
OFFICE 

of the 

STATE CORONER 

for 

WESTERN 

AUSTRALIA 

ANNUAL REPORT 

2015·2016 



State 
• 

Our Ref: Annual Report 

Central Law Courts 
Level 10,501 Hay Street 

PERTH W A 6000 

Telephone: (08) 9425 2900 
Facsimile: (08) 9425 2901 

30 September 2016 

The Honourable Michael Mischin llB (Hansl BJuris (Hansl MlC 

Attorney General 
10lh floor, Dumas House 
2 Havelock Street 
WEST PERTH WA 6005 

Dear Attorney 

ANNUAL REPORT 2015-2016 

In accordance with section 27(1) of the Coroners Act 1996 I submit my 
report on the operations of the Office of the State Coroner for the year 
ended 30 June, 2016. 

Yours sincerely 

R V C FOGLIANI 
STATE CORONER 



Table of Contents 

State Coroner's Overview 3 

Executive Summary of Outcomes 4 

Structure of the Report 4 

Information available to the public 5 

The focus over the 2015/16 year: The Backlog of Cases & The Legislative Project 6 

Report on Inquests that are required by law to be held (mandated inqu ests): 6-8 
(a) Mandated inquests - persons held in care immediately before death 7 
(b) Mandated inquests - where it appeared the death was caused, or contributed to by any action of a member of 8 

the police force 
(e) Mandated inquests - suspected deaths 8 
(d) Report on inquests that are held pursuant to an exercise of discretion by the coroner (discretionary inquests) 8 

The Coronial Counselling Service 9 

The Death Prevention Role and the Coronial Ethics Committee 9 

A Case Management System 10 

Acknowledgements 11 

Office Structure 12 

Table A 

Registry and Statistics 12-17 
Table B - Overview of cases received and completed 14 
Table C - Timeline for cases closed 15 
Table D - Total number of deaths reported and cases comp leted 16 

Table E - Findings by manner of death 17 

Post Mortem Examinations 18-19 

Table F- Number of post mortem examinations and outcomes of objections 20 

Coronial Counselling Service 22 
Table G - Number and types of referrals 

Coronial Ethics Committee Functions 24 
Table H - Projects addressed 

Principal Registrar and Coroner's Registrars 25 

Counsel Assisting the Coroner, Police Assisting the Coroner 26 

Inquests 
Table 1- Total number of inquests 27-30 

Table J - Deaths that appeared to be caused, or contributed to by any action of a member of the Police force 31 

Table K - Suspected deaths 32 

Table L - Persons held in care 34 

Persons held in care - specific reports 36-54 

Z I Page 



State Coroner's Overview 

Executive Summary of Outcomes 

Under section 8 of the Coroners Act 1996 (Coroners Act) one of my functions is to ensure 
that the State Coronial system is administered and operates efficiently. The outcomes for 
the 2015/2016 year are outlined below: 

• A total of 2049 investigations were finalised in 2015/16: 

o 1991 finalised by administrative finding of which 878 (44%) were backlog cases. 
o 58 finalised by inquest, all of which were backlog cases at the time of completion 

and just over half of which were mandated inquests. 
o 1113 (54%) of the cases finalised were under 12 months old. 
o 936 (46%) of the cases finalised were over 12 months old. 

• The number of inquests finalised increased from 46 in 2014/15 to 58 in 2015/16. 

• The number of Administrative Findings finalised increased from 1975 in 2014/15 to 1991 
in 2015/16. 

• Backlog of cases increased from 355 in 2014/15 to 466 in 2015/16. This was primarily 
due to an increase in the number of backlog cases awaiting completion of the 
investigation for the coroner. 

Of those 466 backlog cases: 

o 112 were backlog inquest cases. 
o 323 were cases where no further finalisations were possible as at 30 June 2016 

because the coroner was awaiting completion ofthe investigation. 
o 31 cases were with counsel assisting for review or advice. 

• The number of total cases on hand over 24 months old reduced to 6.7% in 2015/16 
compared to 8.4% 2014/15, 10% in 2013/14, 9.8% in 2012/13 and 13% in 2011/12. This 
represents a gradual reduction in aged matters. 

• Reports of deaths to the coroner increased to 2214 in 2015/16 compared to 2192 in 
2014/15, 2009 in 2013/14, 2155 in 2012/13 and 1916 in 2011/12. This is to be expected 
given the population increase. 

• The number of cases on hand was 2178 at 30 June 2016 compared to 2027 at 30 June 
2015. This is due to the increase in reportable deaths in 2015/16 as the comparison of 
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cases closed between 2015/16 (being 2049) and 2014/15 (being 2021) remained 
relatively the same. 

• The number of death certificates received in 2015/16 was 1198 compared to 908 in 
2014/15. These are cases where the coroner has determined that the reported death 
does not require further investigation and the doctor's death certificate is accepted. 

Structure of the Report 
The first part of this Report provides statistical and other information on the operations of 
the Office of the State Coroner in the past financial year ended 30 June 2016 (2015/16). 

The second part of this Report contains the specific reports that I am required to provide on 
the death of each person held in care under section 27(1) of the Coroners Act. 

The legislative requirement to provide a specific report on the death of each person held in 
care reflects the community's concern with the quality of the supervision, treatment and 
care of persons who have been taken into care and/or persons whose freedoms have been 
removed by operation of law. They include children the subject of protection orders, 
prisoners and involuntary mental health patients. 

Investigations that have not been finalised are not the subject of a specific report. An 
investigation is finalised when the coroner has made the findings required, if possible, to be 
made under section 25(1) of the Coroners Act. 

Generally, in approximately 97% of cases an investigation is finalised without holding an 
inquest. An inquest is part of an investigation. 
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The Coroner's Court of Western Australia - information available to the public 

It is said that the role of the Coroner's Court is to speak for the dead and to protect the 
living. This two fold role is a vital component of a civil society. 

As an independent judicial officer, the coroner investigates a reportable death to find how 
the deceased died and what the cause of death was. It is a fact finding exercise, aimed not 
at apportioning blame, but at establishing the circumstances attending the manner of the 
death. It is in the public interest for there to be a careful and thorough review of the 
information so that a sudden, unnatural or unexplained death is properly investigated and 
the cause and manner of that death is properly found and recorded. 

A significant function of the Coroner's Court is to provide an opportunity for grieving 
relatives and friends of the deceased to witness the proceedings involving their loved ones 
at a public inquest, in open court. For people who are emotionally distraught and suffering 
intense feelings of loss, the Coroner's Court can provide much needed answers about how 
their loved one died and in some cases, whether isolated or systemic changes may be 
introduced so as to avoid a death in similar circumstances in the future. It may be a comfort 
to know what happened to their loved one; it has the possibility of allaying rumours or 
suspicion; it may show that no other person caused or contributed to the death; it may 
show otherWise; it may explain complex medical procedures that had previously not been 
understood or known by the family; it may shed light on the quality of medical care afforded 
to the deceased; it may increase medical knowledge and awareness. It provides much 
needed information . 

In these cases the prinCiples of open justice serve the grieving family and friends of the 
deceased as well as the witnesses, persons involved in the care of the deceased and the 
wider community who has an interest in the proceedings. 

When an investigation is finali sed other than by inquest, the coroner's record of 
investigation is referred to as an administrative finding. 

There were 1991 administrative findings finalised by coroners in the 2015/16 year 
comprising approximately 97.2% of all reportable deaths investigated for this year. For 
these matters the coroner makes findin gs on the evidence before him or her, in chambers. 
They are not public proceedings. These findings are provided to the deceased's next of kin 
and they are not published on the Coroner's Court website. 

There were 58 Inquests finalised by coroners in the 2015/16 year comprising approximately 
2.8% of all reportable deaths investigated for this year. As Inquests are public proceedings, 
the coroner takes evidence in open court (unless otherwise ordered). The coroner's written 
findings are published on the Coroner's Court website. Where the coroner has made a 
recommendation, the written response by the Minister or responsible entity is also 
published on the website. 
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The focus over the 2015/16 year: The Backlog of Coronial Cases and the Legislative 
Project 
As with the previous reporting year, much of the effort across all levels at the Office has 
been aimed towards addressing the accumulated backlog of cases. The backlog cases are 
determined by reference to the date that a reportable death is reported to the coroner. 
When the date of that report is more than 12 months old, that case enters into backlog and 
becomes a priority. 

The backlog is a dynamic figure because cases are constantly being finali sed and equa lly, at 
the 12 month anniversary, cases are also coming into backlog, on a daily basis. As outlined 
in the Executive Summary, as at 30 June 2016 the backlog stood at 466. 

That does not mean that all reportable deaths are able to be investigated by a coroner in 
the order of the date of the report of the death. Other factors impact upon the 
prioritisation of cases, most significantly the complexity of the investigation and/or the 
availability of witnesses or other evidence. Another factor that may result in prioritisation is 
where a matter connected with a death raises an issue of concern in the area of public 
health or safety. 

Another significant focus was the legislative Project. I completed my input into the 
Department's Briefing Note to the Attorney General in respect of the 113 recommendations 
made by the law Reform Commission of Western Australia in its Review of Coranial Practice 
in Western Australia, project n. 100. The Department made its final submission to the 
Attorney-General for consideration of the proposed amendments to the Coroners Act 1996 
in March 2016. All of the Department's recommendations were approved by the Attorney 
General and the Department is presently in the process of progressing documentation for 
Cabinet's consideration. 

Report on inquests that are required by law to be held (mandated inquests) 

Under section 22(1) of the Coroners Act, a coroner who has jurisd iction to investigate a 
death must hold an inquest under the circumstances specified in that section. 

Where the Coroners Act mandates the holding of an inquest, the inquests are sometimes 
referred to as "mandated inquests" although that term is not used in the legislation. 

Overall there were 58 investigations finalised by inquest in the past financial year and of 
those, a total of 30, being approximately 52%, comprised investigations where an inquest 
was mandated by law. 

The 30 mandated inquests were finali sed by coroners in the following categories and these 
are described below: 

• 19 mandated inquests in relation to persons held in care immediately before death; 
• 5 mandated inquests where it appeared that the death was caused, or contributed 

to, by an action ofthe police force; and 
• 6 mandated inquests in relation to the suspected deaths of missing persons. 
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(a) Mandated inquests - persons held in care immediately before death 

A deceased will have been a "person held in care" under the circumstances specified in 
section 3 of the Coroners Act. They include children the subject of a protection order under 
the Children and Community Services Act 2004, persons in custody under the Prisons Act 
1981 and involuntary patients under the Mental Health Act 1996, and since November 
2015, the Mental Health Act 2014. 

Under section 3 of the Coroners Act, all Western Australian deaths of persons held in care 
are reportable deaths. 

Under section 27(1) of the Coroners Act, my annual report is required to include a specific 
report on the death of each person held in care. A Table of the investigations into deaths of 
persons held in care that were finalised by inquest in the past financial year appears at 
pages 34-35 of this Report. Following that Table, at pages 36-54 are the specific reports on 
the deaths of each person held in care, arranged in the order in which they appear on the 
Table. 

In the past financial year there were 19 investigations of deaths of persons held in care 
finalised by inquest. Ofthose: 

• Six investigations were finalised by inquest in respect of deaths of persons held in 
custody under the Prisons Act 1981; 

• Two investigations were finalised by inquest in respect of a child who was the 
subject of a protection order under the Children and Community Services Act 2004; 
and 

• Eleven investigations were finalised by inquest in respect of the death of an 
involuntary patient within the meaning of the Mental Health Act 1996. 

In respect of all of the 19 investigations of deaths of persons held in care finalised by 
mandated inquest this past reporting year, the coroner was required under section 25(3) of 
the Coroners Act to comment on the quality of the supervision, treatment and care of the 
person while in that care. 

The coroner made adverse comment on the quality of the supervision, treatment and/or 
care in four of those investigations: they are the deaths of Mr Constantinas PAPA KOSTAS, 
Ms Frances COOPER; Mr Colin ROBSON, and Ms Merita BEll CA. 
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(b) Mandated inquests - where it appeared the death was caused, or contributed to, by any 
action of a member of the police force. 

Five investigations were finalised by inquest where it appeared that th e death was caused, 
or contributed to, by any action of a member of the police force. 

Four concerned police pursuits. One concerned protocols and procedures following police 
involvement. In each instance, the coroner found that the death was not caused or 
contributed to by any action of a member of the police force . 

A Table of the five investigations appears at page 31 of this Report. 

(c) Mandated inquests - suspected deaths 

Where a person is missing and the State Coroner has reasonable cause to suspect that the 
person has died and that it is a reportable death, the State Coroner may direct that the 
suspected death of the person be investigated. Where such a direction has been given, 
under section 23(2) a coroner must hold an inquest into the circumstances ofthe suspected 
death . 

Six investigations into the suspected deaths of missing persons were finalised by inquest. 

In each instance, the coroner found that the death of the missing person had been 
established beyond all reasonable doubt. 

A Table ofthe six investigations appears at page 32 ofthis Report. 

(d) Report on inquests that are held pursuant to an exercise of discretion by the coroner 
(discretionary inquests) 

Under section 22(2) of the Coroners Act, a coroner who has jurisdiction to investigate a 
death may hold an inquest if the coroner believes it is desirable. These inquests are 
sometimes referred to as "discretionary inquests," although that term is not used in the 
legislation. 

In exercising the discretion under this statutory function the coroner will have regard to 
whether an inquest will assist in reaching the findings required to be made, if poss ible, 
under section 25(1) of the Coroners Act and/or whether there are reasons for highlighting 
issues of public health or safety in connection with the death. The coroner will also take 
account of the reasons provided by any person who makes a request for an inquest under 
section 24(1) of the Coroners Act. 

Of the 58 investigations finalised by inquest in the past financial year, a total of 28, being 
approximately 48%, comprised investigations where the inquest was discretionary. 
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A Table of all of the investigations that were finalised by inquest appears at pages 27-30 of 
this Report. The mandated inquests are marked as such, leaving the remainder on that 
Table, a total of 28, as the discretionary inquests. 

The Coronial Counselling Service 

Under section 16 of the Coroners Act, I am to ensure that a counselling service is attached 
to the Coroners Court of Western Australia. Any person coming into contact with the 
coronial system may seek the assistance of the counselling service and, as far as practicable, 
that service is to be made available to them. 

Over this reporting year, the Coronial Counselling Service continued to focus on its core 
function which is to ensure, as far as practicable, that persons coming into contact with the 
coronial system are able to speak with an experienced counsellor who will endeavour to 
address their questions and concerns and explain the coronial process to them. The service 
dealt with just over 6700 telephone contacts. 

The range of services provided by the Coronial Counselling Service and statistical 
information on work output is set out at pages 21-22 of this Report. 

The Death Prevention Role and the Coronial Ethics Committee 

Over the course of a coronial investigation important information is gathered about the 
cause and manner of death, including the circumstances attending the manner of death. 
This is reflected in the findings of the coroners, though not exclusively so. The material 
gathered, including in the form of statistics where that is amenable, can provide vital 
information about matters such as the prevalence of disease, it may reflect upon the state 
of mental health within the community, and can be of invaluable assistance in identifying 
where resources could usefully be applied to provide the most effective assistance, with the 
ultimate aim of preventing deaths in the future in similar circumstances. 

Only the coronial findings on inquest are made public, and they comprise less than 3% of all 
investigations. Following an inquest a coroner may make specific recommendations in 
connection with the death that may result in practices being changed, for example at 
hospitals or at workplaces, to assist in preventing similar deaths in the future. This is part of 
the death prevention role of the coroner. 

The Office has a working relationship with the Department of Health, Office of Safety and 
Quality (OsQ). Their specialist medical consultant reviews coronial findings and related 
information. The salient points are de-identified where necessary and summaries are 
published in the booklet "From Death We Learn" which is then distributed to relevant 
clinical areas. 
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The Office also has a working relationship with the Therapeutic Goods Administration (TGA) 
in recognition of the importance of identifying any reportable deaths that may have been 
associated with the use of medicines, vaccines or medical devices. To assist the TGA with 
monitoring the safety of therapeutic products, the Office has developed a notification 
system whereby relevant information is de-identified and provided to the TGA. 

The working relationships with the OSQ and the TGA are in furtherance of the coroner's 
death prevention role. 

For reasons of confidentiality, a considerable amount of coronial information that may 
potentially assist in the prevention of future deaths is not accessible to the public, nor 
generally to persons conducting research. 

There are occasions where, under strict guidelines, access to specific types of information 
may be made available to persons conducting research connected with the death 
prevention role. This is done through the Coronia l Ethics Committee attached to the 
Coroner's Court of Western Australia. The Coronial Ethics Committee considers incoming 
requests for coronial data and makes recommendations to me on the ethica l considerations 
involved in proposed research projects or matters touching on the use of coronial 
information. 

Pursuant to paragraph 8 of the Guidelines for the Coronial Ethics Committee, I am required 
to report annually on the operations of the Coronial Ethics Committee, including a specific 
report on any recommendation of the Coronial Ethics Committee which I have rejected. The 
report on the operations of the Coronial Ethics Committee during the past reporting year 
appears at pages 23-24 of this Report. 

A case management system 

The project to implement an electronic case management system for the Coroner's Court 
remains on schedule and will commence in latter part of 2016/17 reporting year. Specific 
works around requirements are continuing. 

I have previously stated that the work output of the Coroner's Court of Western Australia 
would be optimised with the introduction of an electronic case management system. 

Full implementation will ultimately facilitate the allocation of caseloads to coroners from 
the time the death is reported, for case management by the same coroner, until 
completion. 

Another benefit includes the efficient retri eva l of information for statistical purposes and/or 
within the context of the death prevention role. 
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Office Structure 

The office structure of the Coroner's Court of Western Australia comprises the State 
Coroner, Deputy State Coroner and two Coroners supported by 23 full time employees 
(FTE's) as shown Table 'A' below. Office Manager and Coroner's Registrar Ms Susan Wilde 
has continued to capably manage the operations of the Office. She has been instrumental 
in the administration of the files and workflow arrangements so as to assist with the 
progression of investigations. Staffing levels were stable over the reporting year. 

Table A 
Coroners and Inquest staff Management and Registry Staff Counselling Service 

State Coroner Principal Registrar Senior Counsellor 

Deputy State Coroner Office Manager Counsellor 

Coroner Registry Manager Counsellor 

Coroner I Assistant Registry Officer , 
I 

Senior Counsel Assisting Systems Information Officer 

Counsel Assisting Senior Findings Clerk 

Counsel Assisting Findings Clerk 

Listings Manager Customer Service Officer 

Administrator Customer Service Officer 

Customer Service Officer 
, 

Customer Service Officer : 
Customer Service Officer Customer Service Officer 

Customer Service Officer Customer Service Officer 

Registry and Statistics 

The Registry is the repository of the statistical information concerning the work of the 
Coroner's Court of Western Australia . Registry staff members record the salient details of 
the coroner's findings, including the deceased's name, date of death, the cause and manner 
of death and date of the coroner's finding. 

The legal requirements to report a death that is or may be a reportable death to the coroner 
are set out in section 17 of the Coroners Act. Under section 19 of the Coroners Act, a 
coroner has jurisdiction to investigate a death if it appears to the coroner that it is or may be 
a reportable death. One of the functions of the State Coroner is to ensure that all 
reportable deaths reported to a coroner are investigated. 
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A reportable death is a Western Australian death that occurs in the circumstances set out in 
section 3 of the Coroners Act and includes a death that appears to have been unexpected, 
unnatural or violent or to have resulted, directly or indirectly, from injury; that occurs during 
an anaesthetic, or as a result of an anaesthetic (and is not due to natural causes); of a 
person who immediately before death was a person held in care; that appears to have been 
caused or contributed to while the person was held in care; that appears to have been 
caused or contributed to by any action of a member of the Police Force; of a person whose 
identity is unknown; and/or where the cause of death has not been certified by a doctor in 
accordance with the Births, Deaths and Marriages Registration Act 1998. 

Under section 14 of the Coroners Act every member of the police force of Western Australia 
is contemporaneously a coroner's investigator. They investigate the reportable deaths and 
prepare a report for the coroner. 

The coroners investigate the reportable deaths and if possible, make findings in relation to 
the cause and manner of death . 

With capable guidance from Registry Manager and Coroner's Registrar M s Rachel Whalen, 
the Registry has been responsible for the administration ofthe coronial files upon the initial 
report of the occurrence of a reportable death and upon finalisation of the coroner's 
investigation, either by administrative finding or by inquest. 

At all levels in the Office, the main focus in the past financial year continued to be on 
clearing the backlog of coronial cases (that is cases where the death was reported to the 
coroner 12 months ago, or more). Staff members within the Registry close the coronia I files 
after the coroner has finalised the investigation. 

The number of cases about to enter into backlog in any given month is calculated; and the 
Coroner's Court endeavours to finalise more than that number in an effort to prevent the 
backlog from increasing. A total of 2214 reportable deaths were reported to the coroner for 
full investigation in the past financial yea r and 2049 cases were completed representing a 
clearance rate of 92.5%. 

With regard to the 2049 cases completed in the past reporting year the breakdown is as 
follows: 

• 1991- the number of investigations finalised by administrative finding, of which 878 
(44%) were backlog cases, and 

• 58 - the number of investigations finalised by inquest, all of which were backlog 
cases. 

At the conclusion of the reporting year, the cases on hand referred to the Coroner's Court of 
Western Australia for investigation by a coroner amounted to 2178, of which 466 were 
backlog cases (over 12 months old). The increase in the backlog from 355 in 2014/15 to 466 
in 2015/16 was primarily due to an increase in the number of backlog cases awaiting 
completion ofthe coronia I investigation . 

Of those 466 backlog cases, 112 were inquest cases waiting to be heard or pending 
finalisation by a Coroner. 
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The following Tables provide an overview of the work of the Office in the 2015/16 year. 

Table B 
CASES RECEIVED PERTH COUNTRY TOTAL 

Full Investigation 1571 643 2214 

Death Certificates 1198 nla 1198 

CASES COMPLETED PERTH COUNTRY TOTAL 

Final ised by Inquiry 1410 581 1991 

Finalised by Inquest 44 14 58 

TOTALS 1454 595 2049 

FINAL/SA TlON RA TID 

Finalised by Inquiry 97.17% 1991 

Finalised by Inquest 2.83% 58 
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Table C 

Table C below shows the age of a coron ial file when closed calculated from the date of 
death for the 2015/16 year. It will be seen that 1113 f iles (54%) were closed in under 
12 months and 936 fi les (46%) were over 12 months old at closure (i.e. backlog f iles). 

INQUIRY INQUEST 

TlMEUNES PERTH COUNTRY PERTH COUNTRY 

< 3 mths 116 39 0 0 

3-6 mths 148 138 0 0 

6-12 mths 420 252 0 0 

12-18 mths 628 98 3 0 

18-24 mths 51 22 4 2 

>24 mths 47 32 37 14 

TOTALS 1410 581 44 14 
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Table 0 
Table D below shows the total number of deaths reported and cases completed during the 
2015/16 year for Perth and Regional WA. 

TOTAL NUMBER OF DEATHS 

REPORTED TO THE CORONER 

Death certificates 1198 

Metropolitan deaths 1571 

Regional deaths 643 

• Albany 99 

• Broome 36 

• Bunbury 185 

• Carnarvon 40 

• Islands 4 

• Geraldton 59 

• Kalgoorlie 86 

• Kununurra 19 

• Northam 58 

• Port Hedland 57 

TOTAL NUMBER OF 2214 1198 

REPORTABLE DEATHS 

CASES COMPLETED PERTH COUNTRY TOTAL 

Finalised by Inquiry 1410 581 1991 

Finalised by Inquest 44 14 58 

TOTALS 1454 595 2049 
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Table E 

Table E below shows the statistics relating to coroners findings on the manner of death for 
the past five financial years. They represent investigations that were finalised by a coroner 
in those financial years, either by administrative finding or by inquest. 

MANNERDF 2011-2012 2012-2013 2013-2014 2014-2015 2015-2016 

DEATH 

Accident 684 645 622 580 635 

Misadventure 23 19 34 25 44 

Natural Causes 881 975 849 915 851 

No Jurisdiction 2 7 0 5 3 

Open Finding 125 120 125 103 105 

Self Defence 1 1 1 0 1 

Suicide 404 383 336 340 322 

Unlawful 72 75 69 53 88 

Homicide 

TOTALS 2192 2225 2036 2021 2049 
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Post Mortem Examinations 

Under section 2S(1)(c) of the Coroners Act a coroner investigating a death must find, if 
possible, the cause of death. 

Under section 34(1) of the Coroners Act, if a coroner reasonably believes that it is necessary 
for an investigation of a death, the coroner may direct a pathologist or a doctor to perform a 
post mortem examination on the body. A post mortem examination is a detailed medical 
examination of the body of a person who has died, undertaken for the purpose of 
investigating the death. 

Post mortem examinations for the Coroner's Court of Western Australia are performed at 
the direction of the coroner by experienced forensic pathologists. They prepare a 
confidential report for the coroner and provide an opinion on the cause of death. The post 
mortem report may also provide information that is relevant to manner of death. The 
coroner takes this information into account when making a finding. 

Under section 36 of the Coroners Act, any person can ask the coroner who has jurisdiction 
to investigate a death to direct that a post mortem examination be performed on the body. 
If the coroner refuses the request an application may be made to the Supreme Court for an 
order that a post mortem be performed. Applicants have two clear working days after 
receiving the coroner's notice of refusal to apply to the Supreme Court unless an extension 
oftime has been granted by the Supreme Court. 
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Objections to Post Mortem Examinations 

Under section 37 of the Coroners Act, except where the coroner decides that a post mortem 
examination must be performed immediately, the senior next of kin may object to the 
conduct of a post mortem examination. 

The senior next of kin in relation to the deceased means the first person who is available 
from the categories of persons referred to in section 37(5) of the Coroners Act, in the order 
of priority listed in that sub section. 

A Coroner's brochure entitled "When a person dies suddenly" is served upon the senior next 
of kin by attending police officers as soon as possible following a death. That brochure 
explains the procedure for making an objection to the conduct of a post mortem 
examination. The senior next of kin may give notice of an objection to a post mortem 
examination to the Western Australia Police at any hour, or directly with Coroner's Court of 
Western Australia during office hours. 

The reasons for objections to a post mortem examination by a senior next of kin vary from 
person to person. In the normal course they are discussed with a member of the coronial 
counselling service who will convey them to the coroner. In a number of cases the coroner, 
after considering the other evidence that could assist in determining the likely cause of the 
death, will accept the objection and no post mortem examination will be performed. 

In other cases, the coroner after carefully considering the reasons for the objection may 
nonetheless decide that a post mortem examination is necessary and will overrule the 
objection. The coronial counsellor communicates the coroner's decision and reasons for 
overruling the objection to the senior next of kin. Also, under section 37(1) of the Coroners 
Act, the coroner must immediately give notice in writing of that decision to the senior next 
of kin and to the State Coroner. Within two clear working days of receiving notice of the 
coroner's decision (or before the end of any extension of time granted) the sen ior next of 
kin may apply to the Supreme Court for an order that no post mortem examination be 
performed. The Supreme Court may make an order to that effect if it is satisfied that it is 
desirable in the circumstances. 

The discussions between the senior next of kin and the members ofthe coronial counselling 
service are a vital component of the process for objectio·ns. The counsellors have 
experience in dealing compassionately with sensitive matters and are cognisant of cultural 
issues that may impact upon decision making in this area . The work of the coronial 
counselling service is further addressed at pages 21-22 of this Report. 
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Table F 

Table F below shows the number of post mortem examinations and the number of 
objections received in the 2015/16 year and the outcomes: 

Deaths reported to Coroner's Court of Western Australia: 

REPORTED DEA THS 

Immediate post mortem 43 

No objection to post mortem 1885 

Objection to post mortem 246 

No post mortem conducted (missing person, death 40 
certificate originally issued or by order of coroner etc) 

NUMBER OF REPORTED DEATHS 2214 

Outcomes in cases where an objection was initially received: 

OBJECrJONS TO POST MORTEMS 

Objection accepted 168 

Objection withdrawn 76 

Objection withdrawn after coroner overruled 2 

Applications to Supreme Court 0 

TOTAL OBJECTIONS TO POST MORTEMS 246 
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Coronial Counselling Service Functions 

Any person coming into contact with the coronial system may seek the assistance of the 
Coronial Counselling Service. The service is attached to the Coroner's Court of Western 
Australia under section 16 of the Coroners Act. The Coronial Counselling Service is on call 
from 7:00 am to 6:00 pm every day of the year including public holidays. 

There are three coronial counsellors attached to the Coroner's Court of Western Australia, 
senior coronial counsellor Dr Francesca Bell and coronial counsellors Mr Phil Riseborough 
and Ms Teresa McGlynn, all of whom have qualifications in psychology. Over the past 
reporting year, the counsellors have spent many hours communicating with people who 
come into contact with the Office. They aim to impart clear and accurate information, with 
compassion . They have a deep understanding of grief and loss. 

Coronial counsellors provide information to the next of kin about the progress through the 
coronial system of the investigation into their family member's death . They explain the 
process and the timelines involved when a senior next of kin objects to a post mortem 
examination, discuss tissue retention issues, provide advice on body release dates, and 
facilitate connections to agencies that may assist with other aspects of the process. 

Coronial counsellors are able to offer short term counselling in relation to grief, loss, and 
trauma. They will offer information about referral options if further counselling or 
assistance is considered appropriate. They run education sessions with various professional 
groups and liaise closely with a number of different government departments to ensure that 
a person's death and its ramifications are handled as appropriately as possible. This includes 
assisting in the Disaster Victim Identification process. 

Coronial counsellors are able to facilitate the viewing of selected case material from the 
coronial files to assist next of kin to better understand what happened to their family 
member. This process involves supporting the next of kin during the viewing as appropriate 
and being available to answer questions. A file viewing can occur many years after someone 
has died. 

Coronial counsellors are able to link people to the court companion service where 
volunteers are available to explain inquest proceedings and to accompany next of kin to 
inquests if required . They are able to attend at the State Mortuary to support next of kin if 
they require that support when viewing their loved one. They will conduct home visits if 
required and if it is possible. 
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Table G 
Table G below shows the number and types of referrals dealt with by the Coronial 
Counselling Service for the past five reporting years. 

TYPE OF SERVICE 2011 -2012 2012-2013 2013-2014 2014-2015 2015-2016 

Phone, 5196 6251 6529 6979 6993 

Office/Home 

Visits 

Offers of Service 949 933 1092 1377 547 

Mortuary/file 1538 1971 2129 2397 2566 

viewi ngs 

TOTAL 7683 9155 9750 10753 10106 

CONTACTS 

For the 2015/2016 year the above categories are explained as follows: 

• Phone, Office/Home visits refers to all telephone calls (6708), visits to home 

addresses (is), and attendances at other offices or attendances by others at 

the Court (270); 

• Offers of Service refers to letters offering counselling (547); and 

• Mortuary/file viewings refers to emails (905), interoffice liaison (1654), and 

mortuary contact (7). 

• Table G shows a significant reduction in the number of Offer of Service letters 

sent in comparison with previous years. All listed next of kin receive written 

information about the coronial process that includes information about the 

coronial counselling service shortly after their bereavement. Accordingly a 

second and specific Offer of Service letter is now sent to the listed next of kin of 

all children under 18 years of age, and all those who appear to have died 

through suicide. These letters continue to be sent because of the particular 

risks associated with these types of deaths and the need to reinforce the 

previous offer. 
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Coronial Ethics Committee Functions 

The Coronial Ethics Committee was established pursuant to section 58 of the Coroners Act and 
operates in compliance with the National Health and Medical Research Council's National 
Statement on Ethical Conduct in Human Research and its associated guidelines. 

Coronial data is confidential. An application for the provision of coronial data must be 
accompanied by a detailed written submission to the Coronial Ethics Committee. Applications 
are primarily made for research purposes. As the level of business for the Committee has 
increased over time, so have the number of meetings the Committee holds to consider 
applications. In decision-making, the Committee members attempt to strike a balance between 
family concerns (including privacy, confidentiality, and consent issues), and the benefits of 
research to the community at large. Once an application has been considered, the Coronial 
Ethics Committee makes its recommendation to the State Coroner about whether the coronial 
data sought should be released, and under what conditions. 

The membership of the Coronial Ethics Committee is drawn from a range of representative 
categories to allow for a broad cross section of views to be considered during discussions. The 
Coroner's Court of Western Australia is well served by the considerable work done by Coronial 
Ethics Committee members, who volunteer their time. The subject matter is sensitive and the 
Committee makes a vital contribution to the coroner's death prevention role. 

The members of the Coronial Ethics Committee are as follows: 

Associate Professor Alistair Vickery (from 
November 2015) 

Dr Jodi White 

Associate Professor Jennet Harvey 

Mr Barry King 

Mr Jim Fitzgerald 

Ms Debra Zanella (until May 2016) 

Reverend Brian Carey 

Ms Christine Pitt 

Kate Elison 

Chairperson, Associate Professor, UWA 

Deputy Chairperson, Forensic Pathologist, Path West 

Department of Pathology, UWA 

Coroner 

Lay member 

Member w ith counselling background 

Member with a pastoral background 

Lega l Member 

Secretary, Legal Member, Principal Counsel Assisting 

In November 2015, the Committee welcomed a new Chairperson, Associate Professor Alistair 
Vickery. Associate Professor Vickery comes to the Committee with a strong background in 
general medical practice and teaching. He has many years of experience in health research, and 
in considering ethical matters. The Committee is well served by his leadership. 
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In May 2016, Ms Debra Zanella resigned from the Committee. Ms Zanella's competing 
commitments precluded her from being able to remain . The Committee is grateful for her 
contribution over the period of her membership. 

This past reporting year, the Coronia l Ethics Comm ittee met six times (increased from three 
meet ings last year) and addressed the fo llowing number of projects, as indicated in t he 
Table H below. The State Coroner did not reject any of the Ethics Committee's 
recommendations. 

Table H 

Number of Projects Number of projects Number of projects not 
Considered approved approved 

19 19 0 

Number of Requests for Number of Requests for Number of Requests for 
renewal Considered renewal Approved renewal Not approved 

6 6 0 

Number of Am endments Number of amendments Number of amendments 

to Applications approved not approved 

4 3 1 
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Principal Registrar and Coroner's Registrars 

The Principal Registrar and the Coroner's Registrars have continued to work hard to 
discharge their functions in a timely fashion and when necessary on an urgent basis, in the 
furtherance of the efficient administration of the coronial system for Western Australia. 
They have met the challenges of an increasing workload with care and diligence. 

Coroner's registrars are appointed under section 12 of the Coroners Act. They have 
statutory functions under section 13 of the Coroners Act and they exercise the powers or 
duties of a coroner that are delegated to them by the State Coroner in writing under section 
10 of the Coroners Act. There are six coroner's registrars at the Coroner's Court of Western 
Australia, four of whom exercise delegated functions under section 10 of the Coroners Act, 
one of whom is the Principal Registrar, Mr Gary Cooper. They exercise their delegations 
contemporaneously with their other functions. 

In addition, registrars of Magistrates Courts may act as coroner's registrars if an investigation 
is held at a courthouse where the Magistrates Court sits. 

A coroner's registrar's delegated functions under section 10 and statutory functions under 
section 13 include, but are not limited to, receiving information about a death which a 
coroner is investigating other than at an inquest, issuing summonses requiring witnesses to 
attend at inquests, directing that a pathologist or a doctor perform a post mortem 
examination, authorising the release of the body following the post mortem examination 
and authorising tissue donations under the Human Tissue and Transplant Act 1982. 

In addition the Principal Registrar and two other coroner's registrars have delegated 
functions empowering them to restrict access to a place where the death occurred, or where 
the event which caused or contributed to the death occurred. Of necessity, a coroner's 
registrar is contactable at any time of the day or night, every day of the year. The Principal 
Registrar provides mentoring and support to all coroner's registrars. 

The Principal Registrar deals with incoming notifications and requests to the Coroner's Court 
of Western Australia and assesses those incoming matters for referral to the State Coroner 
where they involve the exercise of non-delegated statutory functions. The Principal 
Registrar also executes the State Coroner's directions in relation to the conduct of coronial 
investigations. 

The Principal Registrar represents the State Coroner at internal and external 
forums/meetings. On behalf of the State Coroner, he liaises with members of the Western 
Australia Police, officers from the Department of Health, Department of Corrective Services, 
the office of the Ombudsman, and numerous other government and non-government 
agencies. He provides education and information sessions to health and legal professionals 
and other organisations on a regular basis as part of a community education strategy. 
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Counsel Assisting the Coroner 

Over the reporting year there were three counsel who assisted the coroners with the 
preparation, management and conduct of inquest hearings. Ms Kate Elison continued her 
work as principal counsel assisting for the coroners and as secretary to the Coronial Ethics 
Committee. She continued to co-ordinate counsel assisting's timely listing of matters in the 
Coroner's Court's call-over system, and the work of counsel assisting generally. 

Mr Toby Bishop continued to work diligently to ensure matters in his practice are finalised in 
a timely way. 

Ms Ilona O'Brien resigned as at 8 January 2016. During her tenure with the Coroner's Court, 
Ms O'Brien proved herself as a valuable member of the counsel assisting team, approaching 
her work with professionalism and compassion. As the position could only be offered on a 
temporary basis due to the government freeze on advertising, Ms Aneta Sukoski 
commenced as counsel assisting on 6 May 2016 on secondment from the Department of 
Commerce. Ms Sukoski has worked towards the timely listing of inquest matters. 

All three counsel assisting have diligently executed their functions. They primarily focused 
on preparing the backlog inquests for hearing. Through their efforts, they have assisted in 
redUcing the number of aged matters awaiting hearing by a coroner. 

Police Assisting the Coroner 

Sergeant Lyle Housiaux and Senior Constable Eric Langton have served as a critical link 
between the Office of the State Coroner and the Coronial Investigation Unit of the Western 
Australia Police. 

They provide significant assistance to the coroners in the preparation of matters for inquest, 
including the gathering of evidence where necessary. 

They also provide ongoing assistance to coroner's investigators state-wide in relation to 
practices and procedures for the conduct coronial investigation s, thereby contributing to 
consistency of practice in thi s area . 

Sergeant Housiaux has continued to ably perform the role of assisting the coroner in Court in 
relation to the conduct a number of inquests throughout the year, thereby assisting with the 
work flow in this area. 

Both police officers through their efforts have made a valuable contribution to the conduct 
and/or finali sation of a significant number of coronial investigations. 
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Inquests 

Table I below shows the total number of inquests (58) finalised in the 2015/16 year. An inquest is 
finalised when the coroner signs the inquest findin g. 

Table I 

SURNAME OF DECEASED DA TE OF DEA TH DATE OF INQUEST FINDING DATE OF 
FINDING 

' MAJINSKI 16/6/201 3 29/6/201 5 Natural Causes 21712015 
John 

' GtLBERT 21112/2013 22/6/201 5 Natural Causes 81712015 
Roy Charles 

STANCZYK 23109/2012 31/312015 & 25-27/5/2015 Suicide 16/72015 
James Anthony 

ELLIOTT 315/2012 8-9/6/2015 Open 221712015 
Armamie·Bree 

' NGUYEN 27/11/2010 171712015 Natural Causes 29/7/201 5 
Tien Chung 

' ROBERTS 9/312014 2417/2015 Natural Causes 61812015 
Francis Gerald 

MacFARLAINE 12/4/2012 10·12/3/2015 Natural Causes 12/8/2015 
Helen Christine 

TILL 91312007 1-12/12/2014 & Misadventure 18/8/2015 
Debra Alexandra 16/1212014 

RAABE 10/3/2007 1-1 2/12/2014 & Misadventure 18/8/2015 
Craig Allan 16/12/2014 

' PAPAKOST AS 11 /12/2011 071712015 - Natural Causes 28/8/2015 
Constantinas 

' STEPHENSON Between 20·21/11 /2012 23/312015 Accident 21912015 
Priscilla Fay 

'BRUCE 1815/2012 16/6/201 5 Accident 16/9/201 5 
Sean 

'MR TOBY 25/8/201 2 11·13/8/2015 Accident 17/912015 
(Suppression Order on Name) 
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WEISER 13/11 /2012 25/812015 Misadventure 18/9/2015 
David Yehuda 

BOTTOMLEY 4/5/201 2 8/9/201 5 Accident 6/10/2015 
Michael Joseph 

' MAPP 16/6/2014 1/10/2015 Natural Causes 8/10/2015 
Charles William 

CLIFTON 2/612013 1815/2015 Accident 23/10/2015 
Paul Gregory 

' CREMER On or about 5111201 4 5/10/201 5 Suicide 30/10/2015 
Axel Josef 

' CAMERON 2711/2013 311 1/2015 Accident 18/11/2015 
Anna Maria 

' HENDERSON 611212010 24-25/8/2015 & 28/812015 Accident 25/11/2015 
Yvonne 

#ZAPOTOCKY Between 21-26/3/2014 19/1112015 Accident 25/11 /2015 
Jan 

' COOPER 30/10/2011 22-23/9/2015 Open Finding 30/11 /2015 
Frances May 

#KHOR 12/61201 3 23/11 /201 5 Misadventure 10/12/2015 
Foo Kun 

NICHOLLS-DIVER Between 1-213/2011 2814-1 5/5/201 5 Suicide 31/12/2015 
Ruby Natasha 

ELLIOTT Between 30·31/3/2011 28/4·15/5/2015 Suicide 31112/2015 
Carly Jean 

THOMAS Between 3/6/2011 & 2814 - 15/5/2015 Suicide 31/1212015 
Michael Ronald 219/201 1 

EDWARDS 20/3/2012 28/4-15/5/2015 Suicide 31112/2015 
Anthony Ian 

' ROBSON 28/3/201 2 28/4·15/5/2015 Suicide 3111 212015 
Stephen Colin 

SMITH 1417/201 2 23·24/9/201 5 Accident 6/112016 
Gonda Alexandra 

"RYDER 2/11 /2012 20/10/2015 & 26/10/2015 Unlawful 14/112016 
Johnathon James & 2/11 /201 5 Homicide 
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MAARIF 7/4/2013 17/12/2015 Accident 19/1/2016 
Zainul 

#KHAMIS On or about 7/4/2013 17/12/2015 Accident 19/1/2016 
Zhafran Bin 

' DODD 4/3/2014 11112/2015 Natural Causes 5/2/2016 
Pauline Margaret 

HALL 311712010 9-11/3/2015& Misadventure 10/2/2016 
Daniel James 17-20/3/2015 

WESTLUND 2/3/2011 16-20/3/2015 Misadventure 10/2/2016 
Adrian Marcus 

BERRY 24/11/2012 12-13/3/2015 & Misadventure 10/2/2016 
Shayne Andrew 17-20/3/2015 

' PASSMORE Between 26-29/3/2012 5-6/11 /2015 Suicide 15/2/2016 
John Stephen 

' BELICA 11 /9/2012 8/12/2015 Suicide 16/2/2016 
Merita 

' BENNETT -ROBERTSON 24/4/2013 17 & 20/1 1/2015 Suicide 2/3/2016 
Mark Warton 

' (TRN) (Suppression Order on 31/12/2010 30/11 /2015 Natural Causes 11 /3/2016 
Name) 

#LAWSON Between 9-23/10/2010 3/12/2015 Open Finding 18/3/2016 
David Davidson 

DELLAR 27/1112010 27-28/8/2015 Suicide 24/3/2016 
Jesse Richard 

' WILLIAMS 7/8/2012 6/10/2015 Misadventure 5/4/2016 
Thomas Charles 

(TPL) (Suppression Order on 11/1/2013 2/2/2016 Accident 11/4/2016 
Name) 

' RYAN 12/8/2013 8/4/2016 Natural Causes 13/4/2016 
Stephen Kenneth 

VAN DER SCHOOT 3/4/2012 27-28/10/2015 Accident 21/4/2016 
Susanne 

' (TP) (Suppression Order on 9/12/2011 4/8/2015 Natural Causes 4/5/2016 
Name) 
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SAULYS 51712012 17-1 8/2/2016 Natural Causes 18/512016 
Janice May 

PARMAN 17/9/2010 14-1 7112/2015 Natural Causes 20/5/2016 
Sebastian Keith 

#GRAHAM On or about 27/9/2014 10/5/201 6 Misadventure 25/5/2016 
Aaron Sinclair 

ARJOMAND 15/10/2012 21 -22/3/2016 Accident 25/512016 
Mahdi 

HIRON 15/10/2012 21-22/3/2016 Accident 25/512016 
Kyal Peter 

DEAN 15/10/2012 21-22/3/2016 Accidenl 25/5/2016 
William Craig 

·GENOVESE 3/3/2012 1-2/9/2015 Accidenl 30/5/201 6 
Aaron Sinclair 

#ABRAHAM 26/10/2013 19/112016 Misadvenlure 2/6/2016 
Samir Joseph 

ALLEN 1711 1/2012 11 -1211/2016 Misadventure 3/61201 6 
Elizabeth Francisca 

WOOD 1/1/20 11 13-14/10/2015 Accidenl 23/6/2016 
Brian Keith 

REID 12/12/2010 22-24/2/2016 Misadvenlure 28/6/2016 
Geoffrey Mark 

A = Death that appeared to be caused or contributed to by any action of a member of the police force (5) 
# = Missing person (6) 
* = Person held in care (19) 
The balance of the matters listed (28) were discretionary inquests 
Total Inquests : 58 

I acknowledge the considerable ass istance rendered by the Coroner's Court's Listing Manager 
Ms Dawn Wright and my Administrator M s Sue Sansalone in their management of the court's listing 
requirements, their preparation of matters for inquest hearing and all of the guidance they provide to 
staff members for the preparation of inquest briefs. 

The Tables appearing after Table I (Tables J, K and L) are subsets of the information contained in 
Table I, and they all relate to mandated inquests. 
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DEATHS THAT APPEARED TO BE CAUSED, OR CONTRIBUTED TO, BY ANY ACTION OF A MEMBER OF 

THE POLICE FORCE 

Under section 22(1)(b) of the Coroners Act, a coroner who has jurisdiction to investigate a 
death must hold an inquest if the death appears to be a Western Australian death and it 
appears that the death was caused, or contributed to, by any action of a member of the 
Police Force. 

Table J 

Table J below shows the number of inquest s (5) finalised in the 2015/16 year into deaths 
that appeared to be caused, or contributed to, by any action of a member of the Police 
Force. 

NAME DATE OF DEATH DATE OF INQUEST FINDING DA TE OF FINDING 

'BRUCE 18/5/201 2 16/6/2015 Accident 16/9/2015 
Sean 

'MR TOBY 25/8/2012 11-13/8/2015 Accident 1719/201 5 
(Suppression Order 

on Name) 

'RYDER 2111 /201 2 20/10/20 & Unlawfut 14/1/2016 
Johnathon James 26/10/201 5 & Homicide 

2111 /2015 

'WtLLlAMS 7/8/2012 6/10/2015 Misadventure 5/4/2016 
Thomas Charles 

'GENOVESE 3/3/2012 1-2/9/2015 Accident 301512016 
Aaron Sinclair 

Four investigations concerned the coroner' s independent scrutiny of police pursuits 
(investigations into the deaths of Messrs BRUCE, TOBY, RYDER and GENOVESE). One 
investigation concerned the coroner's independent scrutiny of compliance with police 
protocols and procedures following police involvement (investigation into the death of 
Mr WILLIAMS). In each case the coroner found that the police did not cause or contribute to 
the death . 

The coroners' findings and the responses appear on th e website of the Coroner's Court of 
Western Australia. 
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SUSPECTED DEATHS 

Under section 23 of the Coroners Act where a person is missing and the State Coroner has 
reasonable cause to suspect th at the person has died and that the death was a reportable death, 
the State Coroner may direct that the suspected death of the person be investigated. Where the 
State Coroner has given such a direction a coroner must hold an inquest into the circumstances 
of the suspected death of the person, and if the coroner finds that the death of the person has 
been established beyond all reasonable doubt, into how the death occurred and the cause of the 
death . 

Table K 

Table K below shows the number of inquests (6) finali sed in the 2015/16 year into suspected 
deaths. 

NAME DATE OF DEATH DATE OF INQUEST FINDING DATE OF FINDING 

#ZAPOTOCKY Between 21· 19/11/201 5 Accident 25/11 /201 5 
Jan 26/312014 

#KHOR 12/6/2013 23/11 /2015 Misadventure 10/12/201 5 
Foo Kun 

#KHAMIS 714/2013 17/12/2015 Accident 19/112016 
Zhafran Bin 

#LAWSON Between 9· 3/12/201 5 Opening Finding 18/3/201 6 
David Davidson 2311 0/2010 

#GRAHAM On or about 10/5/2016 Misadventure 25/5/2016 
Andrew Sinclair 27/9/2014 

#ABRAHAM 26/10/201 3 19/112016 Misadventure 21612016 
Samir Joseph 

In each case the coroner found that the death of the person had been established beyond all 
reasonable doubt . 

The coroners' findings appear on the website of the Coroner's Court of Western Australia. 
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PERSONS HELD IN CARE 

Under section 3 ofthe Coroners Act a "person held in care" means: 

(a) a person under, ar escaping from, the control, core or custady of-

or 

(i) the CEO as defined in section 3 of the Children and Community Services Act 
2004; or 

(ii) the Chief Executive Officer of the department of the Public Service principally 
assisting the Minister administering the Prisons Act 1981 in its 
administration; or 

(iii) a member of the Police Force; 

(aa) a person for whom the CEO as defined in the Court Security and Custodial Services 
Act 1999 is responsible under section 10, 13, 15 or 16 of that Act, whether that 
person is at a custodial place as defined in that Act, is being moved between 
custodial places or escapes, or becomes absent, from a custodial place or during 
movement between custodial places; or 

(b) a person admitted to a centre under the Alcohol and Other Drugs Act 1974; ar 

(ca) a resident as defined in the Declared Places (Mentally Impaired Accused) Act 2015 
section 3; 

(c) a person 

(i) who is an involuntary patient under the Mental Health Act 2014; or 
(ii) who is apprehended or detained under that Act; or 
(iii) who is absent without leave from a hospital or other place under section 97 

of that Act; or 

(d) a person detained under the Young Offenders Act 1994; 

Table L overleaf shows the number of inquests (19) finalised in 2015/16 into deaths of persons 
held in care. 

In accordance with section 27(1) of the Coroners Act, the specific report on the death of each 
person held in care appears after Table L. 

The coroners' findings and the responses appear on the website of the Coroner's Court of 
Western Australia. 
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Table L 

Deaths of persons held in care finalised in the 2015/16 year 

NAME DATE OF DATE OF INQUEST FINDING DATE OF FINDING 
DEATH 

'MAJINSKI 16/6/2013 29/6/2015 Natural Causes 21712015 
John 

'GILBERT 2111212013 221612015 Natural Causes 8/7/2015 
Roy Charles 

'NGUYEN 27111/2010 171712015 Natural Causes 29/7/2015 
Tien Chung 

'ROBERTS 9/312014 2417/2015 Natural Causes 61812015 
Francis Gerald 

'PAPAKOSTAS 11/1212011 718/2015 Natural Causes 2818/2015 
Constantinas 

'STEPHENSON Between 20-21/11/2012 23/312015 Accident 21912015 
Priscilla Fay 

' MAPP 16/6/2014 111012015 Natural Causes 8110/2015 
Charles William 

'CREMER On or about 5/1/2014 5/10/2015 Suicide 30/1012015 
Axel Josef 

'CAMERON 27/112013 3111 /2015 Accident 18/11/2015 
Anna Maria 

'HENDERSON 6/1212010 24-25/8/2015 & 28/812015 Accident 25/11/2015 
Yvonne 

'COOPER 30/1012011 22-23/9/2015 Open 30/11/2015 
Frances May 

'ROBSON 28/312012 28/4-15/5/2015 Suicide 31/1212015 
Stephen Colin 

'DODD 41312014 11112/2015 Natural Causes 5/212016 
Pauline Margaret 
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' PASSMORE Between 26-29/3/2012 5-6/1112015 Suicide 151212016 
John Stephen 

' BELICA 11/9/2012 8112/2015 Suicide 16/2/2016 
Merita 

' BENNETT· 24/412013 17 & 20/1 1/2015 Suicide 213/2016 
ROBERTSON 
Mark Warton 

' (TRN) 31/12/2010 30/1 1/2015 Natural Causes 11/312016 
(Suppression Order 

on Name) 

' RYAN 12/812013 814/2015 Natural Causes 1314/2016 
Stephen Kenneth 

' (TP) (Suppression 9/1212011 4/8/2015 Natural Causes 4/5/2016 
Order on Name) 
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Persons held in care - specific reports 

John MAliNSKI 
Inquest held in Perth 29 June 2015, investigation finalised 2 July 2015 

Mr John Majinski (the deceased) died on 16 June 2013 at Royal Perth Hospital. The 
coroner found the manner of death was natural causes. The cause of death was 
complications of fibrosing alveolitis. He was 55 years old. 

Immediately before death the deceased was a "person held in care" under section 3 of 
the Coroners Act 1996 because he was a sentenced prisoner, and pursuant to the 
Prisons Act 1981 he was in the custody of the Chief Executive Officer of the 
Department of Corrective Services. The deceased was serving his sentence at Karnet 
Prison Farm. 

In April 2013 following a five day hospital admission, he was transferred from Karnet 
Prison Farm to the infirmary at Casuarina Prison for 24 hour nursing care, including 
oxygen therapy. Due to his deteriorating medical condition, on 9 May 2013 
Mr Majinski was transferred to Royal Perth Hospital and admitted to a ward with 
specialist respiratory team input. On 13 May 2013 he was registered as a Phase 1 (high 
probability of death) on the Department's terminally ill prisoner register. His status 
was esca lated to Phase 2 (death imminent) on 24 May 2013. 

The inquest focussed primarily on the medical care provided in prison for the 
deceased's pre-existing multiple medical problems, including long standing severe 
lung disease and diabetes. 

The deceased's medical records show that throughout his term of incarceration he 
became increasingly unwell. His medical notes reveal his conditions were intenSively 
managed to a high standard by the pri son medical staff in conjunction with a 
multitude of specialists and all ied health professions. When his severe lung condition 
deteriorated significantly he was considered for lung transplantation, but was deemed 
unsuitable due to his recent diagnosiS of active hepatitis B. When no other treatments 
could be offered he was provided with palliative care until he died. 

The coroner was satisfied that there was nothing that the Department did or failed to 
do that contributed to the deceased's death. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Roy Charles GILBERT 
Inquest held in Perth 22 June 2015, investigation finalised 8 July 2015 

Mr Roy Charles Gilbert (the deceased) died on 21 December 2013 at Royal Perth 
Hospital. The Deputy State Coroner found the manner of death was natural causes. 
The cause of death was complications in association with advanced gastric 
malignancy. He was 49 years old. 

Immediately before death the deceased was a "person held in care" under section 3 
of the Coroners Act 1996 because he was a sentenced prisoner, and pursuant to the 
Prisons Act 1981 he was in the custody of the Chief Executive Officer of the 
Department of Corrective Services. The deceased was serving his sentence at 
Casuarina Prison. 

The deceased had spent well over 30 years in institutions, with 29 of those in 
prison. During the initial finite term of the deceased's imprisonment he was 
incarcerated in various prison facilities and was generally considered to be a 
management problem due to his behaviour. 

The deceased first showed signs of gastrointestinal tract issues in 2009 to 2011 but 
these appeared to respond to treatment. He was admitted to Royal Perth Hospital in 
12 August 2013 due to continuing loss of weight, abdominal discomfort and 
bloating. Investigations diagnosed a poorly differentiated adenocarcinoma of the 
stomach. The deceased was managed by Royal Perth Hospital's oncology team with 
the assistance of medical staff at both the Casuarina Prison Infirmary and the Acacia 
Prison Infirmary. 

In October 2013 tests showed that metastases were present throughout the 
peritoneal cavity and the deceased's tumour continued to spread despite aggressive 
treatment until chemotherapy was withdrawn and palliative therapy 
commenced. The deceased was admitted to Royal Perth Hospital for the last time 
on 16 December 2013 at which time he was declared a terminally ill pri soner, Phase 
2, (death imminent). 

The Deputy State Coroner was satisfied the deceased's medical treatment was 
appropriate, and the quality of his supervision, treatment and care was reasonable, 
in view of the aggressiveness of his cancer and his periods of noncompliance with 
management. 

The Deputy State Coroner did not make any recommendations. 

The Finding is on the website ofthe Coroner's Court of Western Australia. 
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Tien Chung NGUYEN 

Inquest held in Perth 17 July 2015, investigation finalised 29 July 2015 

Mr Tien Chung Nguyen (the deceased) died on 27 November 2010 at Royal Perth 
Hospital. The coroner found the manner of death was natural causes. The cause of 
death was ruptured dissection of the thoracic aorta. He was 53 years old. 

Immediately before death the deceased was a "person held in care" under section 3 of 
the Coroners Act 1996 because he was a sentenced prisoner, and pursuant to the Prisons 
Act 1981 he was in the custody of the Chief Executive Officer of the Department of 
Corrective Services. The deceased was serving his sentence at Wooroloo Prison Farm. 

The deceased died while undergoing surgery at Royal Perth Hospital. 

The deceased had a significant medical history including a brain aneurysm, which 
required surgery in 1982 and again in 1991. It resulted in memory loss, stuttering, 
paraesthesia down his right side and persistent headaches, which required regular 
medication. He also had chronic back pain as a result of a motor vehicle accident in 
2000. The deceased had symptoms of lower urinary tract infection, which ultimately was 
diagnosed as a benign prostate hypertrophy, and was a carrier of hepatitis B and an 
inactive hepatitis C. 

On 26 November 2010 the deceased was seen by a fellow prisoner sitting on a chair 
outside the shower block at Wooroloo Prison Farm, clutching his chest with his left 
hand. The deceased was attended to by prison medical staff. An ambulance was 
arranged and the deceased was transferred to the Swan District Hospital. A fellow 
prisoner was allowed to accompany him in the ambulance to the hospital to assist with 
interpreting for the deceased. The deceased remained at the Swan District Hospital 
overnight where he was treated and undertook further tests. Results suggested that the 
deceased required urgent imaging, which could not be done at Swan District 
Hospital. Arrangements were made for the deceased to be urgently transferred to the 
Emergency Department at Royal Perth Hospital on 27 November 2010. 

After being reviewed at Royal Perth Hospital by a cardiologist and consultant 
cardiothoracic surgeon the deceased was transferred to the operating theatre for urgent 
surgical management. Because of the deceased's critical condition, the Department of 
Corrective Services authorised telephone contact with the deceased's family members 
prior to the deceased going in to theatre for surgery. During the induction of the 
anaesthesia the deceased suddenly deteriorated and became hypotensive and 
bradycardic. Despite all attempts at resuscitation the deceased failed to respond and 
died in theatre. 

The coroner was satisfied that the care, treatment and supervision of the deceased 
immediately before his death was of an appropriate standard. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Francis Gerald ROBERTS 
Inquest held in Perth 24 July 2015, investigation finalised 6 August 2015 

Mr Francis Gerald Roberts (the deceased) died on 9 March 2014 at Fremantle 
Hospital. The Deputy State Coroner found the manner of death was natural causes. 
The cause of death was heart failure in association with cardiomyopathy. He was 
62 years old . 

Immediately before death the deceased was a "person held in care" under section 3 
of the Coroners Act 1996 because he was a sentenced prisoner, and pursuant to the 
Prisons Act 1981 he was in the custody of the Chief Executive Officer of the 
Department of Corrective Services. The deceased was serving his sentence at 
Casuarina Prison. 

The deceased was serving an indefinite sentence of life imprisonment with a non
parole period of 13 years at the time of his death. 

The deceased had been unwell with known heart disease and insulin controlled type 
two diabetes mellitus prior to his imprisonment on 28 May 2004. In March 2006 the 
deceased was transferred to Casuarina Prison due to his ongoing medical issues and 
to facilitate family visits . The deceased was significantly non-compliant with medical 
intervention . On 24 May 2012 he was registered as a Phase I terminally ill prisoner. 
This was updated to a Phase II terminally ill prisoner on 21 June 2012 and he 
remained at Phase II until his death. The deceased was transferred for the final time 
from the Casuarina Infirmary to Fremantle Hospital on 14 February 2014 where he 
remained under guard until his death on 9 March 2014. 

The Deputy State Coroner found the deceased's supervision, treatment and care, 
while a prisoner was reasonable and appropriate, despite his com.plex medical 
management and resistant demeanour. 

The Deputy State Coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Constantinas PAPAKOSTAS 
Inquest held in Perth 7 July 2015, investigation finalised 28 August 2015 

Mr Constantinas Papakostas (the deceased) died on 11 December 2011 Royal Perth 
Hospital. The coroner found the manner of death was natural causes. The cause of 
death was carcinomatosis complicated by recurrent sepsis and multisystem failure in 
a man with renal cell carcinoma. He was 66 years of age. 

Immediately before death the deceased was a "person held in care" under section 3 
of the Coroners Act 1996 because he was a sentenced prisoner, and pursuant to the 
Prisons Act 1981 he was in the custody of the Chief Executive Officer of the 
Department of Corrective Services. The deceased was serving his sentence at 
Casuarina Prison. 

In July 2005 the deceased presented at the prison medical centre with recurring 
haematuria. Urinary tract infection was excluded but ultrasound scans were not 
arranged. The deceased developed renal cell carcinoma that was not diagnosed until 
October 2010. 

The coroner found that if those responsible for the deceased's treatment and care 
had undertaken appropriate investigations in 2005, it is likely that the carcinoma 
would have been identified and, possibly, cured. The failure to carry out those 
investigations resulted in inadequate treatment and care of the deceased. 

The coroner accepted that systemic changes and professional development 
initiatives implemented by the Department of Corrective Services have led to 
improvements in the health services provided to prisoners. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Priscilla Fay STEPHENSON 
Inquest held in Perth 23 March 2015, investigation finalised 2 September 2015 

Ms Priscilla Fay Stephenson (the deceased) died between 20-21 November 2012 at 
White Gum Valley. The coroner found the manner of death was accident. The cause 
of death was combined drug toxicity. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because she was an involuntary patient under the Mental Health 

Act 1996. The deceased was a patient at the Alma Street Clinic at the time. 

The deceased had a long history of mental health and drug-related issues. At the 
time of her death she was subject to a community treatment order. The primary 
focus of the inquest was on the circumstances of the deceased's death and the 
appropriateness of the decision to release her on a community treatment order 
shortly prior to her death . 

The coroner found that despite the support and care of her partner in her later years 
the deceased frequently succumbed to drug abuse, which precipitated or 
compounded deterioration in her mental health. This led to numerous hospital 
admissions and ongOing outpatient care in the community. 

On her last admission to hospital the deceased was initially very unwell and was 
housed in a locked ward. As the effects of the illicit drugs on her system diminished 
and prescription medications took effect, her condition gradually improved. She was 
released on a community treatment order on 20 November 2012, with the opinion 
of those who knew her that she was in the best state she had ever 
been. Unfortunately, she purchased and used heroin that night and the combination 
of the heroin with her prescription drugs led to her death. 

The coroner found on the available information that the deceased had successfully 
completed community treatment orders in the past and given the length of time she 
had already been detained, the noted improvement in her condition, and the need 
to offer treatment in the least restrictive setting, she was satisfied it was reasonable 
and appropriate to release the deceased on the order. 

The coroner did not make any recommendations. 

The Finding is on the website ofthe Coroner's Court of Western Australia. 
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Charles William MAPP 
Inquest held in Perth 1 October 2015, investigation finalised 8 October 2015 

Mr Charles William Mapp (the deceased) died on 16 June 2014 at Sir Charles 
Gairdner Hospital. The coroner found the manner of death was natural causes. The 
cause of death was consistent with pneumonia in an elderly man with advanced lung 
cancer. He was 82 years of age. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because he was an involuntary patient under the Mental Health 
Act 1996. The deceased was residing as a patient at Graylands Hospital at the time. 

The deceased had been an involuntary patient at Graylands Hospital for nine 
years. Due to the deceased's declining health the Public Advocate was appointed by 
the State Administrative Tribunal as the deceased's guardian, with the function to 
make decisions on his behalf about his medical treatment and the services he should 
access. 

In November 2013 the deceased was diagnosed with terminal lung cancer. Due to 
his mental state and medical co-morbidities a decision was made to treat his cancer 
conservatively. 

In December 2013 a Mental Health Review Board hearing was conducted and it was 
determined that the deceased should remain an involuntary patient. On 29 May 
2014 the deceased was placed on a "not for resuscitation order" which was 
completed by the Public Advocate as his guardian. On 11 June 2014 the deceased 
had a brief period of delirium but then appeared to recover. The following morning, 
ward staff noted he appeared confused, unwell and breathless. The deceased 
appeared to choke on an ice cream and after a code blue was called he was 
transferred to Sir Charles Gairdner Hospital where the decision was made to treat 
him palliatively consistent with the "not for resuscitation" order. The deceased died 
on 16 June 2014. 

The coroner was satisfied that the quality of superVISion, treatment and care 
provided to the deceased was appropriate by the Office of Public Advocate and 
Graylands Hospital. 

The coroner did not make any recommendations. 

The Finding is on the website ofthe Coroner's Court of Western Australia . 
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Axel Josef CREMER 
Inquest held in Perth 5 October 2015, investigation finalised 30 October 2015 

Mr Axel Josef Cremer (the deceased) died on 5 January 2014 at Ka rnet Prison Farm. 
The coroner found the manner of death was suicide. The cause of death was 
methiocarb toxicity. He was 31 years old. 

Immediately before death the deceased was a "person held in care" under section 3 
of the Coroners Act 1996 because he was a sentenced prisoner, and pursuant to the 
Prisons Act 1981 he was in the custody of the Chief Executive Officer of the 
Department of Corrective Services. The deceased was serving his sentence at Karnet 
Prison Farm. 

The issues which were explored at the inquest hearing were the circumstances 
surrounding the death and the supervision, treatment and care of the deceased 
while he was under the care of the Department of Corrective Services. 

During the investigation documents were found in the deceased's cell which 
included messages to his wife and step-daughters in which he indicated his intention 
to end his life due to his despair at losing them because of his criminal acts. 

Police seized from the deceased's prison cell three drink containers containing liquid 
and two spray bottles also containing liquid. Toxicological analysis of the liquids 
found pesticide methiocarb in two drink containers and two other pesticides, 
piperonyl butoxide and permethrin, in one ofthe spray bottles. 

A post mortem exa mination was conducted on 8 January 2014. The forensic 
pathologist found that the deceased had coronary artery atherosclerosis and 
pulmonary oedema and congestion. There were also small nodules in the 
kidneys. Toxicological analysis at post mortem showed the presence of methiocarb 
artefact within the blood and urine and a significant level of methiocarb within the 
stomach. 

The coroner was satisfied that the circumstances of the deceased's death were 
causally unrelated to the supervision, treatment and care the deceased received 
while in the custody of the Chief Executive Officer of the Department of Corrective 
Services. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Anna Maria CAMERON 
Inquest held in Perth 3 November 2015, investigation finalised 18 November 2015 

Ms Anna Maria Cameron (the deceased) died on 27 January 2013 at Sir Charles 
Gairdner Hospital. The coroner found the manner of death was accident. The cause 
of death was early bronchopneumonia and hypoxic brain injury following aspiration 
of food (choking). She was 65 years of age. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because she was an involuntary patient under the Mental Health 
Act 1996. The deceased was residing as a patient at Graylands Hospital at the time. 

The deceased had a long diagnosed history of mental illness. The focus of the inquest 
was primarily on the treatment and care provided to the deceased while a patient at 
Graylands Hospital and the events that led to her hospitalisation at Sir Charles 
Gairdner Hospital prior to her death . 

The coroner found that the deceased experienced her first bout of schizophrenia 
during her second year at university and it continued to affect her to varying degrees 
throughout the remainder of her adult life. Over the final few years of her life, the 
deceased began to be overwhelmed by her symptoms more often, with increased 
number and length of in-patient admissions. From about September 2011, the 
deceased started spending even more time in Graylands Hospital due to increasingly 
intrusive thoughts. 

On 22 January 2013 the deceased was seen eating a sandwich for her early evening 
meal when she choked. Despite steps taken by medical staff at Graylands Hospital 
the deceased was asystole and not breathing. Full cardio pulmonary resuscitation 
was commenced until ambulance officers arrived. They were able to clear the 
deceased's airway, administer adrenalin and cardioversion shocks. Once stabilised 
the deceased was taken by ambulance to Sir Charles Gairdner Hospital. The 
deceased was admitted into the Intensive Care Unit and she was given a very poor 
prognosis. A decision was made to provide the deceased with palliative care. 

The coroner was satisfied that there was nothing that Graylands Hospital did or 
failed to do that contributed to the deceased's death. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Yvonne HENDERSON 
Inquest held in Albany Court House 24-25 August 2015 and 28 August 2015, 
investigation finalised 25 November 2015 

Ms Yvonne Henderson (the deceased) died on 6 December 2010 at Princess Royal 
Drive, Albany. The coroner found the manner of death was accident. The cause of 
death was multiple injuries. She was 69 years of age. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because she was an involuntary patient under the Mental Health 
Act 1996. The deceased was a patient at the Mental Health Unit at Albany Hospital 
at the time. 

The deceased had a long history of chronic delusions which greatly affected her 
ability to live a happy and safe life in the community. While remaining an 
involuntary inpatient, the deceased was granted repeated leave of absence from 
hospital, with a view to eventually releasing her back home as an involuntary patient 
on a community treatment order. 

On the day of the deceased's death she drove to Albany police station to make a 
report, based upon her delusional beliefs. The deceased was known to the police 
and so this was not an unusual event for the deceased. Police and hospital staff 
were not alarmed by the deceased's behaviour. Shortly after the deceased left the 
police station, she was involved in an accident which suggests she was in a distracted 
state of mind at the time. 

The coroner concluded that there was no evidence before the Court which 
supported the conclusion that the deceased intended to take her life at the time of 
the crash. The evidence pointed more strongly towards the deceased failing to pay 
due care and attention while driving and inadvertently putting herself in the path of 
an oncoming truck. 

The coroner did not make any recommendations. 

The Finding is on the website ofthe Coroner's Court of Western Australia . 
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Frances May COOPER 
Inquest held in Kalgoor/ie Court House 22-23 September 2015, investigation 

finalised 30 November 2015 

Ms Frances May Cooper (the deceased) died on 30 October 2011 at a railway line near 
the intersection of Charlotte Street and St Albans Road in Piccadilly. The coroner made 
an open finding on the manner of death. The cause of death was head injuries. She was 
48 years of age. 

Immediately before death the deceased was a "person held in care" under the Coroners 
Act 1996 because she was an involuntary patient under the Mental Health Act 1996. 
The deceased was residing as a patient at the Mental Health Unit, Ward A at the 
Kalgoorlie Regional Hospital at the time. 

The deceased had been diagnosed with chronic paranoid schizophrenia. On the morning 
of 30 October 2011 the deceased went on an escorted smoke break to an area outside 
the Kalgoorlie Regional Hospital carpark and returned without any problem. She then 
went on an unescorted smoke break at about 11.25 am and did not return. 

A search of the carpark area for her was unsuccessful. At about 1.00 pm the deceased's 
body was found beside a nearby train line. She had sustained a non-survivable head 
injury, apparently from being struck by part of a train which had passed by at midday. 

The coroner was satisfied that the standard of supervision, treatment and care of the 
deceased while an involuntary patient in October 2011 was unsatisfactory due to a lack 
of formal risk assessments, a lack of a multidisciplinary team, lack of collaboration with 
the deceased's family and a lack of a secure place at the hospital for mental health 
patients to smoke at the time when smoking on Health Department property was 
prohibited. The coroner noted that these failures were systemic or environmental, in 
the sense that hospital staff managed the deceased within the environment existing at 
the time. 

The coroner was satisfied that the hospital had since implemented steps to address 
those failures. 

The coroner was not able to determine whether the deceased intended to be struck by 
the train or whether she was struck by accident, so made an open finding as to how 
death occurred. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Stephen Colin ROBSON 
Inquest held in Perth 28 April 2015 - 15 May 2015, investigation finalised 
31 December 2015 

Mr Stephen Colin Robson died on 28 March 2012 at the Emergency Department of 
Fremantle Hospital. The State Coroner found the manner of death was suicide. The 
cause of death was multiple injuries. He was 47 years of age. 

The State Coroner investigated a cluster of five deaths connected with Alma Street 
Centre at one inquest. The manner of death in respect of all the deceased was found 
to be suicide. 

One of the five deaths, that of Mr Robson (the deceased), must form part of a 
specific report in this Annual Report by reason of section 27(1) of the Coroners Act 
1996. This is because immediately before death the deceased was a "person held in 
care" under the Coroners Act 1996 because he was an involuntary patient under the 
Mental Health Act 1996. At the time of his death he was detained in the secure ward 
at Alma Street Centre. 

The deceased had an extensive history of mental health problems and he had been 
under the care of clinicians at the Alma Street Centre on numerous occasions since 
2007. On 25 February 2012 the deceased was admitted to the psychiatric ward at 
Alma Street Centre as a voluntary patient. However, after an attempted act of self
harm, on 26 March 2012, the deceased was detained as an involuntary patient. 

On 28 March 2012 the deceased absconded from Alma Street Centre whilst on 
escorted ground leave and shortly afterwards, he stepped into the pathway of an 
oncoming vehicle with the intention of taking his life. He died on that same date, of 
injuries sustained as a result of this act. 

The State Coroner was satisfied that the standard and quality of Mr Robson's 
medical treatment and care whilst an involuntary patient, including his ECT 
treatment, was adequate and appropriate in the circumstances. However, the State 
Coroner found that by reason of the inadequacy of the security measures in place 
when he absconded, the quality of his supervision fell below the standard that can 
reasonably be expected of an involuntary mental health service. 

The State Coroner heard evidence concerning improvements to the security 
measures since the deceased's death and was satisfied that they will assist in 
preventing another death in similar circumstances. 

The State Coroner made recommendations arising from the evidence at the inquest 
into the five deaths. However, none of those recommendations were related to 
the circumstances ofthe deceased's death. 

The State Coroner's Finding and recommendation responses are on the website of 
the Coroner's Court of Western Australia. 
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Pauline Margaret DODD 

Inquest held in Perth 11 December 2015, investigation finalised 5 February 2016 

Ms Pauline Margaret Dodd (the deceased) died on 4 March 2014 at Sir Charles 
Gairdner Hospital, Perth. The Deputy State Coroner found the manner of death was 
natural causes. The cause of death was ischaemic heart disease. She was 51 years of 
age. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because she was an involuntary patient under the Criminal Law 
(Mentally Impaired Accused) Act 1996. The deceased was residing as a patient at the 
Mental Health Unit at the Frankland Centre at the time. 

The deceased had a history of mental health issues which were first indicated by an 
admission to Graylands Hospital in September 1989 at the age of 26 years. Prior to 
her death the deceased had become increaSingly abrasive and difficult in her 
behaviour. She was referred to the Frankland Centre by Court Order and despite 
being placed on medication she continued to have aggressive and hostile behaviour. 
The Deputy State Coroner also found that she could have possibly been experiencing 
some physical deterioration. 

Every attempt was made to treat the deceased effectively for her physical wellbeing 
but this would only occur when the deceased would allow it. Due to the deceased's 
aversion to physical medical examination it was difficult to make adequate medical 
diagnoses with respect to her physical care. Medical staff at the Frankland Centre 
became concerned for the deceased when she started to display cardiac symptoms 
and sought appropriate input from cardiology at Sir Charles Gairdner Hospital. The 
deceased was transferred to Sir Charles Gairdner Hospital due to concerns with an 
infection . She was treated with IV antibiotics but her physical state deteriorated 
and she suffered a cardiac arrest and died . 

The Deputy State Coroner found the deceased's supervision, treatment and care 
were of a satisfactory standard . 

The Deputy State Coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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John Stephen PASSMORE 
Inquest held in Perth 5-6 November 2015, investigation finalised 15 February 2016 

Mr John Stephen Passmore (the deceased) died between 26 and 29 March 2012 at 
Unit 6, 54 Gugeri Street, Claremont. The coroner found the manner of death was 
suicide. The cause of death was ligature compression of the neck (hanging). He was 
53 years of age. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because he was an involuntary patient under the Mental Health 
Act 1996. The deceased was a patient at Subiaco Community Mental Health Clinic, 
also known as the Subiaco Clinic, Avro House or the Avro Clinic at the time. 

The deceased had a long history of mental illness and contact with psychiatric 
hospitals. His first admittance in 1982 was to Heathcote Hospital. He had another 
four admissions to Heathcote Hospital and Graylands Hospital until 1992, after which 
he had another 10 admissions to Graylands Hospital. In 1996 the deceased assaulted 
his mother when he was acutely unwell. He was then admitted as an involuntary 
patient to Graylands Hospital for over 15 months. He was discharged from 
Graylands Hospital in July 1997 and moved into his own accommodation with follow
up management at the Subiaco Community Mental Health Clinic. 

In November 2006 the deceased was admitted to Graylands Hospital claiming to 
have suicidal ideation and to have attempted to hang himself with a belt. 

In May 2011 the deceased was admitted to a secure ward in Graylands Hospital for a 
long admission. He was placed on trial leave in March 2012 to live in his unit. He 
was required to return to Graylands Hospita l for treatment and to receive visits from 
community mental health workers. 

On 29 March 2012 the deceased was found hanging by the neck with a rope tied to 
the wardrobe in his unit. 

The coroner found that the supervision, treatment and care of the deceased was 
reasonable and appropriate while in care. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia . 
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Merita BELICA 
Inquest held in Perth 8 December 2015, investigation finalised 16 February 2015 

Ms Merita Belica (the deceased) died on 11 September 2012 on the train line 
between Subiaco and Daglish train stations. The coroner found the manner of death 
was su icide. The cause of death was mUltiple injuries. She was 25 years of age. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because she was an involuntary patient under the Mental Health 
Act 1996. The deceased was residing as a patient at the Mental Health Unit at King 
Edward Memorial Hospital at the time. 

The deceased was a young mother of a small child and a newborn baby at the time 
of her death. The focus of the inquest was on the circumstances of her admission to 
the Mother and Baby Unit at King Edward Memorial Hospital, her risk of absconding, 
and changes that have occurred at the Mother and Baby Unit as a result of the 
deceased's death to reduce the risk of other patients absconding. 

The deceased presented to various psychiatric services in the days following the birth 
of her second child. She was ultimately diagnosed with major depressive disorder 
post partum. The deceased was provided with the majority of her treatment, care 
and supervision at the Mother and Baby Unit at King Edward Memorial 
Hospital. During her admission she consistently denied any su icidal thoughts and 
there were no obvious indications that her denials were not genuine. The deceased 
appeared compliant with her management plan and medications and showed some 
signs of improvement. 

The coroner found that the evidence suggested the deceased's su icide was 
unplanned, impulsive and opportunistic; however, it appeared that once she had 
made the decision she was purposeful in her intent. The coroner found that if the 
deceased had been more securely conta in ed, based on the expert evidence the 
deceased would most likely have responded to treatment and eventually been able 
to go home. 

The coroner was satisfied that the deceased was properly admitted to the Mother 
and Baby Unit at King Edward Memorial Hospital and was receiving an appropriate 
level of medical treatment and care. However, the coroner found that there was a 
failing in the supervision of the deceased, in that she was allowed unsupervised 
access to the laundry courtyard, which was inadequately fenced to contain her. The 
coroner was satisfied with the changes which had been implemented by the hospital 
following the death of the deceased to reduce the risk of a similar event occurring 
again. 

The coroner did not make any recommendations. 

The Finding is on the website ofthe Coroner's Court of Western Australia. 
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Mark Warton BENNETT-ROBERTSON 
Inquest held in Perth 17 and 20 November 2015, investigation finalised 
2 March 2016 

Mr Mark Warton Bennett-Robertson (the deceased) died on 24 April 2014 at Kings 
Park in Perth. The coroner found the manner of death was suicide. The cause of 
death was ligature compression ofthe neck (hanging). He was 25 years of age. 

Immediately before death the deceased was a "person held in care" under the 
Coroners Act 1996 because he was an involuntary patient under the Mental Health 
Act 1996. The deceased was residing as a patient at the Mental Health Unit at 
Graylands Hospital at the time. 

On 13 March 2013 the deceased was taken by police officers to the emergency 
department at Sir Charles Gairdner Hospital because he was experiencing psychotic 
delusions. A registrar diagnosed the deceased with dexamphetamine-induced 
psychosis and at ri sk of harming others. He placed the deceased under the Mental 
Health Act 1996 as an involuntary patient to be reviewed by a psychiatrist. 

On 15 March 2013 a psychiatrist noted that the deceased could not be safely 
managed on an open ward so transferred him to Graylands Hospital where he was 
placed in a closed ward. 

The deceased's condition improved though he remained delusional. On 6 April 2013 
the deceased absconded from Graylands Hospital while on unescorted leave. He 
returned to his home and police returned him to Graylands Hospital. The deceased's 
condition again improved. Arrangements were made to discharge him into his aunt's 
care to return to New Zealand for further treatment. On 19 April 2013 a medical 
officer transferred him to an open ward. 

On 21 April 2013 the deceased left his ward and did not return. On 24 April 2013 he 
was found hanging in Kings Park. 

The coroner found that the supervision, treatment and care of the deceased while an 
involuntary patient was reasonable and appropriate in the circumstances. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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TRN (Suppression Order) 
Inquest held in Perth 30 November 2015, investigation finalised 11 March 2016 

TRN [name suppressed] (the deceased) died on 31 December 2010 at Redcliffe. The 
coroner found the manner of death was natural causes. The cause of death was 
unascertained. The deceased was 2 years of age. 

Immediately before death the deceased was a "person held in care" under the Coroners 
Act 1996 because she was subject to a protection order pursuant to the Children and 

Community Services Act 2004. 

The deceased was two years old when she died suddenly in her cot on 31 December 
2010 where she was living with foster carers . She was a healthy, happy and alert child 
with strong attachments to her foster carers and her foster siblings. She also attended 
contact visits with her parents and her biological siblings, so she maintained a bond with 
them. 

The deceased's health was generally good, but she had experienced three minor febrile 
seizures, with the last one being in October 2010. 

On 30 December 2010 the deceased had been in the backyard pool with the family and 
nothing unusual had occurred that afternoon. After dinner the deceased had a slight 
temperature so was given a child dosage of paracetamol and placed in her cot. The 
deceased shared a room with a boarder who went to bed around 10.00 pm that night. 

At approximately 2.00 am on 31 December 2010 the deceased's foster carer checked the 
deceased and felt that her temperature had come down. In the early hours of the 
morning the boarder woke briefly and heard the deceased talking softly to herself in her 
sleep, which she often did. At 7.30 am the boarder awoke briefly. The deceased 
appeared to be sleeping face down. At about 8.1S am the boarder got up and saw that 
the deceased was faCing straight down with her arms straight by her side. She was pale 
and had blue patches all over her body. 

The foster carer administered cardiopulmonary resuscitation until St John Ambulance 
officers arrived but the deceased could not be revived. 

A forensic pathologist found no evidence of injury or natural disease to account for 
death. Extensive further investigations were undertaken with the assistance of a 
paediatric and neonatal pathologist and a neuropathologist, but the forensic pathologist 
was unable to ascertain a cause of death. Genetic testing did not show a relevant 
abnormality. 

The coroner found that the supervision, treatment and care of the deceased was 
reasonable and appropriate 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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Stephen Kenneth RYAN 
Inquest held in Perth 8 April 2015, investigation finalised 13 April 2016 

Mr Stephen Kenneth Ryan (the deceased) died on 12 August 2013 at Bentley Hospital. The 
coroner found the manner of death was natural causes. The cau se of death was 
bronchopneumonia on a background of chronic obstructive pulmonary disease. He was 
62 years of age. 

Immediately before death the deceased was a "person held in care" under the Coroners Act 
1996 because he was an involuntary patient under the Mental Health Act 1996. The 
deceased was residing as a patient at the Mental Health Unit at Bentley Hospital at the time. 

The deceased had a long history of significant mental illness. On 23 December 2012 the 
deceased was taken by police to hospital after he was found walking along a busy road 
attempting to stop drivers to seek assistance. He was initially admitted at Royal Perth 
Hospital and then later transferred to Bentley Health Service on 28 December 2012. 

The deceased's psychiatric care was managed by a consultant psychiatrist who noted that 
the deceased's psychiatric illness caused him to experience chronic paranoid and grandiose 
delusions. The deceased was treated with psychiatric medication but he was often non
compliant. The deceased was also a heavy cigarette smoker throughout his adult life, which 
had led to the development of chronic obstructive pulmonary disease. 

On four occasions the deceased's condition deteriorated and he was admitted to Royal 
Perth Hospital for treatment of type" respiratory failure. These admissions were 
complicated by his aggression, agitation and refusal to comply with treatment prescribed by 
physicians. Instructions were given to the hospital for the deceased's care and in the event 
of a significant physical health deterioration, active resuscitation should not be attempted. 

On the evening of 12 August 2013 the deceased was noted to be having difficulty walking 
and his breathing was shallow and laboured. He was given some oxygen to ass ist his 
breathing. While hospital staff were in his room the deceased quickly became non
responsive and was attended to by nursing staff and the duty medical officer. In keeping 
with his family's wishes, active cardiopulmonary resusc itation measures were not 
commenced and he died. 

The coroner was satisfied that the deceased was given a high standard of care whilst at the 
Bentley Hospital and that his death was anticipated due to the ongoing progression of his 
lung disease. The coroner found that efforts were made to keep the deceased as 
comfortable as possible during his final decline, while still managing his psychiatric 
symptoms. 

The coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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TP (Subject to Suppression Order) 
Inquest held in Perth 4 August 2015, investigation finalised 4 May 2016 

TP [name suppressed] (the deceased) died on 9 December 2011 at Sir Charles Gairdner 
Hospital. The State Coroner found the manner of death was natural causes. The cause of 
death was consistent with seizure disorder (epilepsy) with associated vomit aspiration. The 
deceased was 15 years of age. 

Immediately before death the deceased was a "person held in care" under the Coroners Act 
1996 because she was subject to a protection order pursuant to the Children and Community 
Services Act 2004 . 

On the night of 9 December 2011 the deceased was conveyed to Sir Charles Gairdner Hospital 
by ambulance from Hale School, where she was attending the Hale School Sony Camp for 
specia l needs children. She had suffered a seizure. The nurse at the camp administered CPR, 
but the deceased remained unresponsive. The deceased died on that same night at the 
hospital. It had been the second night of her attendance at the camp. 

The deceased had suffered epileptic seizures throughout her life for which she required 
medication and medical reviews on a regular basis. The Department for Child Protection and 
Family Support made arrangements for her to be placed with a carer. Her carer was diligent in 
attending to her needs. 

The focus of the inquest was on the deceased's medical needs generally, the provision of 
information concerning her medical needs to staff members at the Hale School Sony Camp, 
and the management of her medical needs whilst at the camp. 

The State Coroner found that the deceased's death is to be considered in the context of 
"Sudden Unexpected Death in Epilepsy" (SUDEP), an uncommon but well recognised 
phenomenon. The State Coroner was satisfied that the medical treatment that the deceased 
had received over the years was of a very high standard but the nature of her disorder was 
such that despite all treatment it had not been possible to predict when a seizure would occur 
or what the consequences would be. 

The State Coroner was satisfied that the deceased's carer provided adequate information to 
the Hale Sony Camp staff concerning the deceas~d's condition and her medical needs. 
Further, the steps taken by the Hale School Sony Camp staff to address the deceased's medical 
needs were appropriate and the CPR was performed to a high standard. The State Coroner 
commended those involved in holding the Hale School Sony Camp, she made comments about 
medical clearance for future camp participants and she urged continuation of active research 
in the in the area of SUDEP. 

The State Coroner was satisfied that the supervision, treatment and care by the Department 
for Child Protection and Family Support was proper and appropriate to the deceased's needs. 

The State Coroner did not make any recommendations. 

The Finding is on the website of the Coroner's Court of Western Australia. 
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