the deceased and 
the survivors may be greatly affected 
legally by how death occurred, what 
actually happened, why it occurred, 
and precisely when it occurred. 
Above all who died must be 
absolutely determined, and where 
death occurred is positively required 
for jurisdiction over the descendent 
is based upon a geographical 
location. The law becomes extremely 
active when a person dies. Wealth is 
redistributed. Contacts are altered. A 
wrongful death may give rise to 
tortuous claims. Tax obligations are 
always present. Public social 
benefits and private insurance  
policies are paid. Criminal laws may 
be involved. Creditors must be 

satisfied, and debtors located. 
Spouse and children, heirs and next-
of-kin have their attachments 
rearranged. It is not surprising that 
for centuries the sovereign state has 
had an overriding interest in the 
death of its subject or citizens. The 
office of the Coroner, or the Office of 
the Medical Examiner, along with the 
state-licensed physician is legally 
charged with significant duties 
answering the pertinent questions 
relating to death: Who, Where, 
When, What, How, Why. Only when 
these questions have been 
answered correctly can all the proper 
legal issues arising at death be 
effectively handled for the proper 
administration of justice. 
 Although the legal aspects of 
death are most important, certainly 
the religious and humanitarian 
heritages of a civilized society also 
command a deep concern over the 
death of a human being. The 
spiritual faith in a religion as well as 
the humanitarian concern for a fellow 
human being demand correct 
answers to the questions of death: 
Who, Where, How, When and Why? 
Human death obligates the living to 
acquire accurate facts on which to 
apply just laws for each deceased 
member of the human race. 
 The obligation for proper 
death investigation is mandatory for 
legal and religious/humanitarian 
satisfactions in the human society. 
Let those responsible for death 
investigations take heed that they 
labor not only for the State, but also 
for God. 



 

INTRODUCTION 
 
The duties and responsibilities of the County Coroner are many and varied, but in 

essence can be described as the investigative arm of Madison County Government 
concerning deaths of an unexpected, violent or criminal nature. The main functions of 
this office include: 
 

 Respond to and investigate deaths that occur outside of hospital or clinical 
settings with such investigations including scene analysis, photography, 
sketching, witness interviews, body examination, and utilization of other 
forensic tests as indicated. 

 Convene coroner's inquest to determine cause and manner of deaths 
involving homicides, suicides, and accidents, natural and or unexplained and 
suspicious deaths. 

 Under mandate of law, investigate the death of any ward of the State of 
Illinois. 

 Operate and maintain the Madison County Morgue for the purpose of 
conducting scientific and forensic post-mortem examination of human 
remains and for holding of unidentified/unclaimed human remains pending 
disposition. 

 Maintain the property, monies, and personal effects of decedents processed 
through the coroner's office. 

 Conduct public and community education programs regarding topics such as: 
Drinking and Driving, Traffic Safety, Substance Abuse, and Crime/Death 
Scene Response. 

 Training and maintaining a cadre of reserve, volunteer deputy coroners for 
the management of disaster or mass casualty events.  

 To report to the State of Illinois all child deaths, boating fatalities, traffic 
fatalities, work-related fatalities.  

 Service of legal process when the Sheriff is party to a suit or when such 
process by the sheriff would be a conflict of interest.  

 Enforcement of Grave Robbery Act. As promulgated by Illinois Historical 
Preservation Agency per Illinois Compiled Statutes.  

 Issue Death Certificates and Cremation Permits 
 



 

The Madison County Coroner’s Office  
Serves as a bridge between the living and  
the dead. We give voice to the departed 

and, with all due diligence, strive to provide  
answers to the survivors. Utilizing the  

resources available by the application of  
science and under the principles of law we  

strive to assure that justice prevails for  
those deprived of our most precious  

possesion ---  

LIFE 



Types of deaths that must 
Be reported to the Coroner’s Office 
 
 

ATTENTION: 
 
 Physicians 

 Police Officers 

 Hospitals 

 Funeral Directors 

 Embalmers 

 Ambulance Attendants 

 Vital Statistics Registrars 

 Hospice Organizations 
 
 
 
 
 

The following information has been compiled for the purpose of 
acquainting individuals and organizations with the procedures to be 
followed when they come in contact with the types of deaths 
described in the following pages. 
 
Conformity with these procedures will prevent unnecessary delay and 
inconvenience to the family, friends, and those persons having any 
responsibility to and for the deceased. 
 
 
 
 
 
 
 
 
 
 
 

 

 



Notification in Case of Death by Violence of Suicide 
______________________________________________________________________________________ 

 

Any person who discovers the body or acquires the first knowledge of the death of any person who 
died as the result of criminal or other violent means, or by casualty, or by suicide, or suddenly 
when in apparent health, or in a suspicious or unusual manner, shall immediately notify the office 
of the Coroner of the known facts concerning the time, place, manner and circumstances of such 
death, and of any other information which is required by the Coroner. 
 
 

Notification by Hospital 
______________________________________________________________________________________________ 
 

Any person D.O.A. (Dead on Arrival) at hospitals, these cases are to be reported immediately, and 
no person shall, without an order from the Coroner, willfully touch, remove, disturb the body or 
disturb the clothing or any article upon or near such body.  This includes any death, which occurs 
within twenty-four hours after admission. 
 
 

Notification of Physician in Case of Death by Violence or Suicide 
______________________________________________________________________________________________ 
 

When a person dies as a result of criminal or other violent means, or by casualty, or by suicide, or 
suddenly when in apparent health, or in any suspicious or unusual manner, the physician called in 
attendance shall immediately notify the office of the Coroner of the known facts concerning the 
time, place, manner and circumstances of such death and if a request is made for cremation, the 
funeral director called in attendance shall immediately notify the Coroner. 
 
 

I. Accidental Deaths (All forms, including death arising from employment): 
1. Anesthetic Accident (Death on the operating table prior to recovery from anesthesia.) 
2. Blows or other forms of mechanical violence 
3. Crushed beneath falling objects 
4. Burns 
5. Cutting or stabbing 
6. Drowning (actual or suspected) 
7. Electric shock 
8. Explosion 
9. Exposure 
10. Firearms 

 
 
 
 
 
 
 



 
1. Fractures of bones (not pathological). Such cases are to be reported even when the 

fracture is not primarily responsible for the death.  All hip fractures, if patient dies within 
one year and one month is considered a Coroner’s Case and the Coroner must be 
notified. 

2. Falls 
3. Carbon Monoxide poisoning (resulting from natural gas, automobile exhaust or other) 
4. Hanging 
5. Heat Exhaustion 
6. Insulation (sunstroke) 
7. Poisoning (food poisoning, occupational or other) 
8. Strangulation 
9. Suffocation (foreign object in bronchi, by bed clothing or other means) 
10. Vehicular Accidents (automobile, street car, bus, railroad, motorcycle, bicycle or other) 

 
 

I. Homicidal Deaths 
 

II. Suicidal Deaths 
 

III. Abortions: Criminal or self-induced 
When the manner of death falls within the above classification, such death must be reported to the 
Coroner even though the survival period subsequent to onset is 12 months. 
 

IV. Sudden Deaths: When in apparent health in any suspicious or unusual 
manner including: 

 
1. Alcoholism 
2. Sudden death on the street, at home, in a public place, at place of employment 
3. Death under unknown circumstance whenever there are no witnesses or where little or 

no information can be elicited concerning the deceased person. Deaths of this type 
include those persons whose dead bodies are found in the open, in places of 
temporary shelter, or in their home under condition which offer no clues to the cause of 
death. 

 
 
 
 
 
 
 
 
 
 
 
 



1. Deaths which follow injuries sustained at place of employment whenever the 
circumstances surrounding such injury may ultimately be subject of investigation. 
Deaths of this classification include: Caisson disease (bends), industrial infections 
(anthrax, septicemia following wounds including gas bacillus infections, tetanus, etc.), 
silicosis, industrial poisonings (acids, alkalis, aniline, benzene, carbon monoxide, 
carbon tetrachloride, cyanogens, lead, nitrous fumes, etc.), contusions, abrasions, 
fractures, burns, (flames, chemical or electrical) received during employment which in 
the opinion of the attending physician are sufficiently important, either as the cause or 
contributing factor to the cause of death, to warrant certifying them on the death 
certificate. 

2. All stillborn infants where there is suspicion of illegal interference. 
3. Deaths of persons where the attending physician cannot be found or deaths of 

persons who have not been attended by a physician within two weeks prior to the date 
of death. 

4. All deaths occurring within 24 hours of admission to a hospital. 
5. All hip fractures, if the patient dies within one year and one month, will be a Coroner’s 

Case and the Coroner must be notified. 
6. All deaths in State institutions and all deaths of wards of the State in private care 

facilities or in programs funded by the Department of Mental Health and Development 
Disabilities or the Department of Children and Family Services shall be reported to the 
Coroner of the County in which the facility is located. If the Coroner has reason to 
believe that an investigation is needed to determined whether the death was caused 
by maltreatment or negligent care of the ward of the State, the Coroner may conduct a 
preliminary investigation of the circumstances of such death as in cases of death 
under circumstances set forth in the Illinois Compiled Statutes. 

7. Any death which occurs within Madison County and not at a hospital or nursing home 
facility (at any residence, employer, and/or public facility) will immediately be reported 
to the Coroner. 

 
 

I. Cremations: All deaths in Madison County where a cremation of the 
remains is to take place. 

 
 
 
 



 

 

2672

196

12 41 1 39 46

0

500

1000

1500

2000

2500

3000

NATURAL ACCIDENT HOMICIDE SUICIDE UNDETERMINED PENDING MISC

2021 Manners of Death



 

102

54

24

5

4

2

2

2

1

1

1

1

1

1

1

1

0 20 40 60 80 100 120

DRUG RELATED

FALL 

VEHICULAR

NATURAL DISASTER 

FIRE

WEATHER

ASPHYXIATION

POSITIONAL ASPHYXIATION

DROWNING

CHOKING 

DROWNING

SUFFOCATION

ASPIRATION PNEUMONIA

CHOKING 

ELECTROUCTION

PHYSICAL RESTRAINT

2021 Accidents 



 

8

3

1

2021 Homicides

Gunshot Wound

Stab Wounds

Vehicular



 

8

21

6

4

1 1

2021 Suicides

Hanging/Asphyxiation

Gunshot

Substance/Overdose

Stab/Cut

Drowning

Jump/Fall



MADISON COUNTY 
2021 OVERDOSE DEATHS 
 

TYPE of DRUG*                               # of Deaths 

Opioid Involved Overdose Deaths  

Fentanyl 19 

Fentanyl + Other Drugs (1 was Heroin) 14 

Fentanyl & Methamphetamine 33 

Fentanyl & Methamphetamine + Other Drugs 4 

Fentanyl & Cocaine + Other Drugs 5 

Prescription Opiates 2 

Other Opioids + Other Drugs 4 

Methadone & Hydrocodone 1 

Subtotal 82 

  

Non-opioid Involved Overdose Deaths  

Methamphetamine (Plus 1 Ethanol) 17 

Cocaine 7 

Other Drugs 10 

Subtotal 34 

2021 TOTAL 116 
 

*Overdoses by fentanyl derivatives have been combined under the heading of fentanyl. 

Seventeen of the deaths were still under investigation when this summary was prepared. 

 

 

71%

29%

Opioids vs. Non-opioids

Opioids - 82 Non-opioids - 34



 

In 2021, the fentanyl related overdose deaths accounted for 65% of all overdose deaths.  Methamphetamine 

related deaths increased by 86% in the past year. 

 

       
 

 

 

Ages  

Youngest  Infant 

Oldest 76 

Mean Average  42 

 

91%

9%

Race

White - 105 Black - 11

65%

35%

Gender

Male - 75 Female - 41
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Overdose deaths increased 32% in the past year, and 231% since 2009. 

                       Trend Data*   

 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 

Heroin 7 18 26 21 23 26 43 14 21 0 0 0 0 

Fentanyl 3 0 3 3 3 0 7 20 24 36 37 18 19 

Fentanyl/Heroin 0 0 0 0 0 0 0 7 11 6 3 0 1 

Fentanyl/Meth 0 0 0 0 0 0 0 7 4 16 14 18 37 

Fentanyl/Other 0 0 0 0 0 0 0 0 0 6 8 17 18 

Prescription Drugs 14 30 13 31 15 55 19 16 22 19 18 6 2 

Methadone 7 3 2 4 2 0 0 0 0 3 0 0 1 

Methamphetamine 0 0 0 2 0 0 0 1 1 6 6 11 17 

Cocaine 3 4 5 1 5 0 0 1 3 0 0 1 7 

Alcohol/Other 0 0 2 0 1 4 2 1 1 3 2 2 1 

Other 1 5 2 0 4 6 6 4 0 12 7 15 13 

TOTAL 35 60 53 62 53 91 77 71 87 107 95 88 116 

*In 2018 and 2019, cocaine was involved in several overdose deaths in combination with other drugs.  In 2020, heroin was 

involved in 2 overdose deaths in combination with other drugs; prescription drugs included several drug combinations; the 

other category includes 12 pending cases.  In 2021, heroin was involved in 1 overdose death. 

 

 

 

Data Source:  Madison County Coroner’s Office 

Compiled by:  Karen Tilashalski, Chestnut Health Systems 

For more information:  618-975-6614; KLTilashalski@chestnut.org

 

35

60
53

62
53

91

77
71

87

107

95
88

116

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

Years



 

            2021 
 

Madison County Coroner’s Office Staff  

 
 
 

Stephen P. Nonn, Madison County Coroner, D-ABMDI 
Kelly R. Rogers, Chief Deputy, D-ABMDI 

Shane P. Liley, Chief Investigator, F-ABMDI 
Diondra N. Horner, Senior Investigator, F-ABMDI 

Todd R. Ballard, Investigator, D-ABMDI 
Sakina T. Vernor, Investigator, F-ABMDI 

Kelsey M. Wofford, Investigator, F-ABMDI 

Christopher J. Hartman, Investigator, D-ABMDI 

Shelbi J. Nelsen, Investigator 
Kyle R. Burgess, Investigator 

Jackie M. Brooks, Administrative Aide 
*Chief Deputy Roger D. Smith (Retired 3/12/2021) 



 

 

In the commitment to maintain a high level of professional standards and skills 
competency, it has been my ongoing goal to assure that the career staff of investigators 
within the Madison County Coroner’s Office maintains certification with the American 
Board of Medicolegal Death Investigators.  The American Board of Medicolegal Death 
Investigators is not a fraternal club or association, but is the sole authority for testing the 
knowledge and skills of death investigators across the United States of America.  

The American Board of Medicolegal Death Investigators, Inc.SM (ABMDI) is a national, 
not-for-profit, independent professional certification board that has been established to 
promote the highest standards of practice for medicolegal death investigators.  

The American Board of Medicolegal Death Investigators will certify individuals who have 
the proven knowledge and skills necessary to perform medicolegal death investigations 
as set forth in Death Investigation: A Guide for the Scene Investigator published in 1999 
by the National Institutes of Justice. This is a voluntary certification program.  

The American Board of Medicolegal Death Investigators was created, designed, and 
developed by veteran, practicing medicolegal death investigators who have been 
involved in the development of Death Investigation: A Guide for the Scene Investigator. 
It will also assist the courts and public in evaluating competency of the certified 
individual.  

Purpose of the American Board of Medicolegal Death 
Investigators, Inc.SM  

 To enhance and maintain professional standards by evaluating knowledge, 
competency, and skills of medicolegal death investigators based on examination.  

 To administer objective and reliable examinations (basic and advanced) in the 
field of medicolegal death investigation.  

 To recognize qualified individuals who demonstrate mastery of basic and 
advanced skills and knowledge of medicolegal death investigation by granting 
certificates to those individuals who have met all application requirements and 
successfully completed rigorous examination  

 To recertify individuals every five years according to established recertification 
criteria including continuing education requirements to ensure that the individual 
is current in the field.  

 To encourage medicolegal death investigators to adhere to high standards of 
professional practice and ethical conduct when performing medicolegal death 
investigations.  

 To raise the level of professional competency in medicolegal death investigation 
by identifying appropriate training courses for professional development.  

 To maintain a publicly accessible listing of ABMDI certificants in good standing.  
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