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            Foreword

            Chronicling the Soul along ‘the Permanent Way’

         

         ‘A ball through the heart might end my pain.’ I don’t know if those were the exact words spoken by Nathaniel Beatty, a twenty-six-year-old man who had been married for just two months in Kilmore West in 1861, not so very long before his wide-eyed bloated face broke the surface of the water in a well very close to his home; or if the cause of death was a broken heart. All we have to go on are the bald, prosaic facts and some rumours regarding an ‘unhappy union’.

         Equally I am not privy to the innermost workings of a certain John Treanor’s mind when he, having fallen asleep while working on a tall building some sixty feet up from the ground, and being rescued by two fellow workers, decided some time later to climb back onto the roof, thereby hastening his untimely demise. Not long afterwards, Treanor was discovered by a William Grimley, impaled by railing spikes through the bowels and chest, on an otherwise unremarkable evening in the small town of Monaghan in the first month of the year 1872.

         Did the gatekeeper of the Irish Northern Railway, his fallen body limp upon the tracks of ‘the Permanent Way’ (the name given to the railway track) yearn for that same ball of steel as the life ebbed from his body, the eyes turning in his head as he moaned: ‘Will no person lift me?’ before Ann Sheenan arrived to cradle his head, perhaps to recite the Act of Contrition into the dying man’s ear?

         Such postulations, obviously, must belong in the realm of speculation, for who can claim to begin to be familiar with the arterial complexities that map the inner republic of any human soul; particularly when the subject walked the earth almost a century and a half ago?

         The past, wrote William Faulkner, being far from irrelevant, is not even past. It seems pointless, even frivolous, to point this out in an age when vast armies once again are being massed in desert sands as they were in the days of Horace, Virgil and Ovid. But one could perhaps be forgiven for suggesting that society in the past twenty years or so, and nowhere more so than in Ireland, has become so taken 13with materialism and disposable culture that this inevitable, enduring truth has been, if not forgotten, then overlooked. Life changes but it does not change in the slightest. Perhaps even as I write, a broken-hearted soldier awaits someone to cradle his head, the ‘eyes turning in his head’, the sun, as it must, burning down upon this particular ‘permanent way’, another very familiar journey indeed. Except that, on this trip, the train doesn’t stop at Bundoran.

         But, if we accept this, however strained metaphor for the itinerary that is our lot, its never-meeting tracks stretching far into infinity, there can be no better guide for us than the extraordinary character that is William Charles Waddell, whose life’s work within these pages is compiled and further investigated by Michelle McCann, who brings a modern sensibility to bear on some of his findings.

         I cannot praise this book highly enough. And I think it would be a great pity if it were to be perceived as some workmanlike exercise in a purely local history, of which there are many. All of them valid in their own way. For surely, as Patrick Kavanagh, a better man than ever I’ll be, pointed out – all history must be local.

         Inevitably, Melancholy Madness concerns itself with the habits and mores of the latter part of the nineteenth century. But more than anything, I think of it as a fabulous detective story, with more than a whiff of fogbound chilling Gothic. It is as though Edgar Allan Poe, Charles Maturin, Arthur Conan Doyle and a number of their more modern counterparts (such as Cracker played by Robbie Coltrane, for example), had joined forces to produce from a necronomicon of old, an enduring, entertaining, incisive illumination of human behaviour which happens to be set in Co. Monaghan, in the exotically named townlands of Tydavnet, Aghabog, Clontibret, Latton and Lacken.

         For that is what one gleans as chapter after chapter unfolds this feeling of exoticism, of life lived in some faraway place that is vaguely troubling, familiar, a country one has visited in a half-forgotten dream. Except that when you’ve finished the book, you feel you know it inside out, which of course you do, as you ought to, because you’ve been reading about yourself. You look into the mirror one day to see 14your great-grandfather looking back out, into the future and out of the past, in the words recorded by William Waddell every day of his thirty-two years in the county.

         In the strict scheme of things, William Waddell wasn’t a detective, even if that’s how he appears to me, tentatively shining his pencil of light as he cautiously negotiates the Monaghan darkness, our innermost longings that lie swathed in shadow. Whenever death had occurred, it was his job to hold an inquest to determine its cause. To this end he would work with police, clergy, physicians and grieving relatives, interviewing witnesses, ordering autopsies and samples of tissue for analysis, as well as organising juries to evaluate the evidence.

         In all, William Charles Waddell investigated the circumstances surrounding the deaths of almost 900 persons who perished in nineteenth-century Co. Monaghan, recording his findings and experiences in a most remarkable casebook, which Michelle McCann has drawn on, thereby in her own right creating yet another remarkable work which ought to be required reading not only for students of the period but for anyone interested in human behaviour and the mysteries that attend this journey we make, from the beginning to the end, to the end of the beginning, from A to Z along this ‘permanent way’.

         The material is magnificently organised, broken up into a series of immensely readable chapters, each dealing with a particular aspect of Waddell’s work – whether infanticide, suicide, dangers in the home, death by misadventure, strange and unusual occurrences, etc.

         Time and again one uncovers little nuggets: the book can be read in sequence or viewed as an eccentric ‘lucky dip’ in which yet another aspect of social and psychological behaviour is revealed. For many years I had been fascinated by the story of ‘the Sleepwalking Nun’, which was current when I was a student in Monaghan, and apparently, still is. Where did it come from I would wonder and why in this particular form? Its raison d’être is simply and concisely explained here and one’s heart cannot but go out to the unfortunate sister herself and the generous, protective souls who dreamed up the tale as a means of protection, both for her and the community.15

         I’m not going to tell you any more about them here. You’ll have to read the book to find out for yourself.

         Michelle McCann has done us all a great service in discovering William Waddell’s casebook – I had certainly never heard of it before – and employing her fine sense of editing and scholarship in distilling the material within to present it to the general reader.

         Melancholy Madness is Robert Louis Stevenson with a dash of Rosa Mulholland. It is James Clarence Mangan with a goodly portion of Patrick Kavanagh. It is Charles Kickham with Charles Maturin. The Hungry Grass bleeds into The Hound of the Baskervilles. It is entertaining, erudite and perceptive. It is scholarly and wise, accurate and fastidious; and many other things I don’t have the time to name.

         But, more than anything, it is a work of love for a place and the people who make it unique, whose private history more than deserves to be written. Within these pages, it most certainly has been, with a rare and commendable eloquence.

          

         Patrick McCabe
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            Introduction

         

         This book began as my imagination and interest peaked having read through, over and over, the catalogue of sad tales of death recorded by coroner William Charles Waddell. While contemplating just exactly how these tales might be presented for others to read, one of the darkest days in history took place: 11 September 2001. It was then that I was again reminded of the significance of the last moments of life. It is the stories leading up to that moment, those details included in a coroner’s inquest, that are the most poignant for those left behind. The need for these facts is an ontological curiosity that we all share. It is more than the wanting and needing to understand how death occurred – particularly in sudden, unusual, unexplained or suspicious ways – it is a quest for answers to help us understand our own lives and, under some unfortunate circumstances, to get justice for the dead.

         I called this book Melancholy Madness, having read one particular inquest, that of a young woman named Jane Divine. The only facts recorded in the brief account of her death were that she was twenty-two-years-old, a servant to James Fiddes, Esq. and that she was in a physically weak state due to English Cholera, which, when combined with her inherited trait of ‘melancholy madness’, accounted for her drowning herself in Holywood lake. I was stunned. What was this melancholy madness that she suffered from? My first inclination was to define her medically, clinically. She suffered from depression. But what were the factors contributing to this state of mind, those which drove her to commit suicide? Was it truly mental illness or a chemical imbalance – as we classify such persons today – or rather, were there other possible reasons for her fateful decision?

         I became a sociologist, a historian. I knew that women in Victorian times were considered biologically inferior to men, unable to handle such issues as love affairs, spousal arguments, grief and ultimately 17‘emotions’. Further research showed that servants were often subjected to the unwanted attentions of the master and his other male visitors and were usually isolated from friends and family. Now I became a detective for the dead, the buried, the forgotten. The possibilities for her suicide became endless and Jane Divine weighed heavily on my mind. I found myself creating scenarios, piecing together the few details of her inquest with academic research, information from novels of the time and my own creations of what happened that fateful day in 1872. I was hooked.

         William Charles Waddell, Esq, was a man whose life was dedicated to recording and investigating death. He had the unfortunate task of working as a coroner during the Great Famine; he watched the massive population decline due to emigration and ultimately saw the darkest effects that these events had on those persons who remained in the country. Waddell was on the front-line of brutality, viewing and inspecting the bodies of murdered infants; the bruises and open wounds of wives beaten to death; men murdered in passionate rages, hit in the head with rocks, slaughtered with knives or cut down with guns. He also visited the homes where death occurred under suspicious circumstances, within families, where it was likely that the murderer was interviewed and stared Waddell in the face while telling their fabricated tale of the last moments of their victim’s demise.

         These were tumultuous times in a country that saw much death, sadness and trouble. Waddell’s casebook is a valuable collection of stories from a county, but more so of the country. These atrocities did not just happen in Co. Monaghan, they were occurring all over Ireland. This collection is special because it is an uninterrupted record of his travels, from townland to townland, mangled corpse to breathless body. It tells not only the stories of death, but the life and experiences of a nineteenth century Irish coroner.

         Cataloguing and investigating death is an unusual task and was even more so in a time before formal protection and preservation of the corpse; when the general populace adhered to strict customs and rituals of waking and burial; and when there was disharmony between 18the law and the public, who distrusted this intrusion of their privacy in their time of mourning. However, we can now gain much remarkable information from these inquests about how people lived – their diet, clothing, chores and duties in the home, work on the railway and in the mills, alcohol consumption, social activities, marriage patterns, family strife and violence, games played by children, religious and political activities, the treatments, herbs and medicines given to the sick and dying and old names for locations within the county.

         When reading Melancholy Madness, my hope is that readers will be intrigued by the facts presented but will also gain more understanding about the lives and deaths of the people in these pages. Some of you may find some new insight into understanding your own Irish ancestors and may remember a whispered story or secret, that, although dismissed, may now be revisited and reconsidered as a version of the truth. And for those who just like a good mystery or murder novel, take these facts presented in the coroner’s casebook and develop your own theories as to why some of these unfortunate souls went to a world beyond ours – from time to eternity.

          

         Michelle McGoff-McCann
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            Chapter One

            The Coroner and His Casebook

Inquests, Investigations and Autopsy

         

         
            ‘You see,’ he explained, ‘I consider that a man’s brain originally is like a little empty attic, and you have to stock it with such furniture as you choose. A fool takes in all the lumber of every sort that he comes across, so that the knowledge which might be useful to him gets crowded out, or at best is jumbled up with a lot of other things so that he has a difficulty in laying his hands upon it. Now the skilful workman is very careful indeed as to what he takes into his brain-attic.’

            Sir Arthur Conan Doyle, A Study in Scarlet

         

         The Casebook of Coroner William Charles Waddell is an exceptional collection of historical information capturing the circumstances surrounding the death of almost 900 persons who perished in nineteenth-century Co. Monaghan. By examining this text, we are able to get a clearer picture of both life in post-famine Ireland as well as the duties and responsibilities of the coroner. Waddell was not a medical man, but a gentleman acting as an investigator, solicitor and judge. Working with police, clergy, physicians and grieving relatives, he held a formal investigation to determine the cause of death of the deceased and considered the possibility of guilt or liability of a suspect who may have contributed to the final moments of the deceased. Waddell was responsible for interviewing witnesses, ordering post-mortem examinations as well as organising juries to evaluate the evidence. Autopsies conducted by country doctors were often mere observations of the dead corpse, or crude and quick dissections. Depending upon 20the state of the body, many cadavers must have been quite gruesome to onlookers – regardless of their years of experience.

         The cases covered in the coroner’s career and the procedures by which Waddell obtained a cause of death help to create a profile of the man as well as a window into the procedures and reactions of those who contributed to gaining justice and closure for the deceased and their families.

         Death Investigation

         W. C. Waddell and the Office of Coroner in Ireland

         The role of the modern coroner is to inquire into the circumstances of sudden, unexplained, unnatural and suspicious death. A coroner is an independent office holder with responsibility under the law for the medico-legal investigation into such deaths.1 It requires an evaluation of forensic information, such as autopsy or special analysis of organs and tissues, in addition to the testimony of witnesses with information, all of which can help reach a verdict. Although the coroner is often the first public official to hold a formal investigation into a death, contrary to public perception, he is not permitted to consider civil or criminal liability, let alone to determine such matters.2 He must simply establish facts. Without the coroner, public suspicion and doubt might be cast on every death that required further investigation by a judicial or public enforcement authority. The coroner’s role, by its very nature, protects the integrity of the deceased and in many cases, spares the relatives the pain of public mistrust and uncertainty.

         The first coroner in Ireland is believed to have been appointed in the thirteenth century. Initially, the office was founded to limit the powers of the royal sheriff whose additional activities as a financial and judicial official had caused great resentment in and around Dublin.3 By appointing a coroner, the sheriff would not be able to make as much money in the preliminary procedures prior to going to trial. Not only was the office of coroner created to limit one person’s ability to profit from the investigation surrounding death, but also to uncover 21the truth. If a person were to profit greatly from say, a murder investigation, an inquest and a criminal trial, such as in the case of the royal sheriff, it is likely there would be more cases recorded and an increased possibility of corruption.

         Over the centuries, reforms were made to maintain the integrity of the office. By the nineteenth century, although changes were made, corruption and extortion did exist. At a time when liability might be considered by the coroner and his jury, suspects contributing to the death could be held for an indefinite time in local jails until petty and assizes juries might consider more evidence. Coroners could be pressured by the local political climate and sway a jury towards a predetermined verdict. Salary and travelling expenses were increased, but some offices around Ireland had fallen into disrepute. It was during this time, from 1829 and 1908, that nine acts dealing specifically with the office of coroner were passed.4 The coroner was now empowered to order the performance of a post-mortem examination and to summon a qualified medical practitioner to attend an inquest for the purpose of providing a more accurate, expert and credible opinion into the cause of death.5 With the Coroner’s Act of 1846, coroners’ districts were defined in each county in Ireland in an attempt to cover each area of the country as completely as possible. At a time when communications and transport were limited, when news travelled by word of mouth and horse and cart, these districts were designed to ensure proper coverage.

         William Charles Waddell, Esq., was appointed to the office of coroner on 24 April 1846. Not only was he starting his career as the only coroner for the entire county, it was also the early years of the Great Famine in Ireland. Soon realising that an impossible task had been set before him, he appealed to the county for the appointment of a second coroner to cover the southern region of Monaghan. Hugh Swanzy, Esq., was chosen for the position and working out of Castleblayney, covered the southern half of Co. Monaghan. Waddell’s region is most easily described as the northern half of Co. Monaghan, where he was to carry out his duties of investigating, recording and determining the cause of unnatural, sudden and suspicious deaths.6 22

         Waddell lived in the townland of Lisnaveane in the parish of Tullycorbet, a landholding of almost fifty acres, where he rented to several tenants.7 He was born in 1798 as one of five children of James Waddell and Susanna Hope and his family was well-known in Co. Monaghan. William’s grandfather, Alexander Waddell was a leader of the Volunteers and his brother, Hope Waddell, was a noted Presbyterian missionary and scholar.8 W. C. Waddell was also a devout Presbyterian. It is likely he was selected to become coroner owing to his reputation as a gentleman, as well as for being a large landholder who resided within the district to be covered. It was not until the latter part of the century that the coroner was required to be a physician, barrister or solicitor. Therefore Waddell was considered a man who could be relied upon to faithfully attend the cases presented before him and to see that a proper verdict of death was reached.

         He kept a casebook which he maintained in three volumes that spanned his thirty-two-year career from 1846 to 1878. Volume one (1846–1855) covering 408 deaths in Co. Monaghan during the famine, is now missing.9 Volume two, containing 861 inquests and inquiries into death from January 1856 to March 1876, is the casebook referred to throughout Melancholy Madness.10 Volume three covered the brief period from April 1876 until a few months before Waddell’s death in 1878. This volume is presumed missing or destroyed.

         The inquests recorded in Waddell’s casebook follow a particular format. Except for those entries in his casebook that are mere inquiries – notes taken to record a notice of death or a short investigation when an inquest was not deemed necessary – all the inquests are numbered.11 An inquest is given two numbers, for example 4.290 or 4 (290). The first number (i.e. 4) is the number given to the inquest to distinguish it from one assizes to another. When an assizes was held, Waddell would submit his expenses for the inquests to the grand jury for receipt of his salary and reimbursement. The second number (i.e. 290) is the number of the inquest in relation to the entire book – a running total. In the margins of the book, at the side of each inquest, he recorded costs incurred for each. He kept careful record 23of various expenses that ranged from grave-digger’s fees to expenses for chemical analysis. It was vital for Waddell to keep accurate records in order to keep track of his expenses, fees and payments and he offered details under certain circumstances to justify the costs. The beginning of each inquest verifies the identity of the body, where the inquest took place and on what date. For example, ‘In the townland of Cooldarragh in the parish of Drumsnat, an inquest was held on view of the body of Philip Coyle’. Next, the depositions of witnesses who provided information as to the events surrounding the death are recorded. These persons were usually relatives, neighbours, physicians and anyone with additional evidence. At the end of each inquest, a verdict of death was determined. For example: ‘The verdict was death from apoplexy accelerated by previous habits of intoxication and a free indulgence of spirits.’12

         
            
[image: ]Page from the coroner’s casebook. Each inquest was recorded and numbered with various expenses such as gravediggers’ fees and miles travelled, written along the margin.

            

         

         24Carrying out the duties of the office of coroner was challenging, burdensome and sometimes exhausting for Waddell. Throughout his thirty-two-year career as coroner he investigated and organised inquests into the deaths of over 1,300 persons. His job was not an easy one. Viewing abandoned infants left by the roadside, their bodies half-scavenged by animals or the bloated bodies of the unfortunate and disturbed floating in canals and rivers are images not easily erased from the mind and memory. Besides viewing the lifeless shells of the destitute and starving, the poor and uneducated, the political and the religious, the educated and gentrified, old and young, grandparents and babies, as well as the victims and their violators, the duties of the coroner can more accurately be described as ‘services for the living’. One might imagine the importance of his presence when investigating the sudden death of a young woman dying in childbirth with her sobbing family standing around her body asking the doctors and coroner, ‘What went wrong?’ When investigating the circumstances surrounding a possible political murder, he might be confronted by an angry mob demanding to know if the deceased met his fate at the hands of foul play and who might be considered a suspect. Doctors and jury members were not always eager to participate and some high profile cases, such as the murder of an Orangeman or Fenian, required a strict adherence to procedure without allowing tempers and political beliefs to influence proceedings. Ultimately, when the coroner embarked upon an inquest, he travelled in a wake of doubt, suspicion and caution; yet by maintaining order and strict professionalism, an accurate verdict of death might be reached, instilling confidence in the public and allowing the living and the dead to rest in peace

         Conducting an Inquest

         Responsibility to a Curious and Suspicious Public

         The duty of a coroner is to uncover the truth about the circumstances concerning the death of the deceased in cases of unnatural, suspicious or sudden death. The coroner must ensure that all the facts are ‘fully, 25fairly and fearlessly investigated’.13 He or she must determine: 1. the identity of the deceased; 2. the place of death; 3. time of death; and 4. how the deceased came by his death. These four objectives can best be remembered by asking ‘who? where? when? and how?’ The necessity of answering these four questions has remained the same throughout the past century. Of course, the ability to determine an exact time of death has become more accurate over the past two centuries as modern forensic techniques developed. Determining how a person died has become more precise with the development of new techniques in criminal investigation and forensic science.

         Inquests are inquiries conducted by the coroner, with or without a jury, where the facts surrounding a death are evaluated and a verdict as to the cause of death is determined. Its purpose is to establish the facts and place those facts on public record.14 A contemporary coroner is first informed of the death by police and then makes arrangements for the body to be sent for a post-mortem examination. Depending upon the circumstances of the death, an inquest might not take place for several weeks or months. More than a century earlier, Waddell would have been informed of a sudden or suspicious death by the local constabulary immediately or as soon as possible. Having been notified, he had two days to hold an inquest. This was a short amount of time especially in complicated cases, such as suspicion of murder. If he failed to do so, any two local magistrates in the district could conduct the inquest themselves. In complicated cases, Waddell might begin an inquest for the purposes of having the body examined, laying it to rest and then adjourning until a later time as evidence and witnesses were gathered.

         An inquest had to be initiated within two days of death primarily owing to the strict adherence to Irish traditional rituals of waking and burying the dead. Some practices regarding the dead are believed to go back as far as the megalithic age. Customs involved washing and preparing the body and lying the deceased in a coffin or bed or ‘waking’ table (which was usually the kitchen table). This was followed by visiting relatives, friends and neighbours coming to the 26home to pay their respects. Contrary to the serious nature of such an event, wakes were more like parties. A good wake was one to be remembered, and involved storytelling, drinking, dancing and games played in celebration of the deceased’s life. It was important not to leave the body alone in case the spirit had not yet left it. A code of behaviour was carefully executed when removing the dead from the house in procession to the graveyard for burial. Such rituals as bringing the body out of the house ‘feet-first’ and turning over the chairs, table or bed where the body had lain were important so as to avoid another death. This particular belief was prevalent in Ulster and any shortcuts taken or interruptions in such tradition were believed to be a sign that another death would occur shortly after.15 With such superstitious practices surrounding a dead body, an investigation such as an inquest conducted by a coroner and a jury comprising strangers would have been regarded with suspicion. On more than one occasion Waddell would have met resistance. In fact, in one instance he was driven from the scene of the inquest. He warned those present that they would be committing an offence by not allowing him to hold the inquiry and perform his duties. It was said that they arrived at his residence the next day, begged his forgiveness and assured him they would participate in the inquiry.16

         With preliminary information from the constabulary, the coroner proceeded to the location of the body and interviewed witnesses to determine the cause of death and if an inquest should be held. If Waddell deemed an inquest necessary, he informed the sub-inspector of police in the district to summon a sufficient number of persons to attend and be sworn as jurors. Jurors were selected from a list of residents in the district who paid not less than £4 annually to the relief of the poor and were householders residing in the county. It was the coroner’s duty to issue summonses to every witness required to be present.

         A post-mortem examination was not always required and it was Waddell’s responsibility to assess this. Autopsies were carried out by local country doctors but any further tests, specifically chemical analysis, 27tissues and fluids were sent to Belfast. Professor John Hodges of Queen’s University (1815–1899) conducted all toxicology tests for Waddell during his years as the coroner. Hodges was educated at Trinity College, Dublin, Glasgow University and the University of Giessen in Germany. He was a lecturer in Medical Jurisprudence at Queen’s University in Belfast and was dedicated to the science of chemistry. He analysed the samples requiring the detection of metallic and non-metallic poison, usually when murder by such was suspected.17

         When an inquest begins, it is run in a format similar to that of a court trial with the coroner reigning as the judge with a jury who listen to the evidence. In our contemporary society, criminal and civil liability is not determined in this court. However, in the nineteenth century, not only could Waddell’s verdicts be used later at petty and assizes courts to prove liability but he was also able to remand suspects to jail in suspicious cases until a verdict of death had been reached. Over the years, owing to many cases of improper imprisonment and lack of evidence, this practice was abandoned. The only issue decided upon in the coroner’s court today is the cause of death. Once the verdict is reached in the coroner’s court, it is then up to the family members (regarding civil liability) or the justice and criminal system to prosecute any persons suspected of causing or bringing about the death of the deceased.

         ‘An inquest is a public forum to find out how someone died, but has another purpose as well – to allay public suspicion. It is for the dignity of the person themselves and for the entire society, so they don’t think anything is covered up,’ says Dr Martin Watters, MD of Emyvale. Watters is the acting coroner for the northern region of Co. Monaghan, the same position and territory as W .C. Waddell one hundred and sixty years earlier. The current caseload in the district of North Monaghan of between thirty to forty cases per year matches that of Waddell between the years 1856 and 1876.

         Dr Watters explains that he conducts his inquests either in his office in Emyvale or at the courthouse in Monaghan town. ‘Some people think because the inquests are held here in Emyvale in the 28evening time after normal business hours this is secretive and adds an element of mystery … but really it’s for the convenience of the participants.’ Inquests are held after 5p.m. in the evening. Most persons work between 9a.m. and 5p.m. and evening hours are more suitable for those people attending. During the nineteenth century, Waddell held inquests at any time of day or evening depending upon what time he arrived on the scene and how quickly medical examination could be made and witnesses and a jury gathered. The inquest was most often held in a local residence in the townland where the body was at the time of death, sometimes in a public office or building or else it took place at the Monaghan courthouse. The courthouse was often convenient for various reasons such as travel for participants, more space to accommodate a larger crowd, or in some high profile cases, a suspect was remanded in the jail pending the outcome of the inquest and a criminal trial.

         Investigating Death at State Institutions

         Similar in scope to today’s cases, the general public viewed inquests and the duties surrounding the coroner’s office with a watchful eye. These were deaths that required further explanation and many had a possibility of foul play. When a death of unnatural, suspicious or sudden nature occurred at a public facility, such as the jail, asylum or workhouse, the coroner was occasionally requested to attend and investigate. Prisoners at the jail most often died from disease and if the coroner was brought in, these deaths might be regarded as suspicious. Such an inquest was conducted to determine whether the prisoner ‘died by the ill usage of the gaoler’. There are only a handful of inquests from the Monaghan jail. The first is recorded in 1856 and the last in July 1868.

         From the Poorhouse to the Jail: Death Behind Bars 

         The Death of William Harvison, Monaghan Jail, February 1867

         William Harvison was a pauper in the Monaghan Poorhouse. During his stay there it became clear that his violent nature was a danger 29to others. He was uncontrollable and a local magistrate was contacted to have him removed to the Monaghan jail. John Temple, the attending doctor at the jail, told the coroner that William Harvison had been admitted on 7 February 1867 as a dangerous lunatic for further examination. Having observed his behaviour for six days, he was committed as an inmate.

         The evening after William’s committal to the jail, turnkey James Campbell saw the new prisoner eating his supper heartily and in good health. Within ten minutes, while sitting on a bench in his cell, William apparently keeled over and never spoke again. Campbell told the coroner that ‘he’d returned and found the prisoner lying on the floor of his room quite dead’. With no other information presented or evidence contradicting the turnkey, the inquest into the death of William Harvison was concluded. The verdict reached was death from natural causes.18

         Another institution surrounded by great suspicion was the Monaghan District Lunatic Asylum. From the time of its opening in 1869, many persons entered its walls only to exit in a casket. The coroner attended the asylum quite regularly to investigate the deaths occurring there. Asylums, which will be discussed in more detail in chapter 3, were considered to be places of disgrace and shame and were filled with disease. In fact, in 1875 Waddell conducted a record 71 inquests – the majority were just inquiries recording a visit to the asylum. Most of the entries in the casebook for the asylum that year were just a record, documenting only the death:

         
            On this 2nd day of November 1875, [I] attended at Monaghan Asylum to enquire into the death of Catherine Dobson, an inmate of the said asylum from 4 August 1869 to this day, being 6 years and 3 months and the period of her illness previous to her disease was 2 years and the cause of her death. Disease of the kidneys and the heart.

         

         When disease was not believed to be the cause of death, more detail 30was required with respect to the manner in which the body was found and the nature of the illness of the patient. Again, something similar to ‘death by ill usage by the gaoler’ would need to be determined or ruled out when conducting an inquest at the asylum.

         Suffocating in the Sheets?

         The Death of Thomas McCormick, Monaghan Asylum, January 1871

         Dr John Robertson first received Thomas McCormick as a patient into the lunatic asylum on 16 June 1869. He was suffering from epilepsy. The doctor attended him daily over the next six months but Thomas was becoming worse. One morning in January 1871, Dr Robertson got word that one of the attendants heard Thomas in a fit. The attendant, Edward Cosgrove, went to the patient and attended to him until the fit passed off. He then settled the man comfortably before leaving.

         The next morning at 7a.m., Cosgrove opened the door of the room and found Thomas lying on his face and dead. Dr Robertson deposed, ‘Frequently epileptic patients when in a fit turn on their face and begin turning the bed clothes. That is what happened in this case, and the attendant settled the clothes and made deceased comfortable. I consider he had a fit between the one in the night and being found dead at 7a.m.’

         Edward Cosgrove, the attendant to Thomas McCormick, explained how at 2 o’clock in the morning before the death he heard the patient having a fit. Cosgrove went in, ‘I settled the bed clothes and then left having fulfilled my instructions.’ Joseph Brown, an assistant attendant, was also present during Thomas’ epileptic fit. He said, ‘We found him lying partly out of bed and put him back into it. We settled his bed clothes comfortably and then left, the fit being over.’

         Cosgrove added, ‘I attended him as carefully as if he had been my Father.’

         The jury seeing no cause to believe there was any foul play or any evidence, concluded that death resulted from suffocation from having turned on his face during an epileptic fit ‘to which he had long been subject’. Thomas McCormick was 40 years of age.19

         31When death occurred at a county workhouse, depending upon the circumstances, it was of little consequence. Only three such inquests were recorded in the twenty-year time span of volume two of the coroner’s casebook. Since the workhouse was an institution that an adult person could voluntarily leave, unlike the jail or asylum where they were confined until released, it might be assumed that less suspicion followed these deaths. Many in the workhouse were destined to die within its walls. Such institutions were disease-ridden and it was likely that many who entered would not return. These were the poor, unwanted and the destitute who found some relief either temporarily or permanently. It is apparent in each of the poorhouse inquests, that the deceased persons suffered from pre-existing conditions prior to their death.

         Children were at great risk in the workhouse, usually dying from a combination of starvation and lack of proper care. At one inquest held by Waddell in 1855 (referred to in The Northern Standard) the jury concluded that the nurses at the Clones Union workhouse should be charged with culpable neglect and noted that the officers had not discharged their duties in a vigilant manner. Two children, Richard Gillespie and Jane Armstrong were both said to be ‘very emaciated’ by a Dr Henry, but he would not commit himself to what he believed caused their death.20 It appears that authorities were reluctant to accuse employees of the workhouse when intent and proof might be lacking for further investigation.

         Bleeding Sores and Injuries

         The Death of Elizabeth Smith, Clones Workhouse, January 1860

         The four-year-old child of Ann McManus had been unable to walk for eight months. The girl had a ‘very severe discharge’ oozing from her right thigh resulting from a large lump which had formed in her groin. On 18 January 1860, while both mother and daughter were residents of the Clones Workhouse, a fatal accident occurred. Ann was holding her daughter Elizabeth on her knee and nursing her, as was her usual routine. Two other women, Mary McDonald and Sally 32Slowey, were present. Having fed her child, Anne stood up to go for a pail of water and set the sickly child down on the table as the girl was unable to stand. The mother then asked Mary if she would mind taking her child. As she was assured the woman would keep an eye on the girl, the mother left the room. However, when Mary went to put the child in her arms, the child gave a ‘hitch’ turning from her, lost her balance and fell to the ground. Sally quickly caught her and ran to carry her to her mother. She later explained that while running with the child, her apron had become stained with blood that was pouring from the little girl.

         Shocked and horrified, Ann took Elizabeth to the master and matron of the workhouse, who in turn contacted Dr Henry. He was in attendance within an hour after the fall. Sadly, the child died within twenty-four hours after the accident. The verdict was death on Thursday, 19 January 1860 from the effects of a fall off a table on which she had been sitting and which proved fatal in consequence of her extreme delicacy of health and emaciated state of body.21

         Taking Depositions

         The Stories Surrounding the Death

         Most of the witnesses at Waddell’s inquests were the grieving relatives and friends who were present before, and at the time of, the death. They were usually allowed to simply tell their story, the way they saw or experienced the event, guided by questions asked by the coroner. Although the questions asked at an inquest are not transcribed in the casebook, they were sometimes recorded and published in newspapers. Jurors, physicians and solicitors are often quoted asking questions of witnesses, although it was Waddell in charge of the proceedings who was ultimately responsible for extracting the necessary information from the witnesses and steering the jurors towards a verdict. ‘Anyone can ask questions at an inquest. The coroner is responsible for making sure all evidence is revealed and brought to light to answer the four 33primary questions – who? where? when? and how? – but all present have the opportunity to ask questions of the witnesses and of the pathologist in regard to the physical evidence,’ explains Dr Watters. This appears to have been true at Waddell’s inquests as well. It is important to note, however, that inquest procedures in regard to asking questions of witnesses vary between districts, counties and cities.

         It is the coroner’s duty to consider only the facts when reviewing evidence in the depositions to uncover the cause of death. In some cases, Waddell concluded that an inquest was not required having interviewed several witnesses. Although sometimes circumstances surrounding a death appeared suspicious, it was the coroner’s duty to decide that if the evidence was too circumstantial, it did not warrant any further exploration.

         Inheritance and Suspicion

         The Death of Mary Nesbitt, Annagose, Aghabog Parish, March 1869

         The coroner arrived at the townland of Annagose in the parish of Aghabog on 15 March 1869 to investigate the death of Mary Nesbitt. When the death was reported to him, she had died three days earlier and her body was already buried. Yet, some in the family and neighbourhood were suspicious of foul play. Waddell was told her death might have been ‘hastened’ and some of the family wanted an inquest to be held and her body raised from the ground. Having made the necessary inquiries, he did not consider that any further investigation was necessary.

         A month later in April, Waddell received a letter from James Nesbitt of Corkish, son of the late Mary Nesbitt, speaking of the circumstances surrounding the death of his mother. In the letter he stated that he and other members of his family were of the opinion that their mother had been murdered. He described how his mother had received some punch from her daughter-in-law the day before her death. The family suspected there was poison in it. James also wrote that he and other members of the family would make affidavits swearing to this allegation.34

         This letter raised new questions about how Mary Nesbitt died and meant Waddell needed to take a closer look at the case yet again. He met with the Sergeant of Police and then spoke with the Revd Henry Cowan, the minister of Newbliss Presbyterian church, and discussed the letter and the circumstances surrounding the death of the old woman. In their long conversation, Mr Cowan explained that he had seen Mary repeatedly and the last time he spoke with her was just a few days before her death. He told the coroner that she spoke very highly of her daughter-in-law’s kindness. Mr Cowan considered that the anger of the remainder of the family was ‘more spite because Mary had left everything to her daughter-in-law’s husband’. Since it appeared to Waddell that one son was envious that his brother had gained all of the inheritance and meant only to make trouble, there was no further inquiry into the suspected murder.22

         One must wonder if the Revd Mr Cowan and the coroner were correct. Was the Nesbitt family so jealous of the gift of inheritance that they would make such an accusation against the inheriting members and request that the coroner dig up their dead and buried mother? In many of the stories and evidence throughout Waddell’s casebook, it is possible that the answer to this question is ‘yes’. Not only were money and property motives for murder; they were also the basis for family division, which in truth, is still a characteristic of contemporary society. By not accepting the death of a loved one or the financial gain or loss as a result of their death, grieving or jealous family members look for other means to punish the living for their perceived injury. Yet, one might continue to contemplate this case based upon our lack of information. Did the Revd Mr Cowan present such compelling and clear explanations for the dispute in the Nesbitt family that the coroner immediately stopped his investigation? Or did Waddell not have enough evidence to warrant disinterring the body, conducting a possibly costly investigation? Such situations are presented in an open forum for judgement in many of the inquests presented throughout the casebook. Each must make up his/her own mind as to what appears to be the ‘truth’ given our lack of 35evidence in most cases.

         An inquest is not a pleasant experience. Although from time to time there are high profile cases, heated arguments and some drama, it should not be compared to a highly publicised criminal trial. Most often there are relatives present who are devastated at the loss of the deceased. Some are grieving at the loss of their loved one, crying and quite emotional. It is with a careful and sensitive nature that the coroner asks questions of the witnesses while attempting to keep order and maintain a proper and dignified proceeding. This was especially necessary when children served as witnesses discussing the death they experienced first hand. They were required to discuss the circumstances surrounding the death. Listening to their tiny voices revealing the harsh realities of how a death in the family occurred must have been difficult.

         Tiny Voices Tell the Story

         The Death of Pat Sherry, Knockballyroney, Tedavnet Parish, January 1870

         The coroner arrived to the Sherry home in Knockballyroney in the parish of Tedavnet to conduct an inquest on the body of Pat Sherry, an eleven-year-old boy who was found dead by his nine-year-old sister. His mother, Isabella, gave her explanation for the events on the day of the tragedy:

         ‘For some time past, Pat complained of pains in his bowels and also about his heart. On the morning of 20 January 1870, I gave him some senna and salt which relieved him so much that he said he felt quite well. He then took his breakfast heartily,’ she said. ‘I went to a neighbour’s house for about an hour with Pat accompanying me a short distance of the journey. When the time came for him to return home, he asked me not to stay long.’ She concluded, ‘On my return, I found my child on his back on the kitchen floor, dead.’

         One of Pat’s sisters, a little girl nine years old, told the jury that when her brother returned, he put out one of the cows and then went to clean out the byre. When she went out to see him a short while later, she found him lying on the ground with the spade he was using 36to shovel the dung beside him. Pat was dead. Assisted by her two brothers, aged five and seven years of age, she carried the corpse of their brother into the house. The small children then sat around the body and waited for their mother to return home.

         Dr Woods examined the body. The verdict was death from inflammation of the bowels – aged 11 years.23

         ‘… and the Verdict is …’

         A verdict of death is the statement at the end of an inquest including the name of the person who died, when they died, where and the cause of their death. Of the 861 inquests recorded by Waddell, most death occurred as a result of accidents. These accidents include drowning, burning, choking, farming and industrial accidents, victims being struck by lightning and other fatal occurrences due to negligence or misadventure, many of which involved alcohol.

         Drowning deaths were the leading cause of accidental fatality. Men and boys underneath the surface unable to pull themselves back from the depths, elderly women retrieving pails from the well, and many children playing or running errands near rivers, lakes, streams, canals, wells and water-filled flax and bog holes were too quickly taken from this earth. Some drowning deaths describe the victim as having been ‘of weak mind’; that they were showing signs of ‘insanity’ or suffering from a form of mental anguish. Although such verdicts reflected ‘accidental’ drowning deaths, it can be assumed that some were suicides. An accurate recording of such a death was a difficulty for the coroner if evidence could not conclusively prove that the deceased took their own life, as well as for the victim’s families who did not want to bring shame on their loved one or the surviving family members. One example is that of Judith Fox, a sixty-year-old woman who was described as having ‘recently become of melancholy and weak mind’. She had left her home in the middle of the night and was found the next morning drowned in a flax-hole. The verdict of her death was 37from accidentally falling into a pool of water and thereby drowning.24 Her death was documented as an accidental drowning either because it was not conclusively proven that she acted upon her own will or Waddell modified the language of the verdict for the surviving members of the family. If deaths such as these were to be considered suicides, the actual percentage of suicide would probably be higher than the total recorded.
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         Other accidental fatalities might be considered suspicious cases and ‘open’ on the books of public opinion even in the present day. These inquests were vague and lacked a convincing and definitive cause of death, often owing to a lack of evidence. Usually, the coroner could not determine whether the death occurred as the result of violence or due to the nature of death. Being inconclusive, these deaths were not recorded as manslaughter or murder since it could not be determined if the beating or violence caused the death. The case of Thomas Hughes illustrates how a neutral verdict of accidental death was 38established rather than that of murder. It was suggested that Hughes was possibly attacked by Francis Steele Jr after a night of drinking in the pub. Hughes was found drowned in a bog hole by his friends later in the night. The post-mortem examination showed that he had indeed received a blow to the head which hastened his death after falling into the water and drowning in the bog hole; yet it could not be determined if the blow was caused by another person or if he possibly hit his head on the ice before falling. One detail that was only mentioned in passing was that the water was 28 inches deep and there was a primary suspect, Francis Steele Jr, overheard threatening Hughes earlier in the evening. Hughes’ death was recorded as an accidental drowning. The verdict was death on the night of 4 February 1856 from injuries sustained or inflicted previous to falling or being thrown into the pool of water in which he was found, but under what circumstances sustained or by whom inflicted there was not evidence produced to the jury to show.25

         Sudden death includes all cardiac causes and heart attacks, stroke, acts of God, and natural causes. The verdict of natural causes appears to have been used when a conclusive physical verdict could not be determined, but the coroner and his jury concluded that the death did not occur as a result of actions of another party. One man, Henry Jackson of Rockcorry, had drunk heavily one evening and passed out at his home. Dr Moore performed a post-mortem examination and found a decolourisation over the man’s entire body and a slight abrasion on the upper lip. His face was ‘very livid and had blood coming from his nostrils’. The doctor concluded he had suffocated on his own bodily fluids. The verdict was death from suffocation but of natural causes. Although no one was blamed for causing Jackson’s death, the jury expressed their regret that more care was not paid to Jackson by those around him in his state of intoxication.26

         Sudden deaths were also investigated if other chance or suspicious circumstances took place soon before or after the death of the deceased. For example, when Rebecca Phillips was found dead, lying peacefully in her bed with her arms covering her chest, the coroner 39determined there was no need for a post-mortem examination. It looked as if she had died in her sleep. The only apparent reason for an inquest into her death was because, the day she died, Rebecca had travelled to Cootehill to pick up a small annuity left to her by her late husband, Richard Phillips. Considering that someone might have wanted the money and there could potentially have been foul play, an inquiry was made into her death. The verdict was that death came to her on the morning of 27 February 1858 from natural causes and not by any act of violence perpetuated by any person.27

         Death from chronic illness and disease includes various types of ailments such as cholera, typhus, dysentery, consumption and other plagues and afflictions prevalent in the nineteenth century. Illnesses including ‘failure of the nervous system’, general debility, paralysis and epilepsy are also included. It appears that deaths of this nature were recorded by Waddell because they too were sudden, and unusual circumstances dictated that their long-standing disease or illness may or may not have been the cause of death.

         In many cases those dying of disease and chronic illness expired at institutions such as the jail, workhouse or asylum and were required to be formally investigated. However, not all deaths at institutions were covered by the coroner. Again, death by chronic illness and disease was investigated only if it was sudden, or appeared unnatural and under suspicious circumstances.

         Fighting a Cough and her Husband until her Last Breath

         The Death of Isabella Keelan, Monaghan town, July 1858

         Pat Keelan was the stepson of Isabella Keelan, a seventy-year-old woman described as being of very infirm health and much afflicted by a severe cough which often rendered her unable to rise in the morning or finish dressing herself. When Pat arrived home for dinner one day in July 1858, he found Isabella sitting at the fire having been in a fight with his father. The elderly couple had been arguing. Her husband had made some answer that so exasperated her that she threw a tin of water in his face. Pat endeavoured to make the peace but was 40not very successful. Shortly after the argument, while Isabella sat in front of the open hearth, brooding over the heated exchange between herself and her husband, she fell forward into the flames. Pat and his father rushed forward and carried her to the door for some air to revive her. Some spirits were sent for and in the meantime, water was sprinkled on her face. But Isabella never woke up. Dr Coote arrived and examined the body of the old woman. He found no marks of injury whatever on her person and was of the opinion that the death arose from ‘internal disease hastened by extreme excitement … the scene which took place immediately before her death would be quite sufficient so to excite her’.28

          

         Infant deaths have been recorded separately since their results might distort the statistics. Most of these newborns were murdered because they were children born to unmarried mothers. Many of these children were unwanted and disposed of in various ways including being dropped in fields and by the side of the road, buried under rocks and bushes, placed in streams, rivers and canals and hidden along the banks. Other methods of disposal included suffocation and head trauma shortly after birth at the hands of the mother or with the help of midwives. If the murder statistics reflected infant death, the total percentage of murders would exceed 9%. [See chapter two for more information on infant death.]

         Murder victims in Waddell’s casebook had been subjected to beatings, stabbings, gunshot wounds, forced drowning, head trauma from stones and other crude instruments, poisoning and neglect. Family members and neighbours fighting over land and property, political agendas, domestic strife, alcohol-related violence and neglect were just some of the motives behind the killings. Elderly neglect was one area difficult to prove and prosecute later in criminal court. Only in the case of George Lee was a suspect named in the verdict of death. Dr Moore determined that Lee was not properly taken care of by his daughter and granddaughter. Lee, an elderly blind man, had been subjected to starvation and slept on the floor in a scant pile of 41straw without as much as a blanket to cover him while he lay next to an open window. The verdict was death from insufficiency of food, exposure to the severity of the weather and culpable neglect on the part of his daughter, Elizabeth Donaghoe.29

         Stone throwing, a pastime of many young children in the nineteenth century, caused a handful of deaths. Such deaths occurred as a result of game playing and misadventure and were not considered as murder but as accidental deaths. However, when riots broke out amongst adults and stones were thrown with the intention of causing injury, any consequent death was treated as murder. Two groups of men were in a fight after a dance in the parish of Killeevan as they made their way home. At the end of the affray, Thomas McCarvle lay dead, bleeding from the head. Dr Moorehead determined that he’d been hit by a blunt, jagged instrument such as a stone which had been submitted into evidence. McCarvle had an extensive fracture from his temporal bone that extended down to his ear. None of the parties could be proved to have caused the injuries as none of the witnesses could accurately report the event. The verdict was ‘death from injuries sustained but how sustained or by whom inflicted the jury have not had evidence to show them’.30

         The objective of any inquest is to get as accurate an account of death as possible, which sometimes meant stating the name of the person responsible for the murder. Michael Mooney was killed by his in-laws in a heated dispute over a field. The verdict stated that the deceased came to his death from certain injuries inflicted by Francis and John Mulligan in a scuffle arising out of a dispute connected with the land.31 After the coroner’s jury named a suspect or culpable party, local authorities were responsible for gathering evidence needed to prosecute in a criminal trial. One significant difference between the nineteenth-century coroner and those of today is that Waddell would have had authority to remand suspects in a possible murder, to be kept by police until the verdict of death was reached. Suspects were also allowed to be held without any formal charges for an indefinite amount of time. It is important to note that the accused had not yet 42been formally charged with any crime and evidence was often lacking at this early stage in the investigation. Suspects are recorded often in newspapers as being present at the inquests although never providing any testimony on their own behalf. This must have been an uncomfortable situation for surviving family members to set their eyes upon the possible killer, but also for those suspects who were innocent of any crime.

         In the case of suicides, which were carried out in several ways: hanging, self-inflicted gunshot wounds, knife wounds and drowning, family members might request that the verdict be changed to ‘death by misadventure’, ‘death by strangulation’ or even ‘death by natural causes’ to protect the reputation of the deceased and prevent shame being brought upon the family. Most modern coroners report that providing the most accurate description of death is the most important issue at hand. It is an uncomfortable and difficult position for all parties, but most will conclude an inquest with an accurate verdict explaining the exact cause of the death of the deceased, especially in cases describing that death resulted from suicide. From reviewing Waddell’s verdicts, it appears he may have been under pressure to lessen the actual cause of death or to be vague in his description of some suicides. It is a reasonable assumption considering that coroners today are also challenged by surviving family members in cases of suicide.

         Wilde Tales

         Concealing the Truth or Protecting the Innocent?

         In recording his inquests, Waddell frequently transcribed different spellings of various names: Kieff instead of Keefe, Mcgloan or Maglone rather than McGlone, Donnelly for O’Donnell. For a modern day researcher attempting to determine the spelling of a name, it is safe to assume that the correct spelling can be determined by its phonetic pronunciation. At a time in Irish history when many of the lower classes did not know how to read or write, the spelling of the name of the deceased was irrelevant to the bereaved. The dead were recorded simply for the 43record and for the Crown to keep track of their expenses. However, sometimes a name was deliberately misspelled to protect the family name and the reputations of those involved. One such example is the inquiry into the deaths of Mary and Emily Wilde, the illegitimate daughters of Sir William Wilde, prominent surgeon and scholar as well as the father of literary genius, Oscar Wilde. Sir William wrote to Waddell requesting that not a lot of attention be drawn to the cases and that only an inquiry into the deaths be conducted, not formal inquests. His request was granted. Additionally, Mary and Emily Wilde’s deaths were recorded in his casebook as ‘Wylie’ rather than Wilde so as not to draw attention to the sensitive matter of their illegitimacy. [See chapter five for the burning deaths of Mary and Emily Wilde].

         Although the concealment involved little but a name change and a less public forum for discussion, would it not be fair to question if one should alter the legal documents of death even once – might they repeat the same offence if enough pressure was applied in other situations? Were there other inquests in which Waddell did not record an inquest accurately as he was under pressure? Ultimately, a verdict of death was only as reliable as the investigation, evidence, coroner and jury that decided upon it. It is here we begin to get an idea of Waddell’s nature and standing as a gentleman. The death of the girls appears straightforward. They died as a result of a tragic accident. He doesn’t appear to have compromised the investigation in any way and certainly not the verdict of death. It was simply the courteous and proper thing to do, especially given the sensitive nature of the job he had to perform. Waddell was human. He made his decision based on the personal request of the girls’ father as well as accepting what it meant to be a gentleman in the Victorian age. This case and others like it, prompt the inquisitive mind of the contemporary reader to examine the details recorded and question those that are absent from the coroner’s casebook. It is important to raise questions and attempt to uncover the answers when the evidence presented does not appear to best answer how the deceased died.44

         Examining the Physical Evidence

         Doctors and Autopsies

         Doctors conducting autopsies in the nineteenth century were not experts in the field of pathology or forensic medicine. Most were local country doctors who were called upon to perform post-mortem examinations to determine the cause of death. This procedure varied depending upon the practitioner and the circumstances of the inquest.

         A thorough post-mortem examination would be similar to that of today, following a routine procedure. Before the autopsy begins, the body is weighed and measured. The corpse must be placed on a table where it is allowed to drain and secrete fluids. The body is positioned with a ‘body block’ under the back of the body that pushes the chest forward and the arms and neck fall backwards to allow a series of incisions to be made more easily. The first cut is down the front of the torso from the base of the neck down to the pubic bone. Next a cut is made from the front of each shoulder to the bottom of the breastbone. This is known as the ‘Y’ incision. The incision is deep enough to cut through all layers of skin to expose all the internal organs. The skin is then peeled back with the top flap of the ‘Y’ falling over the face. The ribs are sawn off to expose the internal organs surrounding the chest. All the major internal organs are removed from the body and weighed. It is at this stage that any irregularities in the appearance or odour of the internal organs or tissues are scrutinised. The extent to which this stage of examination was carried out in Ireland in the post-famine era depended upon the skills of the practitioner and the conditions under which the body was being evaluated. Many of the post-mortem examinations in Waddell’s casebook were not as thorough as described above.

         
            
[image: ]A dead body is found in the countryside.

(Trench, Realities of Irish Life, 1868)

            

         

         There were two different types of examinations of cadavers by country doctors. When a physician was called to testify at an inquest, he often gave evidence of having conducted an external examination of the body. For example, Dr Reid deposed to having examined the body of Peter Moorehead, a victim of drowning. He stated that there 45were no marks of injury and from its appearance and the evidence adduced, he considered his death to have resulted from drowning while in a state of intoxication.32 Dr Reid’s assessment of the body was a result of observation rather than completion of an autopsy. In contrast, when a post-mortem examination was ordered, details of the state of the wounds and dissection were available in the transcript of the inquest. Most began with an exterior examination of the corpse, identifying and commenting on items such as surroundings, clothing, posture, or any marks on the body that were visible. Although a routine inspection of the body would include the primary cut opening the thorax and abdomen, along with a tactile inspection of the lungs, heart, diaphragm, peritoneum, colon, liver, intestines, spleen, pelvis, retroperitoneal structures, thoracic cavity, diaphragm, omentum and pericardium and then a full examination of all the major organs of the body including heart, brain, sex organs, kidneys, etc. Each varied depending upon the doctor’s experience and the circumstances of the inquest. Surprisingly, of the many deaths recorded in the coroner’s 46casebook, it appears that only sixty-eight post-mortem examinations were performed over the twenty years from 1856 to 1876. Their descriptions and details range from pulling back the scalp for further investigation of a head wound or a complete examination of the internal organs. In the event of an exhumation, the post-mortem was recorded as having taken place while the corpse lay in the casket at the gravesite. It is unclear if only the necessary details were recorded for post-mortems or if the procedure was dictated by what the practitioner was looking for in regard to the cause of death.

         Clarifying the Cause of Death

         The Death of Richard Steenson, Drumcall, Ematris Parish, February 1875

         In the neighbourhood of Drumcall a man named Steenson died under what had been considered suspicious circumstances. On Friday morning in February of 1875, he was on a hunt with four other companions. The men then drank in a roadside public house, two glasses and a half of whiskey to each man. When the men separated, Steenson was believed to have taken a pint of whiskey with him to continue drinking. The next morning, Steenson was found insensible in the yard of a stranger’s house at a considerable distance from the road and never regained consciousness. He died on Saturday evening. A report soon spread that the deceased met with foul play and the police began an investigation. Some men were even arrested as suspects.33

         Although many witnesses testified, it was still unclear what motive anyone would have had to bring harm to Richard Steenson. Dr Clarke gave evidence that he had seen Steenson a few short hours before his death. His extremities were cold, he was insensible and his pulse was weak. The post-mortem examinations were conducted by Dr Moore, Dr Mulholland and Dr Clarke.

         Dr Moore reported the findings. He first looked for any marks on the body and only found a slight abrasion on the lip. As the dissection began, he removed the scalp from the bone. ‘We saw nothing unnatural. We then removed the upper part of the skull to examine the brain and its membranes. On removing the upper portion of the 47skull about two or three ounces of dark liquid blood escaped. The blood vessels on the surface of the brain were gorged and congested with dark blood. The substance of the larger brain appeared healthy. In the substance of the smaller brain was a smaller quantity of extravasated blood,’ stated Dr Moore.34 ‘I believe the deceased died of extravasation and congestion of the brain. We examined the stomach, liver and spleen without detection of anything unnatural or unhealthy.’ Since there was no evidence presented that there was any cracking or damage to the skull, it did not appear that Steenson was hit on the head. He appeared to have died as the result of an aneurysm.

         Although testimony of heavy drinking and possible violence the night before Steenson’s death was presented, as well as suspects held in custody by local police, the investigation was ended by the verdict of the inquest. The coincidental circumstances were left just as that – the verdict of death was extravasation and congestion of the brain and that the deceased had not received violence or injury of any kind.35 The evidence produced from the post-mortem had ultimately determined the outcome.

         The inquests in which a post-mortem examination was ordered were deaths in which one or more persons might be liable. These included high profile murder cases, horse and cart accidents occurring on the road and on fair-days, sudden death involving suspicious circumstances, women dying as a result of childbirth and infant death. 42% of the post-mortem examinations in the coroner’s casebook were performed on infants. Most were babies that could not be identified and it was the duty of the coroner to determine a cause of death as well as to arrange a coffin and grave-digger to bury the unknown child. In high profile murder inquests such as the double homicide of the Shaw Brothers, two post-mortem examinations were done on each body. The cause of death was obvious since both brothers had been shot about the face, head and chest, but the case caused great distress in the district and it was of the utmost importance that it be most thoroughly investigated. The two medical opinions shed more light on the circumstances surrounding the murders, such as the 48likelihood of there being more than one shooter and the range and distance of the killers to their victims; and it offered more evidence of the motives behind the shootings – based upon the nature of the wounds on the bodies.

         Today, doctors who perform autopsies in Ireland are pathologists who specialise in dissecting and analysing the state of the corpse. They take into consideration all physical factors that may have contributed to the death and, through the years these techniques have evolved. One aspect of nineteenth-century post-mortem examinations is that they were random. They were not carried out in many cases where it appears further examination would have yielded more information about the cause of death. It is important to remember that forensic medicine was in its early stages of development, and ordering a post-mortem at all inquests would not have yielded any new findings because that evidence was not being understood in the same way as it is today. Modern DNA is a good reminder of how we as a society have evolved in the art of determining causes of death scientifically. Areas such as toxicology, forensic psychology and criminal investigation including examination of fingerprints have encouraged more specific outcomes of how death occurred as well as creating a profile of murderers.

         Jealousy, Greed and Arsenic

         Add a Little Spice to Life

         Homicidal poisoning was not an unusual phenomenon in the nineteenth century. Many different plants, herbs and flowers were used to kill unsuspecting victims and metallic poisons such as strychnine or arsenic were easily purchased. These substances were available in most households where they were used to remove rodents and other pests. When poisoning was suspected, doctors performing post-mortem examinations began by looking at the stomach, oesophagus, intestines and other internal organs for inflammation or blood in areas that might indicate poison as the catalyst for the death. If the physical 49evidence was unusual or suspicious, organs and fluids were sent off for testing to chemists in the hope of uncovering some such substance. As previously mentioned, Professor John Hodges, lecturer in Medical Jurisprudence at Queen’s University Belfast was dedicated to the science of chemistry and completed all chemical analysis sent to him by Waddell.

         The onset of signs and symptoms in a person who has been poisoned by arsenic or any metallic or non-metallic irritant, varies depending upon the dosage administered. With arsenic, when a large dosage has been given or acute poisoning has occurred, symptoms usually appear within half an hour to an hour. If a victim is poisoned over time, symptoms of chronic poisoning will appear such as gradual loss of weight, hair loss, loss of appetite; the tongue may be reddened or covered with a thick white coating, but the symptoms prior to death will be the same. Severe pains in the abdominal area or burning in the oesophagus is associated with continuous and painful vomiting and diarrhoea.36 Another symptom that can arise is constipation. The vomited matter at first consists of normal stomach contents, but later becomes just bile. In some cases, it may be of a ‘coffee-grounds’ appearance due to altered blood. The victim would suffer from ‘an insatiable thirst’ and drinking water or any other fluid would only make vomiting more intense. The face of a person poisoned by arsenic is anxious, pinched and the skin cold and clammy. Death occurs by convulsions, coma or cardiac failure. When a post-mortem examination was conducted as transcribed in Waddell’s casebook, an inflamed oesophagus, stomach and intestines would be a warning sign of poisoning. An inquest where any of these symptoms were described would be considered suspicious and require further inquiry.

         Poisons were not often detected by the intended victims. Arsenic is virtually impossible to detect by appearance, taste or smell when dissolved in very hot or boiling water, such as tea, hot milk or cocoa, gruel or porridge. It is only when it cools that arsenic will become sedimented and the milk and gruel curdled. Therefore persons unknowingly ingesting arsenic would have eaten or drunk quickly with 50little or no interruption and have had no reason to question what was placed in front of them. One must then ask: Who would likely be a suspect in poisoning cases?

         Poisoning usually takes place when someone knows another person very well – it is usually a very close friend or family member who is the murderer. The reason for this is simple – they have access to the food, they are trusted and their motives have gone undetected. They are too close to be suspected. Poisoning was believed to be a characteristic of the female murderer as she would have access to the food, and, as the cook or housekeeper, she would not be held under suspicion by her intended victim. Men with motive to kill might receive help from wives, mothers, sisters or female servants to administer the deadly dosage.

         Hot Burning in her Stomach and ‘Insatiable Thirst’

         The Death of Elisabeth Crawley,

Carrickmacross, Magheross Parish, October 1867

         In October of 1867, Elisabeth Crawley was a healthy young woman twenty-nine years of age, married and pregnant with her unborn child due in six weeks time. Although this should have been a harmonious time in her life, it wasn’t. It appeared that she and her husband did not have a happy marriage. Her closest friends knew that she was in the habit of drinking heavily, she regularly slept in one of the outhouses37 and her husband on many occasions had threatened to send her back to her father’s home. It was said that her husband, Mr Crawley, was a kind man when she kept from drink. On the other hand, there is no information available as to his disposition when she became intoxicated.

         On the evening of 11 October, Elisabeth had been drinking and had gone into one of the outhouses to sleep. Whether deliberately or mistakenly, she left one of her children unattended and an accident occurred. The young child got too close to the hearth fire, was engulfed in flames and died soon after from the severe burns received.

         Four days after the fatal event, Elisabeth entered the dwelling 51house where her husband resided. She was very sick and vomiting continuously. Although the family at first considered that she was ill as a result of alcohol, they soon discovered she was sober. Her husband sent for Dr Taggert and Dr Duffy who promptly attended to her. Elisabeth complained of inward pain and some whey was made to settle her stomach. She immediately vomited up the food. The vomiting continued relentlessly. The suffering woman repeatedly called out for cold water to ‘cool the burning pain inside her’.

         Ann McDonnell, a qualified professional birthing attendant with a diploma in midwifery from the Rotunda of Dublin was called to see Elisabeth. When the midwife arrived she found her vomiting, complaining of a great burning in her stomach and calling constantly for cold water. She gave Elisabeth some of the medicine that was ordered by her attending doctor over the next few days. In evaluating her patient, McDonnell stated that vomiting was not ‘an attendant circumstance on being in the family way’.

         It soon became clear that Elisabeth was not going to recover. Expecting death to be likely, Dr Duffy and the coroner carefully collected a portion of the vomited matter to be tested for possible poisons. Elisabeth Crawley died on 19 October 1867. A post-mortem examination was conducted immediately. Her lungs, heart and liver were healthy, but it was the region of the gullet, stomach and duodenum, the upper part of the intestines where the problems were found. The stomach was partially inflamed and distinctly at the opening part of the gullet. The bowels had been restricted, and from the autopsy they found that the upper parts of the intestines were slightly congested.

         A chemical analysis of the stomach and other matter was sent to Dr John Hodges of Belfast. He returned his report stating he could not discover any poison or traces of it. The verdict was death from natural causes but under such suspicious circumstances so as to cause the jury to require an analysis of the stomach.38

         Was Elisabeth Crawley murdered? It appeared that Elisabeth had unknowingly ingested something that burned and inflamed the inside of her throat, stomach and intestine. It is unusual that there was no 52mention of her unborn child or regard to the foetus; however it might illustrate that medical professionals and the coroner were convinced that her pregnancy was not a contributing factor in her death. So how could the tests that Dr Hodges ran detect no traces of poison? By 1830, chemical analysis could detect most mineral compounds, but not organic poison.39 If a herb, flower or plant was used, it is possible he was unable to find it within the tissues and samples provided.

         An example of poisoning by an organic substance exists in the inquest of Rose O’Neill of Latlorcan in 1862. Rose probably took something such as Savin, made from the shrub Juniperus Sabina, which grows everywhere in the world and is the most common poisonous plant used to bring about abortions. At high doses, it causes convulsions, haemorrhages, vomiting and convulsive coma, which were her symptoms prior to death. Although a post-mortem was performed on Rose O’Neill’s body and samples were sent to Dr Hodges, these also were returned with a negative result.40

         Another possible reason for not finding any toxic substances in the body of Elisabeth Crawley is that not enough of the poison was in the samples tested. Although arsenic is an element, which means that it cannot be broken down further, and is known to be able to be detected years after a person has died, it is found in such body parts as hair, fingernails and urine. In none of the cases of tissues samples taken were these sent for testing. The Reinch’s test used by Dr Hodges is known to fail to take up all the arsenic which may be present in the suspected material.41

         In trying to determine the matters of the case, one must ask: who would want Elisabeth Crawley dead? Clearly her husband did not appear happy with her drinking problem. It was documented that they were unhappy and he may have blamed her for the death of the child who had been burned a few days prior to her death. Contrary to the possible motives, he did contact two doctors and the midwife from the Rotunda to aid in her possible recovery. However, the testimony of one witness raises suspicion. Mary McEneny was questioned by the coroner and explained that she was present when 53Elisabeth returned home on 11 October and remained there until the death of the child the next day. She also insisted she was only occasionally in the house on 15 October and had been present when Elisabeth appeared that day with a ‘tossed appearance’. She confirmed she was indeed present on the day that Elizabeth became ill. One detail was curious. She told the coroner that she had seen Elisabeth drink and gave her alcohol unknown to her husband. Did Elisabeth’s drinks contain more than just alcohol?

         Exhuming Bodies

         Waking the Dead for Evidence

         
            The cases which call for exhumation are always unpleasant, and in most cases, disgusting, proceeding where a suspicion of poisoning or violence has arisen some little time after burial of the supposed victim … no post-mortem should ever be conducted on an empty stomach.

            H. Aubrey Husband,
The Students Handbook of Forensic Medicine and Medical Police

         

         When Waddell decided that there was just cause to remove a body from the ground, he conducted a comprehensive investigation. Before examining those inquests where a body was exhumed, it is important to attempt to understand how the coroner determined one case might yield this necessity, while others did not. Some examples of the coroner deciding against exhumation include situations where the deceased was involved in excessive drinking and disorderly behaviour prior to death, previous long-term illnesses and children who had died from burns received in apparent household accidents. It is very clearly stated in many inquests of a suspicious nature that the deceased were ‘in good standing with their family’ and therefore, the body was not exhumed. One such inquiry was the death of an old man, John McCabe of Shelvins. He had died suddenly, shortly after being 54engaged in drawing turf, and the coroner was late in being notified – approximately a week after the burial. When Waddell investigated he discovered that McCabe lived ‘in good turns’ with his family and that he could attach no suspicion to any person. This detail, along with the evidence produced, resulted in a dismissal of exhumation or inquest.42 Other inquiries more clearly support this consideration. More than once Waddell made a statement similar to the following: ‘No suspicion of ill treatment, neglect or foul play can be attached to his wife or any other party, and the deceased being ten or twelve days interred, I did not consider it right or necessary to exhume the body for the purpose of holding an inquest.’43

         Bearing in mind the feelings of the family was another consideration when deciding to unearth a recently departed relation. Waddell was under pressure to make sure the inquiry into death was in the best interests of the deceased as well as that of the law and justice, while at the same time being respectful of the bereaved relatives. There had been a delay in his notification regarding the death of a young girl, Margaret Curley of Rossnaglogh. By the time Waddell reached the family, the child had already been buried. Margaret died as a result of burns received when she went too close to the fire while stirring the breakfast. She’d been left alone with two of her brothers and sisters while her mother went to mass. Her father had gone directly to Dr Moore of Rockcorry for medicine and treatment, but having lingered painfully for several days, she died. Having spoken to the father and Dr Moore, Waddell was satisfied that there was no reason to exhume the body. There was no suspicion and having interviewed the distraught and grieving family members, he was satisfied.44

         The word of the local clergy was considered reasonable doubt for further inquiry. While the coroner was inquiring about a man named Dunlop, the Revd William Cooke, minister of the Presbyterian church at Drumkeen, told Waddell that although Dunlop had died very suddenly the man had been ‘very poorly the previous week and although not visited by a doctor, he considered his death arose from heart disease’. This testimony was enough for the coroner to end his 55inquiry into the man’s death. Waddell noted that he did not think it necessary or right to exhume the body as it would have been ‘most painful to the feelings of the family and an expense to the county not required’.45

         Suspicious deaths requiring a body to be exhumed could prove expensive. Additional expenses would include grave-diggers’ fees for disinterment and re-burial, one or more post-mortem examinations, sending tissues to Dr Hodges of Belfast for analysis and likely additional travelling expenses for the coroner. Such expenses were necessary to obtain a more accurate cause of death. One inquest as seen in Waddell’s expense report was listed as follows: Dr Hodges (£5.5.0), Dr Reid (£2.2.0), Dr Moore (£2.2.0) and Dr Rush (£1.1.0); Poor Witnesses (£1.1.0); Raising and Re-interring the deceased (£0.5.0); Accommodation for jury, 3 days (£0.10.6) and Coroner’s Fee and Travelling Expenses (£2.2.0). Deciding to dig up the deceased was a carefully made decision. It usually required a large amount of testimony and evidence pointing towards a murder suspect and it would be reasonable to assume that Waddell was expected to produce results in order to justify these expenditures.

         Serial Murder in Aghabog? – Digging up the Evidence

         Investigating the Deaths of Livingston, McCarter and the Wrights

January and February 1863

         The following four inquests, each requiring the body to be exhumed, illustrate one of the largest investigations in Waddell’s career. Considering only nine exhumations were conducted out of the hundreds of inquests throughout the casebook, it is a startling occurrence.46 In January and February of 1863, the coroner ordered the exhumation of four bodies – one right after another – from the nearly adjoining townlands of Rakeevan and Drumbrean in the parish of Aghabog. Most unusual was that the deaths were thought to be related and that one or more persons were responsible for the deaths. The case was riddled with rumour and suspicion. Waddell proceeded forward either having been convinced of an outcome of foul play, or in an 56attempt to quiet and extinguish the fear in the neighbourhood. One other possibility exists – his suspicions were unfounded, he was wrong and a very expensive series of inquests were carried out and paid for by the taxpayers of Co. Monaghan.

         On 1 January 1863, William Livingston died suddenly at the home of his sister, Tabitha McCarter, in the townland of Rakeevan. He had just moved in with Tabitha and her adult children, William and Ann McCarter, just three days earlier and his death came as a surprise to all, even taking his advanced age of eighty-six into consideration. The family was still grieving as Tabitha’s husband, John McCarter, had just died less than three months earlier. Now her brother had died suddenly and an inquest was held the next day. Waddell arrived to interview the relatives.

         Tabitha McCarter told the coroner that her brother had just come to live with her a few days earlier and had been the caretaker at Drumbrean for Mr Brady of Clones. On Monday, 29 December 1862, Livingston took dinner and some light stirabout for supper. After the meal he complained of not feeling well. Over the next two days he was not eating at all, only some new milk, warmed with pepper on it. Tabitha claimed that her brother had showed no signs of sickness, certainly no vomiting, other than being tired. By the early hours of Thursday morning, William was up in the middle of the night calling for a drink to his niece Ann who retrieved one for him. He’d risen to go to the pot (toilet) and went to bed again. At 6a.m. while he was sleeping with his nephew, Livingston died. William told the coroner he had his arms about his uncle when he departed life. The verdict was death from natural causes.47

         Within three weeks, Tabitha, William and Ann McCarter were arrested for suspicion of murder and held on police custody. Waddell ordered the body of William Livingston to be exhumed from its resting place at Drumkeen Graveyard. The corpse of the old man was taken out of the ground and both Dr Reid and Dr Moore of Rockcorry conducted post-mortem examinations.

         It was clear to both physicians performing the autopsy that 57something artificial had brought about the old man’s death. The bowels presented an unhealthy and inflammatory appearance with a considerable amount of blood in the cavity of the abdomen; the intestines presented a turgid appearance. Dr Reid told the coroner that the stomach portion of intestines, liver and kidneys were preserved for analysis and were being sent to Belfast to be tested by Dr Hodges. Although Dr Reid was unable to state the cause of death, he considered it was not from natural causes. Dr Moore concurred stating, ‘I consider the death of the deceased would be accounted for by the highly inflammatory state of the bowels. The absence of decomposition that is very remarkable considers [sic] a very suspicious circumstance.’ Decomposition does not take place quickly when a person has been poisoned with arsenic.

         As Waddell and the police continued to gather evidence in the case, three new witnesses came forward. Their evidence contradicted that of Tabitha, William and Ann McCarter and clearly something wasn’t adding up. Ann Boyle worked at Tabitha McCarter’s house in Rakeevan scutching flax and was present when the deceased, William Livingston, was there. She told the coroner’s jury that Livingston had been complaining of not feeling well and stayed to his bed most of the time. Her evidence about one evening that Livingstone was ill did not match up with Tabitha McCarter’s. Boyle stated that she had seen William vomiting on several occasions, whereas his sister stated he had not been sick once.

         The scutcher also added, ‘The deceased took his breakfast of stirabout in Mrs McCarter’s with me, but ’twas after he came back from Drumbrean in the course of the day that he said he was ill,’ she said. ‘The deceased purged both Tuesday and Wednesday night. On Thursday morning early, he arose to go to the pot but for what purpose, I cannot say. This was about 5a.m. and after that he lay down and I heard him snoring in his sleep.’ 

         The second witness, Biddy Keelan, was also a scutcher for Mrs McCarter working at the house from the time the old man 58arrived at the McCarter home in Rakeevan until the morning of his death. She did not see the deceased but she could hear him coughing and vomiting throughout the night. 

         ‘On Thursday morning, about 5a.m., I heard him call for a drink which Ann McCarter arose to give to him. After this I fell asleep and as I awoke around 7a.m., I heard someone exclaiming that the deceased was dead and William McCarter jumped out on the floor from the bed,’ said Keelan. 

         The third witness to give evidence was James Foster, husband of Sophia McCarter. Sophia was a daughter of Tabitha and the late John McCarter, and sister to William and Ann. Her husband was summoned to provide a deposition that would not prove favourable for her family. Foster told the jury that just seven months earlier in July 1862 he was asked by William McCarter to buy him 2d. worth of sleeping drops from the apothecary in Newbliss. In return, William McCarter would mow his meadow for him. Foster agreed and went to Matthew Hall, the apothecary in Newbliss. 

         The sleeping drops referred to were laudanum, a variant of opium. Laudanum was regularly taken for various illnesses. As a narcotic, it was highly addictive, however it was ‘watered down’ in small doses and a lethal dose would have produced much different symptoms from those described. It is for this purpose that the chemical analysis requested by Waddell from Professor Hodges was in search of opium as he considered it might have been the cause of the death. Determining whether it was deliberately given or accidentally taken would be decided in a criminal trial. The depositions now given by Foster would show a possible motive for murder.

         James Foster told the coroner and jury that he’d gone to purchase the laudanum from Mathew Hall of Newbliss. He received only half the amount he requested and the apothecary explained that 1d. worth or 60 drops (25 to 30 drops in a dose) would be sufficient to help someone sleep and do them no harm. The most 59controversial testimony was what Foster had told the apothecary that day. Foster had told Hall that McCarter wanted the drops to put Livingston to sleep; that Livingston was a ‘watch’ for a sister of McCarter’s who had married against the mind of her family. He added that the McCarter family wished to carry away some of the sister’s property.

         ‘I told Hall this because William McCarter had told this to me,’ he said. ‘I got the laudanum from Hall and gave it to William McCarter.’ 

         William McCarter being the principal farmer of the land since his father’s death just three months earlier may have been threatened by his uncle coming into the house as a ‘spy’ for one of his siblings.

         Dr Hodges’ report was returned and read at the next continuation of the inquest held on 11 February 1863. It appeared as follows:

         
            The Report of Professor Hodges of Belfast on the Analysis:

            The case of the late William Livingston, Co. Monaghan

             

            Sir,

            On Wednesday 21st I received from Sergeant Paul Hunter of Newbliss, Co. Monaghan:

             

            1. A bottle closed with bladder tied

            2. A delft pot tied on with bladder and sealed. 

             

            These were stated to contain a stomach and portion of the viscera of the late William Livingston which a letter from W. Charles Waddell, Esq., coroner directed to be submitted to chemical examination, a second letter from the coroner dated 24th suggested opium as the probable cause of death.

            Having devoted some days to the examination of the various re-agents apparatus and to be employed in the analyses, I opened the vessels and found in the bottle a stomach received by ligatures and containing about 4oz of a dark orange fluid of the consistence 60of thick gruel and a portion of intestines also secured by ligatures.

            The pot contained a liver and a kidney.

            The stomach on being examined was found of a bright red colour both on the external and internal coals. The inner lining exhibited a high degree of inflammatory action and yellow lines were observed in several parts such as are characteristic of the presence of sulphurate of Arsenic which is sometimes produced after death by the action of sulphurated hydrogen gas evolved by putrifaction on Arsenic; believing therefore that the condition of the stomach indicated the probable presence of Arsenic, I directed my attention to its discovery.

            The contents of the stomach, about 1oz of the liquid being employed, 5oz of the liver and about 1oz of the substance of the stomach were submitted to separate examinations. In each case, new vessels and acids were used. From all the substances examined, I was able to obtain by the process of Reinsch, abundant deposits of metallic arsenic. The identity of metal being subsequently verified by the production from it of crystallised arsenius acid which when dissolved in distilled water and tested by the addition to separate portions of sulphurate hydrogen and hydrochloric acid, ammoniacal nitrate of silver and ammoniacal sulphate of copper gave the characteristic reactions.

            My opinion therefore is that the portions of the body of the late William Livingston placed in my hands contain a considerable amount of Arsenic.

             

            I am Sir,

            Your Obedient Servant,

            John F. Hodges, MD

            Professor Medical Jurisprudence,

            Belfast 29 January 1863.

         

         Livingston had been poisoned by an acute dose of arsenic. When a large amount of arsenic is ingested, the symptoms can appear within an hour. The deceased had displayed all the symptoms of poisoning – chronic vomiting, weakness and a burning pain in the stomach increasing 61his desire for water. All this information had been previously kept quiet by the McCarter family. The inquest of William Livingston ended with a verdict of death from arsenic given to the deceased by some person or persons unknown.48

         It was at this point that Waddell made another decision. Actually, he made three. He ordered the exhumations of three more bodies after the results of the tests proved that Livingston had been poisoned. They were John McCarter, late of Rakeevan, husband of Tabitha McCarter and father of William and Ann and two others, the late Thomas Wright and his wife, Sarah Wright, both of Drumbrean. The family were not only under suspicion for the murder of Livingston, but were now considered to have murdered their own husband and father and two other persons who also appear to have been relatives. Reports stated that ‘a very heinous case of wholesale poisoning’ was being investigated and that three other persons who died under the same circumstances were now being exhumed by the coroner.49 One can only wonder: Was the decision to exhume John McCarter, Thomas Wright and Sarah Wright based upon the information or pressure he received from local police? Or was it his own investigation into the deaths, interviews with witnesses, neighbours and family members that made him follow a ‘hunch’ or his own intuition that one or more persons in the McCarter family were capable of killing not once – but four times?

         Just two days after arsenic was discovered to have killed Livingston, the body of John McCarter was removed from the Drumkeen graveyard.

         The Inquest of John McCarter,

         Rakeevan, Aghabog Parish, February 1863

         John McCarter’s body was raised from the ground at the Drumkeen graveyard. He died in October 1862 and it appeared from his post-mortem examination that there were some unusual findings. Dr Moore found ‘an injected state of blood vessels in the intestines and stomach’ but what he found unusual was a quantity of blood serum (about five 62or six ounces) lodged in the cavity of the abdomen. Dr Moore said, ‘The stomach did not present an appearance of inflammation, but blood serum in the cavity of the abdomen is not a natural thing to meet in the body of a deceased person.’ Several samples were sent to Dr Hodges of Belfast to be tested. Regardless of this outcome, Waddell went forward in his quest to uncover the truth about the deaths of Thomas and Sarah Wright.

         Looking for Evidence of Murder

         The Wrights of Aghabog Parish

         One week after the exhumation of John McCarter, the two bodies of an elderly couple who died two years apart, Thomas and Sarah Wright were exhumed at the Aghabog Church of Ireland, located just down the road from the Drumkeen Presbyterian church where Livingston and McCarter were buried. Sarah’s body was exhumed just a few days before her husband. As they removed the body from the grave, the coroner, Dr Reid, Dr Robinson, the Revd Ellis Turely, JP and the Revd Alexander Goudy Ross, curate of Aghabog parish, watched the coffin rise. It was clear that they had the right body. Mr James Crawford stated that he had been the grave-digger who interred her coffin into the ground and had nailed in the breastplate that now read ‘Sarah Wright, aged 77 years. Deceased 20 March 1862’. They found the corpse in an advanced stage of decomposition and, on opening the abdomen, found one pint of blood serum. The necessary samples were taken and sent to Professor Hodges.

         At the inquest that followed, one key witness was subpoenaed to offer testimony as to the circumstances surrounding the death of the old woman. Mary Gordan told the coroner that she had lived with Sarah Wright for two years. The old woman had been ill for just three weeks before her death and was attended by a woman named Letitia throughout that illness. Letitia prepared all Sarah’s food and drinks and gave them to her.

         ‘I was not allowed to be in the room alone with my mistress who often wished to see me. She was also not allowed to see her minister, 63Revd Mr William Cooke,’ Gordan said. The Revd William Cooke had even called to the house to see Sarah just a few days before her death and was not permitted inside by Letitia.

         Gordan went on, ‘There had been a plate in the buttery with poison on it prepared for putting into stacks for mice and a few days before Mrs Wright’s death, I saw the same plate in Letitia’s hand quite clean. Previous to her death, Sarah was subject to both purging and vomiting and to such a degree ’twas hard to keep the bed clean around her.’

         Thomas Wright’s body was not easy to find. It took several attempts digging up three different holes and checking coffins to finally unearth that which was inscribed ‘Thomas Wright. Died 15 December 1860. Aged 87 years’. James Clarke, the grave-digger remembered the breastplate clearly as it was he that had nailed it on the coffin on the night the body was interred. The wooden box was opened and the post-mortem carried out at the gravesite while the decomposed body of Thomas Wright remained in the coffin. Dr Andrew Robinson of Newbliss and Dr Moore of Rockcorry found the body in a very advanced stage of decomposition. They removed the liver, spleen and other portions of the abdomen which they placed in jars to be examined by Dr Hodges of Belfast.

         The inquests of John McCarter, Sarah Wright and Thomas Wright were continuously adjourned and a date was set for 25 March 1863 when the results of the chemical analysis would be read out for all three cases at the same time. When the results were returned, it became clear that proving murder would be impossible. No traces of metallic poison could be found in any of the samples of the suspected murder victims. All three inquests resulted in verdicts of death from natural causes.50

         Tabitha, Ann and William McCarter were released from police custody as no further mention of charges appeared in the newspaper or in any archival records. It appears that although arsenic was found to have contributed to the death of William Livingston, it could not be proved by what means or by whom the poison was administered. The fact that the family was not convicted for the murder of Livingston is further assumed by death and marriage records. In the years that 64followed Ann McCarter died at home in 1870 of glanders51 at the age of forty and her mother, Tabitha died of old age on the farm in Rakeevan in 1876 at the age of eighty-five.52 William McCarter not only inherited his father’s land in Rakeevan, but land in several other townlands in 1863, the same year of the discovery of the murder of his uncle. He was married on 9 November 1866 to Maria McQuag of Aghnacue, a young woman from the townland adjoining his own.53 William and Jane Gordan served as witnesses to the marriage held at the Aghabog Church of Ireland. William and Maria went on to have more than nine children, including one daughter named Letitia. Was this child named after a relative? And were these Gordans relations of Mary Gordan, the caretaker of Sarah Wright who believed that the woman named Letitia murdered her mistress? Coincidences and conjecture surrounding the death of any individual are not conclusive facts in determining a cause of death. A cause of death had been found for each person exhumed. The coroner could use only the facts from medical professionals to uncover the truth in any investigation.

         But what went wrong? Did Waddell get carried away with circumstantial evidence provided by suspicious witnesses, pressure from local authorities; or attempt to prove this inevitable outcome only to quell the public’s thirst for knowledge? Clearly he had uncovered the McCarter family to be less than honest about the symptoms experienced by Livingston and later, as the tests proved conclusively, that he had indeed ingested arsenic. But what information had he received after Livingston’s inquest that prompted him to exhume three more bodies in connection with that case? Trying to reconstruct the information Waddell was privy to during the latter part of the investigation is difficult, if not impossible, after one hundred and forty years. The information is patchy, incidental and relationships between the parties involved can only be inferred from parish and civil records. One advantage that Waddell had over the investigator of today was that he knew the relationships between the parties, the familial bonds, and in speaking with those closest to these families had clearly developed his own theories and ideas – enough to order the exhumation of four 65persons within four weeks of one another.

         When searching through the pieces of random, sometimes suspicious and inconclusive evidence one might just consider the following: Waddell was a thorough and careful coroner. He appeared always to err on the side of caution. In many examples of his own investigations and decision-making regarding whether or not to hold an inquest or exhume bodies that were already buried, he was careful to consider all options and possibilities. It seems highly unlikely that Waddell, in his thirty-year career as the coroner, had a momentary lapse of reason, became a zealot in his quest for the truth. He was steady, reliable and above all, a gentleman. The traces of evidence that remain to substantiate the information to which Waddell was privy are random and highly speculative, if not a creation of a researcher’s mind almost two centuries later.

          

         The one person who was poisoned was William Livingston and the question remained: Was he murdered? This would be left up to the criminal courts to prove based upon the evidence gathered at the inquests and throughout the investigation. It appears it was one or more members of the McCarter household. Not only was William McCarter found to have been trying to buy a prescription to give to his uncle to ‘make him sleep’ but also his mother and sister were found to be lying as to the extent of Livingston’s sickness prior to his death. It appears each member of the family was attempting to cover up the facts. Tabitha McCarter, Livingston’s own sister, had lied about his vomiting and serious symptoms in the days and hours up to his death. His niece Ann McCarter mentioned providing him with a drink of water, but failed to mention that he had an ‘insatiable thirst’ indicating that something more than an average sickness was to blame in his death. Possibly all three were threatened that Livingston was there as a ‘spy’ for a member of their immediate family, whom they had fallen out with, showing motive that one or more in the household were threatened by his presence. After all, it had been arranged for him to come and live with the family supporting 66the adage ‘keep your friends close and your enemies closer’. He lived in the household for only three days. If he was murdered, this was something premeditated before he even came to stay.

         Of the four persons whose bodies were exhumed and dissected for testing, only one was proved to have been poisoned. Due to the early testing techniques involved in uncovering poisons within the human body, it is possible that the arsenic found in William Livingston’s body was due to the fact he had only recently died and the samples more readily contained the traces of the murderous substance. It is also possible that the three deaths where poison was not found were not only by natural causes but unrelated. Yet, giving the police and Waddell the benefit of the doubt, why suddenly four exhumations within a month, in the same area, with families belonging to the same small parish and community? Much of the evidence involving theories of murder and motive went undocumented in all four cases and it was left to the criminal court and judicial process to determine the fate of those suspected. Was Waddell deluded by the careful planning of one person or persons that sought to murder but went undiscovered?

         The name Letitia (also spelled Leticia), although somewhat common in Presbyterian and Anglican records from the nineteenth century, is a curious choice, given the events prior to the birth of William McCarter’s daughter. Is it possible he named her after a member of his family? The woman considered the suspect in the death of Sarah Wright was named Letitia. Her surname was a difficult name to transcribe. It appears that her last name might be McArdle, McArther,54 McCarele or McCarter – in which event may prove that she was a member of the McCarter family of Rakeevan.

         What was the McCarter family’s connection to the Wrights? The name Thomas Wright appears in land records of 1860 in the townland of Drumbrean in relation to two adjoining plots of land. In one instance, a Thomas Wright sells his tenant right to Henry Hair, brother-in-law of the Revd William Cooke of the Drumkeen Presbyterian church. In the other instance, a Thomas Wright of Drumbrean appears to be renting land to a man named James Foster. As a matter of note, Sophia 67McCarter, daughter and sister of the accused McCarter family, was married to James Foster. Was this the same James Foster who was called to testify against the McCarter family? If these two were the same man, something close to the truth might imply that land or property was the motive to kill Thomas Wright. There is another possible connection of familial relation to consider. Just five years after the investigation into the deaths and murders of Livingston, McCarter and the Wrights, one unusual case appeared in the coroner’s casebook. William Foster, a farmer from the townland of Drumbrean in the parish of Aghabog – who inherited his land from James Foster mentioned above – died under suspicious circumstances. One might consider his connection to the cases of Livingston, McCarter and the Wrights.

         Arson on the Farm: Death by Grief or Arsenic?

         The Death of William Foster, Drumbrean, November 1868

         William Foster’s health had greatly deteriorated over the past year. In 1866, he’d inherited land, more than twenty-two acres, from James Foster. Less than two years later all his hard work had been destroyed. His crop had been maliciously burned and he had been grief-stricken since. William told a member of his household, Margaret Manley, ‘My heart was broke that Robert Wright was the man that done it [burned the crops] and might the Lord revere him for it.’ He was renting the land from Thomas Wright and it appears that possibly the rest of the Wright family did not want him there.

         On Thursday, 12 November 1868, William travelled to Newbliss to the Flax Market in good form. On returning home, he shared some bread and tea with his mother and Catherine McCann, possibly a servant in the household. That same night, William began vomiting. First up came the tea and bread, but, having regurgitated all the contents of his stomach, all that was left was yellow bile which he was now coughing up regularly. In the middle of the night, Manley was aroused out of bed on account of William being unwell. He told her he had an ‘insatiable thirst’. The combination of his symptoms of vomiting and 68thirst was suspicious as they are consistent with arsenic poisoning.

         Sam Foster, William’s brother, found him looking very ill and sent for the doctor, but he did not arrive in time. Sam felt William’s pulse but it was already gone and his feet were cold.

         Dr Moore performed a post-mortem examination on William Foster. He determined that death arose from the inflammation of the stomach and bowels but from what cause, he could not say. The verdict of death was inflammation of the stomach and bowels.55

         No tissue samples were sent to be analysed and there is no documentation available that suggests any further investigation into the death was made. Did William Foster die from ‘natural causes’ or is there someone who might have wanted him dead?

         The troubles with his farm clearly affected his health and perhaps contributed to his death within a year after the event. Foster stating that his heart was broken ‘that Robert Wright had done it’ indicates a close relationship, possibly a kinship with Robert Wright. However, his sudden sickness raises some suspicion. Was William Foster poisoned? Did someone in the household want him gone so as to attempt to take over the farm? It was not a small holding, but instead was in excess of twenty-two acres. The land records show that after William Foster’s death, the land at Drumbrean was transferred temporarily to a Letitia Foster and later the same year to the Revd William Cooke.

         There are many unanswered questions that will likely never be conclusively proved and the theories appear unsubstantiated. Yet one might get a feeling for the position of the coroner, William Charles Waddell, when taking on such an investigation, took on the uncomfortable job of investigating a murder in a devoutly religious, private and tightly-knit community. Waddell was certainly a man of conviction and willing to step up to the tasks and duties expected of him in his role as a coroner. However, had the Aghabog exhumations of 1863 made him shy away from ordering chemical tests on the body of William Foster? As a matter of note, Waddell conducted only two more exhumations over the next thirteen years.69

         Politics and Policy

         Little Pay and Less Respect

         
            The Coroner’s Bill

            To the Editor of The Northern Standard 

            Sir – Would it not be an advantage to abolish the office of coroner instead of to increase the county rates by adding to the fees of these respected gentlemen? No doubt the office is ancient, but the altered circumstances of the present time would seem to obviate the necessity of continuing it as a separate office. In cases where inquiry as to a death might be necessary, provision could be made for the nearest magistrate to hold it.

            Your obedient servant, a taxpayer,

            9 March 1875.56

         

         The coroner is an agent for the people, but not everyone agreed on the need for the office of the coroner in the nineteenth century. Some began to question why they as taxpayers were funding coroners to investigate death when the police and magistrates were perfectly capable of carrying out these duties. Since the coroner’s inquest considered the liability of a suspect involved in death and then the process continued into criminal or civil court, it appeared to be somewhat of a duplication of efforts. On the other hand, if all public investigations into death were carried out by police who could be responsible for the prosecution of suspects at a later point in time, would it be possible for them to be objective? Or avoid corruption? Ultimately the public would not be able to trust such results. It would cast suspicion and doubts on the survivors of the deceased if police decided further inquiry was required. However, taxpayers (or ratepayers) were frustrated with any rise in costs (as seen in the above letter) and the salary of coroners around the country was being reviewed. It is likely that the ‘altered circumstances’ that the author in the above letter refers to is modern society and the fact that the coroner’s office was beginning to look antiquated.70

         When Waddell took on the role of coroner, the minimal requirements to hold the office were to be a resident of the district and to have the necessary ‘property qualifications’. The Coroner’s Act of 1846 established that the qualifications of coroner meant having an estate of inheritance of the clear annual value of fifty pounds sterling … or of an estate of freehold for his own life with a clear yearly value of one hundred pounds sterling … situated within the district of which he is elected or chosen to serve the office of coroner. Such a large landholder would have the money necessary to pay fees to doctors, witnesses, travel expenses and any other items that were essential to perform the duties of the job until he was reimbursed at the next grand jury assizes. Additionally, the position required a man to be available twenty-four hours a day, to work on a part-time basis and to be living in the district. Moreover, it must be a man who could be relied upon. The coroner was paid a fixed fee per inquest, one pound one shilling (£1.1.0) and was reimbursed approximately every three months for the expenses incurred. A coroner was paid from presentments made by the grand jury and levied from local taxpayers. If the grand jury did not agree with the expenses, or felt that the coroner had not used reasonable judgment in spending the money, they might contest payment. In July 1867, Mr Hugh Swanzy, the coroner of South Monaghan, appealed to the members of the grand jury that he and Waddell should receive the money for their expenses either upfront or within a more reasonable amount of time. Sir George Forster saw no objection to the proposal if they could get agreement from the rest of the members. But no change was made and the men were still required to pay for their own expenses and wait until the assizes for reimbursement.57 In fact, even in the last years of his career as coroner, Waddell was not being fully reimbursed for his work. In March 1876, Waddell, at the age of seventy-seven, having had experience of conducting inquests in well over 1,300 cases, was reprimanded for the costs of his inquests. He submitted his expenses for holding inquests which totalled £70 17s 4d. Waddell was told by the committee that they recommended that he should only be paid the sum of £65. The law 71regarding payment of any coroner (with the exception of the Dublin City coroner) meant that at no one pay period between grand jury assizes was any coroner to be reimbursed a sum of more than £65. In addition to this, the grand jury cautioned him in ‘employing medical men on inquests when the cause of death was apparent’.58

         This lack of respect for his experience must have incensed Waddell for several reasons. Would he not know at this point in his long career the difference between death that appeared ‘apparent’ and one that looked ‘suspicious’ or was ‘unknown’? Doctors who appeared at inquests were required to do so by law when requested to attend. They were paid a fixed fee of £1.1.0 for performing a post-mortem and £1.1.0 for testifying. Most doctors did not want to attend the inquests as it was not worth their time and effort. If the case was lengthy with several adjournments or taking one full workday, they were still paid the same flat fee. If the doctors were resisting, the coroner would have to persuade or encourage the doctor to participate and in the end pay for it out of his own pocket. Waddell had turned in expenses over the twenty years documented in the casebook that were much higher than £75 pounds. No documentation could be found to support that the difference was eventually paid by the Crown.

         This system of expenses and fees withheld from coroners is an important concept in the outcome of many inquests and verdicts of death. When an inquest was held, often coroners steered the juries towards expedient or meaningless verdicts, partly through their own ignorance and partly to justify the decision against holding a post-mortem.59 If a post-mortem was held without revealing new knowledge, could the coroners be held responsible for the fee themselves? The costs of inquests came from the county rates and coroners were always conscious that they might be disallowed. Justices maintained that inquests should only be held in cases of violent death, and breathed fire at those coroners who sought to extend them to cases of ‘sudden’ and ‘unexplained’ deaths.60 It is for this reason that the inquests conducted by Waddell in these uncertain cases should be admired in that he was persistent and thorough in his investigation for the truth; 72and yet, at the same time, they should be carefully considered with an inquisitive and suspicious eye.

         Conflicts of Interest

         Witnesses, Doctors, Juries, Time and Money

         Doctors were legally required to perform an autopsy and appear at the inquest to reveal the evidence if selected by the coroner to do so. Although doctors take an oath to study medicine for the greater good of humanity, it is not unreasonable to assume that the time and effort necessary to attend inquests may have encouraged many physicians to expedite not only their often brief review of the body, but additionally the conclusions they drew from them. Asylums and public infirmaries had their own medical officers who most often were the primary witnesses providing testimony into the death of inmates. However, these medical men were not entitled to payment for their evidence at an inquest. This may have been an attempt to keep them honest as well as to keep the costs of the Crown to a minimum.

         Doctors weren’t the only participants that wanted an expedient end to an inquiry into a death. Juries were often steered into convenient verdicts by coroners, so that a post-mortem examination would be rendered useless as the verdict of death was obvious. This was a frequent occurrence in cases of infant deaths. Juries were notorious for returning neutral verdicts in cases of children found floating in water or who died from exposure, as it was well-known that it would be near impossible to find the mother who had killed her child. For example, one infant body found floating in the Ulster Canal in Monaghan town was examined by Dr A. K. Young. His testimony at the inquest revealed that he had viewed only the external marks on the body and stated that ‘it was a full grown infant with no marks of violence, it had been born alive but the umbilical cord appeared to have been severed violently very close to the womb of the mother as if it had fallen from her while standing.’61 Although the child had been placed in the water and drowned, knowing that it would prove an impossible task to find the mother, the coroner and jury returned 73a verdict that ensured the investigation into death ended there.

         Inquests were also expedited in many instances when carried out at the Monaghan District Lunatic Asylum. Waddell was called on to conduct inquests of patients where the death was sudden and especially in cases of suicide. Although these inquests appear to have been conducted in the usual format, as the years went on Waddell wrote down only one line to record the verdict of death of asylum inmates. There could be several reasons for this occurrence. First, because the asylum would be considered to be a ‘destination of no return’, many persons admitted only left the walls to be buried due to disease; the public may have viewed this with fear and distrust. Additionally, because it was a public institution and the rates for its upkeep were paid by the taxpaying public, an investigation into many deaths only necessitated the arrival and judgement of the coroner. If only the coroner attended, his fee was the only expense to the Crown. His key witness or informant in these cases would have been the asylum doctor, matron or attendants.

         Another reason why there may have been a rush to judgement in making a decision on a verdict of death was the time and effort required by the jury. There are many clear examples of the jury becoming frustrated with the time spent on inquests. One example of the jury members’ reluctance to participate comes from a transcribed conversation taking place between two jury members before an inquest. At the inquest of Ann McDonald, an inmate of the Monaghan Poorhouse who fell into the hot water boilers while attending to her duties on the morning of 17 May 1872, two jurors were recorded as complaining at the start of the inquest:

         
            A Juror: Begor it’s time I was out of this. I have my own business to attend to.

            Another Juror: Faith then, you’ll have to stop here until we find a verdict.

            First Juror: I was on my way to the market when the sergeant stopped me.62

         

         74It is most likely that the verdict reached stating that Ann McDonald died as a result of an accidental fall resulting in the scalding and inflammation of the bowels was correct.63 However, if jurors were openly discussing the inconvenience of the inquest, it is fair to consider that they may have had the same attitude towards an inquest of a more serious nature? Would they have had the same attitude towards an elderly person dying suddenly, an ‘obvious’ farming accident, a child burn-victim, or infanticide; especially when they felt there was little chance of proving a party responsible for the death and even less chance of prosecution? Although it may appear unfair to criticise such a short exchange between two jurors disappointed and angry about the lack of notice about the inquest, it does accurately measure the propensity for failure to reach a proper verdict if some members are interested in having the proceeding over as quickly as possible.

         Jurors could also be fined for not attending an inquest as it was their public duty to participate. There are several examples throughout the casebook of jurors being fined for not attending an inquest. One note refers to James McAtee and James Martin who did not answer their names even though there was a hefty £5 fine for non-attendance.64

         
The Case of the Menacing Jurors – the Coroner is Threatened

 

         
            Infrequently one is in danger of serious violence. Once, when about to receive personal violence, I escaped by describing the pleasing effect that hanging would produce if the threats made were carried out. The effect was entirely satisfactory; the gentleman of brawn and liquor became very pale and very thirsty, and left me to finish my work.

            William S. Wadsworth, MD,

discussing the role of the coroner in his publication

‘Post-Mortem Examinations’

         

         One example of anger directed towards the coroner was dramatically highlighted in his notes when conducting the inquest of Mrs Letitia 75Andrews. In the margin of his casebook, he noted this event as ‘A Discreditable Occurrence.’

         The inquest was underway. All members of the jury viewed the body, identified it and upon reaching the dinner hour, he adjourned the rest of the proceeding until the following Saturday. Upon hearing this decision, the jury became ‘very noisy and insisted I should finish the case’. Waddell told them he could not do this for two reasons: first, that it would take a long day yet to close the inquest; and second, he had another inquest to proceed with until 5p.m. Waddell wrote, ‘They would hear no reason that I must finish then and, if I would not, they would attend no more adjournments.’

         Dramatically, as he walked from his seat to the door to leave, the jury moved in his way and stood in a threatening manner in front of him. They would not allow him to pass out of the room. Waddell stepped on a chair and used it to step up on to the table, and walked across the table towards the door at the end of the room and left. Having exited, he informed the police sergeant that in reply to their threat of no further attendance, he would now fine them £5 each.

         Waddell found out later that after he left the room amidst a great hubbub, the jury put their foreman in the chair in his place in an attempt to act independently to reach a verdict. The other officials in the room were unco-operative with the angry jurors. Four of the legal gentlemen arose and left the room. The head constable would not call any further witnesses as the last witness had concluded his evidence and the foreman would have got himself into trouble if he presumed to administer the oath to this witness. In conclusion, Waddell wrote, ‘Shortly after this disgraceful scene was brought to a close, the jury left the inquest for their own houses. When I met them two days after according to the adjournment, I took no notice of their conduct.’65

         Compensation for Expenses or Donations?

         76Some witnesses were paid expenses to testify at an inquest. A provision was made in the Coroner’s Act of 1846 that stated ‘poor witnesses’ would receive payment of one shilling for their attendance at an inquest given that their testimony was necessary in determining the cause of death. At first glance, it appears that the condition of a poor witness was not that they were necessarily destitute, but instead that this provision had been created to compensate those who would incur an expense as a result of their attending the inquest. When Thomas Salmon, a cart driver for a man named Joe Campbell of Aughnacloy was killed,66 Campbell was subpoenaed as a witness at the inquest held in Monaghan. Aughnacloy is twelve miles from Monaghan town and it was considered reasonable that he be compensated for his required attendance. Campbell was recorded by Waddell as having received one shilling. Railway fatalities also resulted in several witnesses receiving payment for their testimony at an inquest since they might occur at any particular location along a very long track. Those who would need to leave work for a day or incur unreasonable expenses for their travel were compensated. Travel accommodations were recorded as being a primary reason for payment.

         One situation that raises an eyebrow is when key witnesses in a suspected murder are paid for their testimony at an inquest. Such was the case at the inquest of William Livingston. As Livingston was found to have been poisoned and clearly by one of the members of his family, it is questionable that James Foster was paid for his testimony. Foster was the brother-in-law of one of the accused and his deposition provided evidence that indeed his brother-in-law, William McCarter, had offered him his services if he would buy some laudanum, to ‘help his uncle sleep’. Was he paid for his testimony or was it a possible expense he incurred from travelling from his townland of Drumbrean to Newbliss Court house where the inquest was held? Surely travelling less than a few miles down the road could not have been that large an expense. Is this justice for the dead or does it compromise the integrity of the truth?

         Waddell paid some poor witnesses for testimony, but it is likely 77it was to help to compensate them for their tragic loss. For example, in the case of the death of Elizabeth McMahon, a young child of three years of age was burned having been left alone by her older brother.67 Her father, a neighbour and brother were paid for their testimony at the inquest that was held in their townland. It cannot be determined how he justified the expenditure to the county; however it appears that Waddell was deeply sympathetic to the destitution of such families and the loss they had experienced.

         There were many other tragic cases of death and many witnesses were not paid for their testimony and one might conclude it was impossible for the county to pay each and every poor bereaved family. However, Waddell was allowed to approve of payment for coffins and burials, including grave-diggers’ fees for unidentified bodies, especially those of infants. When conducting an inquest that led him to the haunts of poverty and wretchedness, it was said that Waddell often paid for coffins and burials out of his own pocket in order to help the suffering relatives as it pained his heart.68 Waddell’s compassion is also illustrated by the next case.

         Starvation and Death: The Death of Margaret Maghath,

         Maghernaharne, Ematris Parish, December 1861

         Dr Moore of Rockcorry deposed that on Saturday, 14 December 1861, just two weeks before Christmas, he received a dispensary ticket to attend to the family of Michael Maghath. He found Michael along with his wife and child, Margaret, all very ill. He determined the child was suffering from a disease called Pemphigus and prescribed a can of nutrient that was necessary for her recovery. Pemphigus is a disease characterised by large blisters on skin and mucous membranes, often itching or burning. However, the destitute circumstances of the family prevented them from buying this necessity to save their daughter’s life.

         Two days later, Dr Moore discovered that the child was not any better and delivered the grim news to her parents that he did not expect her to recover. Four days later, Margaret Maghath was dead. Dr Moore told Waddell that the child died ‘having been super induced 78by want of sufficient and proper nourishment’. He examined the body to confirm his diagnosis. The verdict was death from disease caused by want of proper and sufficient nourishment resulting from the very straightened circumstances of her parents.69

         Waddell saw to it that the parents would at least be able to bury their daughter. He approved that a fee of two shillings and six pence be provided for the burial of the child. Unfortunately, Waddell’s personal donations to such families were not recorded within the coroner’s casebook.

         Highlights

         Tension and Tough Cases

         There were several cases which showed that the coroner’s job was not always an easy one in regard to procedure during an inquest, especially when suspects in murder were in attendance. The coroner’s authority was often confused with the process of holding suspects and pressing criminal charges against them in murder cases. Some solicitors used this hazy area in process and understanding as an advantage to their clients’ defence. As the following inquest will show, it was imperative in later years to change the law to distinguish where the coroner’s authority ended and the criminal and judicial process began.

         Eruption in the Courtroom: What is the Coroner’s Authority? 

         The Unsolved Death of Phillip Treanor, Monaghan, December 1869

         The coroner was called when Phillip Treanor’s body was found lying on the banks of the river outside Monaghan town. His nose had been broken, there were fractures on the skull and from the marks on his hands and arms it appeared as if he’d been trying to defend himself. The circumstances of the death suggested foul play. It appeared that having suffering a beating, he was thrown off the bridge into the Blackwater River, although the possibility existed that he fell. Several men were taken into police custody under suspicion of beating and forcibly drowning the deceased.79

         The inquest was a highly publicised event and took place over four days at the County Courthouse. In the densely crowded courtroom, prosecutors for the Crown and defence solicitors were passionate in their questioning of witnesses, trying to determine if the men held in custody were responsible for the death of Phillip Treanor. The solicitor for the defence, Mr John Rea, was a well-known Belfast solicitor who was considered to be one of the best criminal lawyers in Ireland. He was the terror of the petty sessions and other magistrates in the north of Ireland as he was reputed for his courtroom theatrics such as rising to address the bench, opening his portmanteau thus revealing his many papers and law books and preparations already made for his own sojourn in prison for expected contempt of court.70 He described himself as the ‘Orange Fenian attorney of the North’.

         Living up to his reputation, Mr Rea attempted to run the inquest himself and conduct it as if it were a criminal trial. Mr Treston, a magistrate for the Crown, also attempted to ask questions of witnesses, himself of the belief that the group of men in custody were guilty of the murder of Phillip Treanor. Uncovering the details of the night in question proved difficult and the facts were murky.

         A few nights earlier, Treanor had been out with several men drinking heavily at the barracks pub. They had been asked to leave by publican Mary Smith and although they left the building, Treanor and company remained outside continuing to knock on the door requesting more whiskey. As they lingered, another group of men arrived and all appeared to gather for a short time outside the pub. There was drunken talk of a scuffle between the two parties, but soon after, all dispersed and headed home. It was just a short way down the road that Treanor and his party were accosted and beaten with fists and sticks. All the victims fled the scene in different directions and lost each other in the darkness. It was a particularly dark night, a cloudy, moonless sky with no lamp nearby to easily identify the attackers. However, one man in Treanor’s party, James McKenna, claimed to recognise one of the men who beat him. McKenna, an animated witness, told the coroner’s court that the man who attacked him had a 80small face with a thin red beard and whiskers. He pointed to one of the accused men sitting in the dock, Richard Garland.

         Mr Rea attempted to discredit McKenna’s identification of Garland explaining that there were many red-headed men in Monaghan and in fact, three other men in the dock with red hair. How was he sure it was this man? Did he really get a good look at him?

         Even McKenna admitted there was no moonlight or lamp nearby on the night of the attack and that it was foggy. He added, ‘I was not foggy with drink, but there was a thick fog at the time.’

         ‘Oh, I see. Your brains were not foggy with alcohol, but there was atmospheric fog,’ Rea pointed out cynically. The courtroom erupted into laughter.

         McKenna retorted, ‘I heard some talk about Orangemen that were taken into custody, but I did not know whether they were orange or blue men.’ Again there was laughter in the courtroom but McKenna clarified, ‘I swear to nothing but what I saw.’

         Many witnesses in the neighbourhood testified to hearing noises, voices and carts travelling in the dark of night, but no one was able to identify any of the men who sat accused of beating and throwing Treanor off the bridge. In fact, it wasn’t known for sure if the deceased man was thrown into the water. Was it possible that his physical injuries, the broken nose and fractured skull occurred from a severe fall? A. K. Young who performed the post-mortem examination was of the opinion that Treanor was beaten up and then thrown into the water which hastened his death. He said that he’d seen men with much more severe head injuries recover and that it was Treanor being submerged in the water that was likely to have finished him off.

         After four days of interviewing witnesses, the coroner instructed the jury to determine the verdict of death. The verdict by the jury of sixteen men determined that the deceased came to his death by injuries received from some persons yet unknown. Mr Rea immediately asked the coroner to discharge the five prisoners: brothers Richard and James Garland, their cousin Francis Garland, and two other friends, James Jackson and James McAvin. Waddell asked the head constable if he 81had any other charges against the prisoners, to which he answered, ‘No.’ Waddell then announced the prisoners were discharged. As the crowd cheered loudly and the prisoners began leaving the dock, they were surrounded by a body of police and again taken into custody.

         Mr Rea was outraged and spoke directly to Waddell. ‘I wish to inform you of contempt of your court that has just been committed by the head constable of police and I think it is desirous that you should take cognisance of it. These men were discharged by your order and as they were leaving the court, the head constable thought it fit to re-arrest them upon a charge from which they have just been discharged. I contend he has no right whatever to do that, unless he had a magistrate’s warrant. If Mr Treston thinks fit to have the prisoners re-arrested, let him take informations against them in the court at once. I know very well what he is sitting there for,’ he said.

         Waddell immediately asked why the prisoners were arrested.

         They had been arrested on a charge of murder.

         Mr Rea continued to argue and question what was the point of the coroner’s court if his clients could be re-arrested after they were not named or found to be culpable of the death of Phillip Treanor? He was most appalled by the fact that the police had arrested the men without a warrant. Mr Rea begged the coroner to exert his authority, but Waddell could only state that he had discharged his duty and that he was done. The coroner’s court was over. Mr Rea would now have to make his appeal to the Queen’s Bench.

         To the delight of the crowd in the courtroom, Mr Rea went on to give a speech to all who would listen about the injustices done by the police and the how the police had ruled the county for too long. The crowd applauded and began to get unruly. Mr Rea then instructed the prisoners to ‘go home’ at which point, they rose from their seats only to be stopped again by the police.

         ‘You shouldn’t tell them to do that,’ said Waddell. He felt that this was a very irregular proceeding and stated that he was of the opinion that no authority but the Queen’s Bench could interfere.

         Suddenly several judges appeared in the courtroom to hear an 82explanation for the re-arrest of the prisoners as well as gathering information to be used in the upcoming trial should there be enough evidence to prosecute. After a short amount of time it was determined that there was not sufficient evidence for holding the prisoners.

         Mr Rea shouted to the prisoners, ‘Go home immediately and if any man attempts to interfere with you, knock him down!’ There was great cheering in the courtroom as the free men left the room. There was no further attempt made by police to arrest them. Waddell was later considered by those in the court to have withstood and subdued Mr Rea valiantly.

         Waddell v. Swanzy

         With two different coroners’ districts in Co. Monaghan, Waddell and Swanzy were called by the police to cover each other’s cases occasionally. One might get the impression that Waddell and Swanzy may have had differences from time to time based on some of the notes recorded by Waddell. As Dr Brian Farrell, the Dublin city coroner has pointed out, ‘There are times when coroners disagree. This often happens when the jurisdiction where a body is found is in question and an issue may arise between two coroners. One way to describe such disagreement might be reflected by the phrase, “It’s my body”.’ There are indications in the text of Waddell’s casebook implying that there may have been some tension between Waddell and Swanzy on a few occasions. For example, Thomas Johnston was killed and terribly mutilated by the machinery at his father’s mill in July 1857. Waddell stated, ‘I attended at the hour appointed, 9a.m., but on reaching the house did not consider it necessary to prosecute the inquiry any further.’ He added, ‘On reaching the deceased’s house, I saw Mr Swanzy leaving it. He had returned home sooner than expected, though aware that owing to his absence, the case had been reported to me. I left home at an early hour and had without the knowledge of the police or any of them being present, hurried over to the inquest, 83which annoyed them very much as ’twas in consequence of the report and request of the police I had attended.’ Another such example of a cross-over between the two men’s services was an entry on 27 May 1867 documenting the inquiry into the death of John Timlin. Waddell’s entry stated, ‘The sudden death of John Timlin of Corsilloga (Aughnamullen) near Rockcorry was reported to me. I attended there early the next day, inquired into the case, but from what I learned did not consider it right to proceed with the matter; more particularly, as on reaching the police barracks, I learned the case belonged to Mr Swanzy’s district, but of his attendance the police were very doubtful.’ It is unclear why Swanzy’s attendance was doubtful; however, it is a point that he felt warranted documentation. The effort required travelling and the time spent on the inquest when both men arrived was unnecessary and might have caused friction from time to time.

         Regardless of Waddell’s documentation of overlap in coverage of the county regarding the dead, the relationship between the two Co. Monaghan coroners appears to have been harmonious. Hugh Swanzy was a solicitor.71 As the son of Henry Swanzy and Rose Rosborough, a prominent and well-known family, he was educated in Newry and served as a solicitor in the county for many years. Is it possible that the gentleman and the solicitor, although both from prominent families, did not always see eye to eye? Or were they a good team covering the investigation of death in the county? Several forensic and medical jurisprudence texts from the nineteenth century pass the opinion that medical men working as coroners bring great knowledge in determining a cause of death and yet, attorneys and solicitors are expert in following the procedures of a court of law. It is worth pointing out that when the two men questioned the grand jury about their compensation and expenses for their jobs, it was indeed Swanzy who did the talking. Although well-educated and experienced in speaking to authorities, it appears that Waddell left the negotiating and politics to Swanzy. 84

         The Grave is Closed Over All that was Mortal of William C. Waddell

         William Charles Waddell served faithfully as the North Monaghan county coroner for thirty-two years investigating, organising and determining a cause of death for more than 1,300 persons. His judgement and decision-making may be questioned but his record-keeping and attention to his duties cannot. Over twenty years in volume two of his casebook he appears to have carefully recorded those dying under suspicious, sudden or unusual circumstances. In the spring of 1878, Waddell became ill. He had caught a cold that eventually affected his lungs. He died on 4 May 1878 at the age of seventy-nine and is buried at the Cahans Presbyterian church at Lisnaveane in the parish of Tullycorbet. His gravestone reads as follows:

         
            In memory of William Charles Waddell who departed this life 4th May 1878 aged 79 years; also of Maria Orr Waddell, his wife, who departed this life, 4th May 1886, aged 82 years. ‘He giveth his beloved sleep’.

         

         In the chapters that follow, it becomes increasingly difficult to comprehend why seemingly obvious deaths were under the scrutiny of the state. Only now, looking back at the some of the issues facing our nineteenth-century ancestors such as infanticide, domestic abuse, mental illness, dysfunctional family dynamics and larger societal constraints that contributed to homicide, may we begin to use our modern understanding of the complex web of human behaviour to truly understand our own culture born out of the problems extending not very far back in our history. These stories are painful, detailed, gruesome and sad and deserve to be remembered; for those who have suffered in these pages were the silent martyrs who created the need for change in our contemporary society. These are all true stories of death, and here for the first time these forgotten souls, many buried in unmarked graves around the county, are remembered.

      

   

OEBPS/images/logo_online.jpg
L]

MERCIER PRESS






OEBPS/images/a037_01_online.jpg
Chronic Disease
& lliness
17.5%

Sudden Death

Murder
3.3% Infant Death

7%
Suicide
2.83%

Accidental
Death
M%






OEBPS/images/a023_01_online.jpg
N sovrponn M Losel Rl asosr ECESF OO GOTT N N
7‘19.-4.-4.1 . osrs ovsen'T5: o&w/}[?— et tﬂ/«u‘p vepo

Gritfovn oo ffous rrammriiths T e faritie OB Fecn sarogs ey l
4{4«/}/ ﬂ'..d b St 17//.‘ 74 2 /-.». Lens, ﬂm./-q

faser Bvran ' /u.-»/n f’n/',w».nn

8| P4} Soelut oo Boiae: 7 y.‘/,j wlicetiecal Lopteity I
i MeiT e oot of Lo bt Gotzcan //../,....‘,4»’4-. ; '4,7

s itad S oreine s LggronFeairiest eeip Y s
4.‘»« /u somer -m‘?

/ﬂr)u/lll" 8 7 1 aene of AVfC - fOn vrrEery;
A IA,..// ooy /,,4/.‘,.\/,,1./@».

n et
L /. /4,,,_ O T Fosenst STt Ko ez

76 Leitlew

744 1 Spesst Sowa st St o ot s A vn soroin Loen Secrieot

socttors Fov Yooy alervms L0 o Bt . « Aoa
4:,..' Loty £ (..uy /!M A’/,.. U rocrocut Sate g
» 57 Cneals Lhen £
./ Ko St "Lz

P .'-m,.w Liwrns 'o

o lovw [rFer~

?

\\ S vose sk il Soarene ,mz//W_,.y,(:.,
§ it Mo ot Sonr Fovameat p7 —r 4
< |
N

Deset iy L9 et o M ey onc? APLE fiorn o
Y i
0 PG YaHtelet o Breae M /N/' Aok oy 27 Loy
'_éié,o./m ol o L 4’;4' ,/. au./:/ﬁ‘u ..."./...4.. / :
R ,m' Jetow S ecspden /ﬂ4¢¢... . ,,, ,,.7
S ¢ vosreds II;:.‘.‘ gt S
M %- -A‘dm

,,m /a _4u.u olacees.
‘N ‘/’f g r1avsy o Aot /.. carmessy Lo Fovs oleaehls sar

ot busins Larsrad Sesedlhen l,/ Joe / /f/u ./,.mua;

3 7;"/2;"';..« eyl go ot v amn Yo oy /,.._.zf
V,

wblee Ko einl u.......nlé Tetisn Fovns - tverprinadsvide

en o ik 0605 wre oreoirtle op Balioseadn i fo

N Ry 17. 11000
N | Blorgt bt M rrionidl dutitesea mrssp bt Lo lwl.n-(?
& ( oraoroless. Ius it /o/ Lireastt Soct el foklo oritons fotee A1

\; o eoels of i
S§‘" Lisoldsts 190 th w2 Ll b1 ff o ,\/./(/,9./.4.47%%
5 las ovvn Lovs - o ewal o cndly
\i\i E\ C.d Soss :I/aylm \1177 ../4»(~ .a;
Qﬁ!g'{] \,liﬁ'lg/hl-/m Freeon 7/-/»4 7//[4:”]"
ViHe Loncibinsr g Lol p it Cof Gonaih € g

e ks it St s e 7 ,./‘f’z





OEBPS/images/a045_01_online.jpg





OEBPS/images/9781781178799_cover_epub.jpg
his book highly cnoug~
thor of The Butcher Boy p

BB enalh ~o e





