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CORONIAL PRACTICE — LAW REFORM COMMISSION REVIEW 
Statement by Attorney General 

MR C.C. PORTER (Bateman — Attorney General) [9.07 am]: In 2008 the WA Law Reform Commission 
was asked by the former Attorney General to undertake a review and report on the jurisdiction and practices of 
the coronial system in Western Australia, including the operation of the Western Australian Coroners Act 1996. 
The commission of a review was considered necessary in light of reforms in coronial law and systems 
internationally and across Australia. Specifically, the Law Reform Commission was asked to consider: any areas 
where the Coroners Act 1996 could be improved; any desirable changes to jurisdiction, practices and procedures 
of the coroner and the office that would better serve the needs of the community; any improvements to be made 
in the provision of support for the families, friends and others associated with a deceased person who is the 
subject of a coronial inquiry including, but not limited to, issues regarding autopsies; cultural and spiritual 
beliefs and practices; counselling services; the provision of investigative, forensic and other services in support 
of the coronial function; and, any other related matter. 
It has been clear for some time that reform may benefit coronial operations in this state. The time to resolution in 
coronial matters across Australia is longer than the time to trial in courts. This is due in large part to the fact that 
about half the backlog of cases in the coroners’ list await complex and unavoidably time-consuming 
investigations from other agencies such as WA Police and WorkSafe.  
Delays to coronial matters in recent years have obviously added to the distress of families in a time of grief. 
While some delay is unavoidable, in other areas delay can and should be able to be reduced by structural reform 
of the office. This report suggests an approach to the reform of coronial practice in Western Australia by 
addressing the concerns communicated by members of the public and by those involved in delivering coronial 
services.  

The number of deaths being dealt with by coroners has risen steadily on an annual basis over the past 10 years. 
For example, the coroner had to deal with 1 526 deaths in 2000–01 and 1 996 in 2010–11. Further, the demands 
placed upon the coronial system and community expectations have changed since the passage of the Coroners 
Act 1996. It is perhaps the case that public expectations of coronial services are higher today than they were 
previously. There is also a general expectation that the information and outcomes of the coroner’s work will lead 
to the prevention of future deaths in similar circumstances, which may further complicate coronial inquiries. 
Modern practice also demands greater transparency and accountability of the coronial process.  

The Law Reform Commission began this piece of work by consulting with recognised experts in coronial law 
and practice both in Western Australia and elsewhere. It also consulted with those involved with the delivery of 
coronial services in Western Australia.  

In September 2010 the Law Reform Commission published a background paper, which provided a legislative 
history of coronial law in Western Australia and explained the current coronial process and the operation of the 
Office of the State Coroner. The background paper also gave a statistical overview of the jurisdiction in Western 
Australia and set out the concerns about coronial practices and procedures raised in its initial consultations. 

Responses from members of the public, combined with the Law Reform Commission’s research and 
consultation, helped the commission to formulate proposals for reform. These 109 proposals for reform were 
contained in the Law Reform Commission’s discussion paper, which was released for public comment in June 
2011. The Law Reform Commission received 57 submissions—including 14 supplementary submissions—from 
a range of public agencies, interest groups, professional organisations and members of the public.  
Statistics as at the end of December indicate that the Office of the State Coroner has a backlog of 916 matters. 
As previously noted, delay in about half of these is largely unavoidable with 464 of those matters awaiting other 
agencies to supply information before the coroner can progress them further. Another 241 matters are now 
finalised and awaiting consideration and sign off by the coroner. Of the 130 cases awaiting an inquest hearing, 
75 cases are more than two years old and this is an area that can be improved by structural reform. It is likely 
future funding will be needed to advance structural reform, which changes the government will undertake in 
consideration of the report now being tabled.  
As Parliament would be aware, there have been earlier allocations of extra funding under the Liberal–National 
government of $822 000 in 2008–09, $600 000 in both 2009–10 and 2010–11 and a further $600 000 for 2012–
13. This assisted the Office of the State Coroner to deal with the increased workload, particularly the backlog of 
outstanding cases. 
The final report contains 113 recommendations for legislative and operational reform, including a proposal for a 
strategic review of the Office of the State Coroner. Given the quantity and nature of these recommendations, I 
have asked the director of the Department of the Attorney General to provide the state government with a 
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comprehensive assessment of the report and recommendations for the future operation and funding of the Office 
of the State Coroner on an urgent basis. The government will be provided with a detailed response to the 
recommendations of the report from my department, and reform options will be pursued as soon as possible.  

I take this opportunity to acknowledge and provide my appreciation to the many people who voluntarily gave 
their time and expertise during the consultation process of this report. In particular, I thank the commissioners 
and staff of the Law Reform Commission and the many organisations that contributed.  
As stipulated in section 11(7) of the Law Reform Commission Act 1972, I hereby table the Law Reform 
Commission of Western Australia’s “Review of Coronial Practice in Western Australia”.  

[See paper 4525.] 
 


