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CORONERS AMENDMENT BILL 2017 
Second Reading 

Resumed from 12 September 2017. 
HON MICHAEL MISCHIN (North Metropolitan — Deputy Leader of the Opposition) [3.37 pm]: I need to 
refresh my memory of the Coroners Amendment Bill 2017. 
Hon Sue Ellery: You were saying yes, member! 
Hon MICHAEL MISCHIN: Oh, look; I think I have another three or four hours to go, because I do not want to 
deny the house the opportunity to consider my reasoned remarks! In fact, I think I can keep it shorter than that. 
The last occasion this bill was before the house was back on 12 September 2017, so this is another almost record 
for urgent bills. I may be wrong, but I think it was considered to be an urgent bill in the Legislative Assembly. At 
any rate, all sorts of comments were made about how nothing was done to the Coroners Act under the previous 
regime and there were delays and the like. Then we had some publicity with the Attorney General being 
photographed and telling us about how he was going to change the law to make things more streamlined and 
relieve the burden of uncertainty and delay in cases that would fall within the scope of this bill on the next of kin 
of those who were deceased. 
The Coroners Amendment Bill 2017 was debated in the other place on 17 August and was then read into this house 
on 22 August. We did not get around to it until 12 September and the debate was then interrupted due to standing 
orders, after which we dealt with legislation like the Western Australian Jobs Bill, legislation to interfere with the 
Salaries and Allowances Tribunal and a cornucopia of other legislation, while this urgent and important measure 
was left to languish until now, just a fortnight short of a year since it was last before us for consideration. I will 
rob the house of the opportunity to be refreshed by me going through everything I said almost 12 months ago. I am 
afraid members are going to have to read it for themselves or wait for the film to come out. I will take up where 
I left off. 
We were just dealing with proposed section 19A, which will facilitate the work of the Coroner’s Court by enabling 
the State Coroner to act on the pathologist’s report and the opinion that the death is due to natural causes, or at 
least consistent with natural causes. The effect of that is not to bind the coroner not to inquire further into a case 
of death, but in the majority of cases to dispose of the need for more extensive investigation to be carried out. That, 
in appropriate cases, can expedite the issue of a death certificate, which is one of the difficulties, frustrations and 
upsets that exercises next of kin who are looking for closure and an understanding of why a family member or loved 
one has died. The need for a narrative finding “of how the death occurred”, as distinct from a finding on “the cause 
of death”—the two are similar and may overlap, but there is a distinction—is obviated by the amendment to 
section 25 by inserting a new subsection (1A), which is an amendment based on a Victorian provision. Although 
the amendments would enable the coroner to dispose of such cases after a pathologist’s post-mortem report, greater 
efficiencies can be obtained by the use of a dedicated computerised tomography scanner. I alluded to the 
Attorney General’s announcement of the bill. His media release also mentioned his ambition to obtain one for 
dedicated use by the coroner. It would enable a non-invasive post-mortem examination and reduce the number of 
invasive post-mortems from some 90 to 95 per cent, as is currently the case, to perhaps 45 per cent. The expedition 
of these cases and the saving of resources would be significant, and the scanner would be used to effect in not only 
uncontroversial cases, but also others that would ordinarily require an invasive post-mortem examination. The 
efficiencies, cost savings and the like from that are patent. In the year before the last election, considerable work 
had been done to acquire such a CT scanner. In my capacity as Attorney General, I was approached by the coroner 
about the usefulness of such a technique. I tried to procure a surplus scanner from Swan District Hospital. The 
Department of Health and the then Minister for Health, Hon John Day, supported the idea, but after assessment 
and consideration it emerged that the maintenance of the ageing unit would be excessive and uneconomical in the 
long term. However, a budget submission was being prepared to seek a new and dedicated CT scanner for the 
coroner, which would also assist the police in homicide investigations. This government seems to have inherited 
that idea. I noted the Attorney General’s comments in an article in The Sunday Times on 16 July last year, which 
was more than a year ago. It reads — 

A $1.4 MILLION CT scanner needed for the State’s morgue, which will spare the need for many 
autopsies, will be funded as soon as there is money in the Budget … 
Mr Quigley … said the piece of equipment would make a massive difference to the morgue and Coroner’s 
workload, with a five-minute scan expected to detect causes of death otherwise only confirmed through 
a full autopsy. 

The Attorney General is quoted as saying — 
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We’d like to be able to CAT-scan the body on arrival at the morgue. But that is expensive and there’s 
been a demand for them in hospitals, but … that’s our ambition when money permits … This will spare 
the need and the trauma for families of having the autopsy performed on the deceased. 

It is unfortunate that it was not a Local Projects, Local Jobs commitment because the money would have been 
readily found. As it happened, it did not turn up in the 2017–18 budget. We had to wait until the 2018–19 budget 
before provision was made for it. It was a nice headline, with the Attorney General making out that he is a man of 
action and the wind of change will blow away a delay. Of course, he is like many others we have seen to date—
he inherited the idea. I have lost faith in him telling the truth about anything. Of course, he created this expectation 
and when the bill was debated in the Assembly, there was all sorts of talk about how there was inactivity on the 
part of the last government and he was going to push things through and make sure that things happened. Here we 
are almost one year after the bill was introduced to this place now dealing with it for the first time. 
One thing, of course, that this bill will rely on enormously is the CT scanner because unless there is a prospect of 
a dedicated CT scanner for this sort of work, it is undesirable that a scanner be used for live patients as well as 
corpses. Until one is acquired, the full benefit of the proposed amendments will not be realised. As I recall, 
provision was made in the 2018–19 budget. Perhaps the minister will be able to assist by telling us how far that 
has advanced and when there is a prospect of such a scanner being available to the coronial investigation unit and 
PathWest; whereas I was confident that something would be done in the 2017–18 budget, as I understand it we are 
still waiting for that scanner. 
The area I would like the minister to assist us on is the progress of the many other recommendations of the several 
studies into the Coroner’s Court and its processes that were undertaken under the last government. As I indicated 
the last time this bill was before the house, a vast number of recommendations had been made, many of which 
could have been executed by way of administrative and process changes in the Coroner’s Court and the manner in 
which the coronial investigation did its work. Others would have required some minor or major legislative changes. 
As I recall, a significant amount of work had been done by the Department of the Attorney General in collaboration 
with the Coroner’s Court and the State Coroner to determine a way of effecting those recommendations and 
improving efficiencies in that court. I would be interested to know how far those have progressed and whether we 
are any closer to comprehensive legislation to deal with those issues. The legislation we have at the moment is 
picking some low-hanging fruit. The idea was to implement two recommendations to effect a quick change and 
reform. That, of course, has not happened. A whole year and a bit has gone by and it still has not been done. That 
is not the opposition’s fault. It is simply the manner in which the government has managed its legislative program. 
I would have thought that after 12 months we should be pretty close to having some legislation that will effect the 
rest of the recommendations. Those are recommendations that the Attorney General and others on the government 
benches roundly criticised us for not having put into effect before we lost office. We are looking at 18 months 
since this new government has been in place, over a year since this bill was dealt with in the other place, and just 
short of 12 months since the bill was received in this place—this “quick fix” that the Attorney General has sought 
to take credit for. Where is the rest of it? When will it come before Parliament so that we can do the rest of the job 
members opposite claimed we were dilatory in effecting? This government has had plenty of time to do it. 
We support this legislation. I understand that some other members will have something to say about it and 
amendments are on the supplementary notice paper. I look forward to considering the merits of those when they 
are argued. Once this bill is passed, I hope that the government will be able to put its promises into effect and give 
effect to the expectations that it has elevated in the public and in the next of kin of deceased persons. 
HON ALISON XAMON (North Metropolitan) [3.54 pm]: I indicate that I am the lead speaker for the Greens 
and we support the Coroners Amendment Bill 2017. I am glad to finally be able to speak to this legislation. It was 
introduced into the Legislative Council almost a year ago; it has been a long time coming. At the time that it was 
presented to me, I was advised that it was quite urgent. I am glad to see that we are finally debating it. It is really 
useful to be focusing on the role of the coroner. The coroner plays a very important role. To quote from the annual 
report of the Coroner’s Court — 

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. 

The coronial court provides much needed answers to grieving families and loved ones and, in some cases—
probably the most critical role—advises when changes might be introduced to prevent similar deaths in the future. 
The Coroner’s Court of Western Australia has an important and challenging role, including speaking for some of 
our most vulnerable citizens. The coroner’s findings are particularly important regarding people who are being 
held in care, including involuntary mental health patients as well as prisoners. WA was the first Australian 
jurisdiction to legislatively embrace the role of the coroner in the prevention of future deaths and this has now 
become an important focus of the work of modern coroners. 

There have been some really important WA coronial inquests held over the last decade. I remind members in 
particular of the coronial inquest into the death of Mr Ward, and the findings delivered on 12 June 2009, an 
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absolutely critical inquest; the Christmas Island tragedy, with findings delivered in February 2012; inquests into 
deaths in custody, including the findings regarding Ms Dhu, delivered on 16 December 2016; the death of 
firefighter Wendy Bearfoot in October 2012, the findings delivered on 12 June 2017 and in this place only recently 
we have seen legislative reform that has effectively come out of part of that coronial investigation; and the inquest 
into 13 Aboriginal suicides in the Kimberley that is currently being conducted and that follows the coroner’s 
investigation into the deaths of 22 Aboriginal people in the Kimberley region. I also note the importance of the 
coroner’s findings related to children in the care of the then Department for Child Protection and Family Support. 
They are of course the findings from the inquest into the death of a 21-month-old child in August 2012 in 
Kalgoorlie, which raised concerns about staff shortages at the Kalgoorlie child protection office, as well as 
identifying a lack of intervention by the department. These are very critical findings. I also note the coroner’s 
recommendations, following two separate inquests into the deaths of two prisoners, regarding the delivery of 
mental health services in prisons and those findings were delivered on 7 March last year. In both cases the coroner 
recommended that the Department of Corrective Services, and I quote — 

… should invest significantly more resources in ensuring that prisoners are given regular access to 
psychiatrists and that overall an emphasis be placed on providing a more holistic approach to 
mental health care. 

Obviously, members, I am waiting to see that implemented. We are not there. On a per capita basis we have gone 
backwards in the delivery of mental health services in our prisons. Nevertheless, it is a critical reminder from the 
coroner of what is at stake if we do not get it right. More recently, I note the coroner’s recommendations following 
the death of a Kimberley teenager who was killed by a crocodile while in foster care. I note that finding was 
delivered on 26 April this year. In that particular recommendation, Coroner Linton said — 

… all children identified … as being at risk of neurodevelopmental impairment on the basis of 
antenatal exposure to alcohol and/or early life trauma be assessed by a paediatrician for 
developmental and behavioural impairments at age 12 months and in the year prior to school entry. 

I believe this recommendation should absolutely be implemented. We know that outcomes for young people are 
likely to be substantially improved if we start diagnosing and supporting children with foetal alcohol spectrum 
disorder much earlier than is currently the case. All these inquests highlight the vital role that the coroner plays in 
not only speaking for the dead but also in providing direction to try to do what we can to prevent future deaths. It 
is really crucial that the coroner’s recommendations are acted upon. It is also really important that we ensure that 
the coroner has the resources at their disposal to be able to most effectively do their job. 

Time and again, we know that robust and comprehensive inquiries are undertaken; for example, the coroner’s 
previous inquiry into Aboriginal suicide. The coroner makes a range of important recommendations. However, 
what is happening to these recommendations? I note the Education and Health Standing Committee report, 
“Learnings from the message stick: The report of the Inquiry into Aboriginal youth suicide in remote areas” notes — 

Previous inquiries and reports have extensively examined factors which threaten Aboriginal health and 
wellbeing and contribute to the risk of self-harm and suicide. Numerous recommendations have 
subsequently been made to government on how to address these factors. 

It refers also to the significant difficulty the committee encountered in determining the status and implementation 
of these recommendations. That tells us that, clearly, we need to get better at tracking and monitoring what is 
happening or not happening with those recommendations to ensure they are acted upon. Frankly, there is little 
point in investing time and resources into inquests or other expert inquiries if, ultimately, we do not ensure they 
result in positive change. 

In 2008—we are talking a decade ago now—the Law Reform Commission of Western Australia was tasked by 
the then Attorney General to undertake a review of the WA coronial system, including the operation of the 
Coroners Act. In undertaking the review, the Law Reform Commission consulted experts in the area and sought 
submissions from the public. There were 57 submissions received and a range of targeted consultations were 
undertaken. The Greens welcome this process. The Law Reform Commission’s report, “Review of Coronial Practice 
in Western Australia” was released in 2012 and contained 113 recommendations for reform. That is six years that 
113 recommendations have been hanging around waiting to be implemented. The majority of recommendations 
address legislative reform or clarification, with others suggesting changes to practices or policies. 

In addition to the Law Reform Commission review, AOT Consulting Pty Ltd undertook a strategic review of the 
Office of the State Coroner, which was released in November 2012. It also undertook a review of section 57 of the 
Coroners Act. These reviews clearly identified again that significant reform in this area is much needed. The 
primary concern of most people consulted during the review was delay; with delays of around two to three years 
between death and coronial conclusion not being an unusual time frame to be contemplated. It is widely 
acknowledged that these sorts of delays considerably add to the distress of families and loved ones at a time when 
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they are in profound grief. Also, it raises very practical problems because it impacts on settlement of insurance 
and financial affairs. Of course, it also impacts on the timeliness of the recommendations made by the coroner 
following an inquest. Some delays, of course, will always be unavoidable. I acknowledge that some delays are not 
in the hands of the coroner and can occur elsewhere in the process. However, in other areas, delays can and should 
be reduced by reform of coronial practice. I am pleased to note that there has been a gradual reduction in 
backlogged cases since 2011, although I believe this process is still taking too long. 

I have been contacted through my office by a number of individuals who have raised delay as a serious issue. 
Concerns included whether delays in not beginning inquest investigations within 12 months after death would 
impact on the quality of the inquest process. I think that is quite a legitimate concern, given that change occurs 
within such time frames. People change jobs; memories become a little more fuzzy. In fact, those issues were 
raised with me specifically around a mental health–related death and a death while a person was in custody. At the 
end of December 2011, the Office of the State Coroner had a backlog of 916 matters, and I note that the 2015–16 
annual report had this figure at 466, which was further reduced in 2016–17 to 347, so we have at least seen it 
trending in exactly the right direction. Of the 347 backlog cases, 136 were backlog inquest cases and 194 were 
cases in which no further finalisations were possible as at 30 June 2017 because the coroner was awaiting 
completion of aspects of the coronial investigation by external entities, so it is out of her control. Seventeen cases 
were with counsel assisting for review or advice. The number of 347 is still too high; it still represents 347 families 
who are left in limbo. 

The Law Reform Commission’s review, which, again, was completed six years ago, provided a clear map to 
address concerns and improve services. Recommendations also sought to bring Western Australia into line with 
reforms in other jurisdictions, although, six years down the track, I wonder how much further behind the eight ball 
we are. The review noted that demands placed on the coronial system had changed since the passage of the 
Coroners Act in 1996, which was more than two decades ago, including increased expectations that the coroner 
would play a greater role in the prevention of future deaths in similar circumstances. The review also found a need 
for greater public knowledge and understanding of the coronial system. The review raised concerns about access 
to coronial services in the regions, including coronial counselling services and training provided to regional 
coroners and registrars. We know that coronial practice in Western Australia already faces very special challenges 
as a result of our particular geographic and demographic characteristics. Typically, around 70 per cent of coronial 
deaths occur in the metropolitan area and are dealt with by the Office of the State Coroner in Perth, but 30 per cent 
of deaths occur in regional Western Australia. I acknowledge that there are significant geographical challenges, 
but we should, as much as possible, be aiming to ensure that all Western Australians have reasonable access to 
coronial services. 

This bill seeks to give legislative effect to recommendations 55 and 56 of the Law Reform Commission’s review. 
The proposed amendments seek to reduce delays and lessen the workload of the Coroner’s Court as well as the 
Western Australia Police Force. Currently, the Coroners Act imposes an obligation to investigate, or to continue 
to investigate, instances of a death due to natural causes that comes within the definition of a reportable death 
solely because it appears to have been unexpected. The case of the death of an elderly person in hospital following 
a fall is an example that was given to me in the briefing. As the act currently stands, coronial police are required 
to fully investigate a death of this nature, which takes up significant time and resources. It is also quite intrusive 
and upsetting for families and loved ones. As I understand it, as these deaths are uncontentious, they are given the 
lowest priority by the police, which is completely understandable, but as a result very simple cases can often 
languish in the coronial system for many years, and this is obviously in no-one’s best interest. The proposed 
amendment will remove this obligation to investigate or continue to investigate in circumstances in which the 
death was due to natural causes and comes within the definition of a reportable death solely because it appears to 
have been unexpected. The coroner would be relying on a forensic pathologist’s advice to determine that the death 
was due to natural causes. The coroner will still be required to investigate when there is a duty to hold an inquest, 
or when the death occurred during an anaesthetic. 

The other change proposed by the bill removes the obligation on the coroner to make a more extensive finding as 
to how a death occurred in circumstances in which there is no duty to hold an inquest and the coroner determines 
that there is no public interest in making a detailed finding as to how the death occurred. The coroner will still be 
obliged to determine the cause of death from these circumstances but the requirement to include a narrative of the 
circumstances attending the death is removed. This amendment aims to reduce delay and to reduce the backlog of 
matters resolved administratively; in other words, those matters resolved without inquest. This recommendation 
was not confined to deaths that occur by way of natural causes. 
I now wish to make some general comments. I welcome the fact that the government is addressing the 
recommendations of the Law Reform Commission, and not before time; it has been six years. It has been a very 
long time coming. I am concerned that the legislation before us deals with only two of the 113 recommendations. 
When this legislation was proposed a year ago, there was certainly some justification for why we might want to 
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take the low-hanging fruit, but I would have thought that we might have had some more proposals in front of us 
a year later. I understand that the government is considering the other recommendations and that the two before us 
are being dealt with discreetly following requests from the coroner. Frankly, the Greens want to see some action 
on the other recommendations as well; in particular, two further Law Reform Commission recommendations— 
17 and 18—would have a direct bearing on the operation of the amendments that we are considering today. 
Recommendation 17 suggests removing specific categories of anaesthesia-related deaths. Recommendation 18 
suggests inserting health care–related deaths. The report even provides some proposed wording. Not a lot of 
additional work needs to be done. These are really important areas of reform. The Law Reform Commission 
proposes that the coroner be required to investigate the death of a person after receiving or seeking health care or 
purported health care in circumstances in which the person’s death was not expected or when the person might not 
have died if they had received adequate health care. It is not difficult to imagine situations in which a preventable 
death, albeit one that occurs from natural causes, occurs in such circumstances as to constitute a health care–related 
death but one that still falls outside the existing provisions related to anaesthesia-related deaths. 
I am concerned that passing the bill before us without addressing recommendations 17 and 18, which we could 
have done, considering that it is a year later, creates a gap. As a result of the amendment, if a death occurs from 
natural causes after the deceased received or sought health care, when either immediately before receiving the 
health care or purported health care the person’s death was not the reasonably expected outcome or the person 
might not have died if they had received the health care that could reasonably be expected to have been provided 
to them, the coroner can choose to discontinue the investigation. This situation was not envisaged or recommended 
by the Law Reform Commission. According to the second reading speech, the Coroner’s Amendment Bill 2017 
will give legislative effect to recommendations 55 and 56 of the Law Reform Commission report, yet I note that 
paragraph 2 of recommendation 56 states — 

That a coroner may not discontinue a coronial investigation in cases where the deceased was a person 
held in care or a person held in custody or where the death was during or following and causally connected 
to a medical procedure. 

In my view, it is in the public interest that the coroner thoroughly investigate health care–related deaths, even when 
they arise from natural causes. Indeed, I consider it essential in order to ensure the proper oversight of our 
healthcare services, including, for example, when someone may not have received adequate or indeed any medical 
treatment before their death, acknowledging that this is still potentially relevant to deaths from natural causes. We 
know that there are situations in which our health system has failed, particularly individuals with mental illness or 
alcohol and other drug issues, and those who have difficulty communicating. There are important learnings to be 
made from these situations, and it is entirely appropriate that the coroner investigate them. I appreciate that we are 
talking about reducing coronial backlogs and delays but we must be careful not to undermine that coronial role or 
lessen the potential for important inquests that need to be undertaken in order to lead to improvements. The concern 
is that when we reduce the level of scrutiny, we run the risk of undermining our ability to identify and make 
recommendations on systemic issues. I was assured during my briefing, which was a long time ago, that should 
the amendments before us pass, although the coroner will not be required to continue to investigate deaths from 
natural causes, the coronial process would still pick up any issues of wider interest or concern to the community. 
Although the coroner will be able to discontinue an investigation, where there is any concern about the 
circumstances around the death, I have been assured that the investigation will continue. I remain concerned that 
nevertheless we are creating a gap in the legislation. 
I urge the government to prioritise the other recommendations made by the Law Reform Commission so that this 
is addressed as soon as possible. I would like to know the anticipated timing of additional changes to the legislation. 
I also note recommendations 1 and 2 of the section 57 review. Recommendation 1 states — 

It is recommended that consideration be given to rewriting the Coroners Act 1996. 
Recommendation 2 states — 

It is recommended that consideration be given to restructuring the Coroners Act 1996 to be better aligned 
to the coronial processes. 

Debate interrupted, pursuant to standing orders. 
[Continued on page 5450.] 

Sitting suspended from 4.15 to 4.30 pm  
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