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CORONERS AMENDMENT BILL 2017 
Second Reading 

Resumed from 28 June. 

MR P.A. KATSAMBANIS (Hillarys) [11.36 am]: I am the lead speaker on the Coroners Amendment Bill 2017 
for the opposition. I point out at the outset that we will be supporting the passage of this bill. It is a short bill. Quite 
a history has led to the introduction of this bill. The original recommendation that has been incorporated in this 
bill came from the Law Reform Commission of Western Australia’s “Review of Coronial Practice in 
Western Australia: Final Report—Project No 100”, published in January 2012. Then there was the strategic review 
of the Coroner’s Court and a section 57 review of the Coroners Act 1996 that went to departmental analysis. 
I believe there was an extensive consultation process on those recommendations. In total, given that Law Reform 
Commission review, then the strategic review and the section 57 review, around 113 recommendations were 
floating around. This one was endorsed for drafting during the term of the previous Parliament by the previous 
government. It has now found its way here. It really only deals with recommendation 56 of the Law Reform 
Commission report. 

The bill deals with a very important issue—that is, delays in processing deaths through the Coroner’s Court. At 
a recent briefing my colleagues were informed that there are around 14 000 deaths in Western Australia annually. 
A death certificate is issued by a medical practitioner for around 10 500 of those deaths, and they simply do not 
come to the attention of the coroner. The coroner’s obligation is to investigate deaths that occur in state care, which 
is logical and sensible. Most of the work of the coroner comes from the responsibility to investigate any unexpected 
or violent deaths. Around 3 500 deaths are reported to the coroner by police, hospitals, medical practitioners and 
aged-care facilities. Last year, around 2 400 of these were investigated and the balance, around 1 100, resulted in 
a death certificate being issued. That is in cases in which there is no question around the death being a natural 
death. The routine practice in those 2 400 coronial investigations was to conduct a post-mortem, along with 
obtaining things like toxicology reports, tissue analysis and the gathering of witness statements and medical 
reports, which often involves the police. The post-mortem is invasive and the process is time and resource 
consuming. Of course, it is also a huge imposition on the deceased’s family who are waiting for an outcome, often 
after the post-mortem is conducted, so that they can receive delivery of the body and deal with it in a culturally or 
religiously appropriate way for them. In a majority of cases, a lot of the expense and delay would be avoided if the 
coroner was able to determine at an early stage that the death was due to natural causes. Instead of having to deliver 
a comprehensive finding on how death occurred, which is currently required by section 25(1)(b) of the 
Coroners Act, the coroner could simply issue a finding of the cause of death and provide enough details for the 
death to be registered. In the majority of those 2 400 delayed cases, a post-mortem revealed that the deceased died 
of natural causes and there was absolutely no controversy at all surrounding the death once an investigation had 
taken place. I am told that around 800 or 900 of such natural-caused deaths could be disposed of in this fashion by 
noting the cause of death rather than having a more intensive investigation as to how the death occurred. 

The amendments in this very short bill are intended to give effect to this process and to free up the time of the 
coroner to investigate the deaths that ought to be investigated, rather than having to deal with these natural deaths 
and to process them in a more administrative manner. Clause 4 of the bill inserts section 19A into the act and will 
enable the coroner to act on a pathologist report and make the finding that the death is due to, or is consistent with, 
natural causes. Of course, such a finding will not bind the coroner. If something comes out later, the coroner can 
go back and investigate. In the normal course of events, up to 40 per cent of those 800 or 900 natural-caused deaths 
that I spoke about, which is a significant proportion of the coroner’s work, can be disposed of, which frees up a lot 
of time. The coroner could come back and have a more extensive investigation, but for those 800 or 900 deaths it 
would expedite the issuing of a death certificate, which is often critical to family members who want to access 
things like superannuation or to deal with property. We should not discount the impact the delay has on the family 
of a deceased, and in some cases can have detrimental financial consequences. One such issue could be being 
unable to deal with shares in a declining market or to sell a property at a time when the market is right or simply 
being unable to sell or deal appropriately with a property that is deteriorating; for example, fencing a property or 
dealing with animals in the case of farming families and the like. A delay in issuing a death certificate can have 
significant consequences. We are dealing with a delay that can impact on real people’s lives. That is being done. 

Clause 5 amends section 25 of the Coroners Act. It allows a narrative finding of how the death occurred as distinct 
from having to find the cause of death, as the coroner has to now. I am told that these amendments are modelled 
on Victorian provisions. They seem to have worked well in the Victorian jurisdiction. No particular major issues 
were identified as a problem there. The coroner would be able to dispose of these sorts of cases once they have 
had a quick look and there are clearly no issues; for example, it was a natural death and a pathologist’s post-mortem 
report was enough to sign off on. The body is released, the death certificate is issued and the family could then get 
on with dealing with their deceased family member and their assets in an expeditious manner. 
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I am told that greater efficiencies can also be obtained through the availability to the coroner of a dedicated 
CT scanner. 
Mr J.R. Quigley: That’s what we want. 
Mr P.A. KATSAMBANIS: Yes. I am trying to back up the Attorney General here. In the media release that the 
Attorney General put out when he announced this bill, he mentioned his ambition to obtain a computed 
tomography scanner, which is the official terminology—he will have to let Treasury know he wants one! That will 
enable non-invasive post-mortem examinations to occur and in many cases would reduce, we are told, the 
number of invasive post-mortems in about 90 to 95 per cent of cases now to perhaps only 45 per cent of cases. 
A CT scanner would effectively halve the number of invasive post-mortem examinations and expedite cases. It 
would certainly save a lot of resources. It would not be used in non-controversial cases only but almost invariably 
in every case as a first check, because even some of the controversial cases the coroner looks at may not necessarily 
require an invasive post-mortem but would require other things to be looked at. It would absolutely free up a lot 
of the coroner’s resources. I am told that in the year prior to the election, in 2016, a lot of work had been done to 
secure one of these CT scanners. Initially, there was hope that we would not need to get a new one and a lot of 
work was done around securing a surplus CT scanner from the Department of Health. I was told that one had been 
identified. 
Mr J.R. Quigley: From Swan hospital. 
Mr P.A. KATSAMBANIS: Yes; from Swan District Hospital, as the former government was opening up the new 
Midland Hospital, and perhaps the coroner could have got that equipment. 
Mr J.R. Quigley: I will tell you about it later, but there were some problems with the machine. 
Mr P.A. KATSAMBANIS: There were a few problems discovered because, effectively, it was an ageing unit. 
The intent was good. We are in tight economic times and I do not think anyone is going to question looking at 
a potential solution that will be cheaper, so that was done. But once the machine became available, it was examined 
and it was discovered that, as with a lot of older machinery, it was uneconomical to continue to service and repair 
it, and to get new parts for it. It was quickly determined that at the next budgetary period a submission would need 
to be made for a new dedicated CT scanner for the coroner. I am very pleased that the Attorney General has taken 
up that cause. The previous government intended to make that application to Treasury and to convince it of the 
need to do it to save time and money. The Treasury is like that. I am very pleased that the Attorney General 
announced in his media release and has reaffirmed today that he is very keen to get one of those CT scanners. 
I wish him all the very best in his negotiations. We are only a few weeks away from the budget, so keep at it, 
Attorney General. 
Mr J.R. Quigley: It’s a bit late for this budget. 
Mr P.A. KATSAMBANIS: Is that an indication that I should not be holding my breath? 
Mr J.R. Quigley: For this budget, but we are going into the half yearly soon. I’ll keep hammering away on this. 
Mr P.A. KATSAMBANIS: We have had a budget leak from the Attorney General! Sadly, that is bad news for 
Western Australia and the coroner, and I am disappointed to hear that the Attorney General’s representations have 
failed. 
Mr J.R. Quigley: It was all around that other machine actually—that was the problem. 
Mr P.A. KATSAMBANIS: I am disappointed that Western Australia is not going to be getting a machine. I think 
that has been the first budget leak; I welcome a few more! It will be disappointing if we do not get an allocation 
for that machine in the forthcoming budget, because, as I said, the CT scanner would free up a lot of the coroner’s 
resources. However, I wish the Attorney General well in continuing to badger. I do not know whether my support 
will help or hinder the Attorney General’s cause, but if it were to help, I would offer my support by pushing to 
have this scanner provided to the coroner. As I said, it was the intention to make a submission that it be funded in 
the current budget cycle. We are in the 2017–18 financial year; we just do not have a budget yet. It is a pity to hear 
the suggestion that we may not be getting it. Let us hope that it is funded in the half-yearly review so that we can 
get that machine in the second half of the year. If we do not get it then, let us hope we get it in the next budget 
cycle. 
Mr J.R. Quigley: We are not going to stop until we get it, because of the numbers that you cited—95 per cent 
down to 45 per cent 
Mr P.A. KATSAMBANIS: As I said, Attorney General, I hope I can be of help, because the numbers are clear 
and stark. Even Treasury should recognise the numbers and acknowledge that this scanner could help to deal with 
half the cases that are currently going to post-mortem so they would not have to go to post-mortem, with all the 
associated costs, time and resources that that takes up and the delays caused for the families. 
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With those few words, I reiterate the opposition’s support for the bill. I do not know where the other 
113 recommendations are in the process, but, clearly, coronial practice in Western Australia ought to be 
modernised. The three reports, reviews and the like that I have cited have come up with 113 recommendations and 
this bill we are debating today will implement only a tiny fraction of those. Modernisation does not occur through 
law reform only; it occurs through the provision of modern equipment. That is what the former Attorney General 
was advocating for, and it is what the current Attorney General has taken up the cudgels and is advocating for, as 
he has told us very publicly. Let us hope that the government, Treasury and cabinet recognise that if they properly 
resource the coroner with modern equipment and if we continue to update the law as required, the coroner’s office 
will have greater power to continue the work it does on behalf of Western Australians in the important area of 
expeditiously looking at unexplained causes of death to reduce the concern, delay and possible financial and 
emotional harm that delays in the coronial process cause Western Australian families at a time when they are 
already grieving for their lost family members. 
MS M.M. QUIRK (Girrawheen) [11.54 am]: Firstly, I congratulate the Attorney General for so promptly 
beginning the herculean task of implementing the countless recommendations from a range of reports that were 
left untouched by his predecessor. As we have heard, the Coroners Amendment Bill 2017 deals with only two such 
recommendations of the Law Reform Commission report, but it is a start. It shows an intention to move on with 
the many reports that were left untouched for many years by his predecessor. 
I have spoken in here in the past about the glacial speed with which Hon Michael Mischin approached law reform 
and the derelict manner in which he performed his important role as the former Attorney General. This is not just 
gratuitous rhetoric; this inertia and neglect has had real and practical consequences, not the least of which is the 
failure to act on the Law Reform Commission recommendations on coronial practice, which were made in January 
2012. The review of coronial practice in Western Australia was first referred to the Law Reform Commission for 
consideration by Hon Jim McGinty, a predecessor of Mr Mischin, in 2008—as I said, that was finished in 2012. 
Since that time, and under the stewardship of Hon Michael Mischin, we have witnessed in the Coroner’s Court 
increasing pressure on resources, an ageing and not-fit-for-purpose IT system, and unacceptable delays in hearing 
times, with some cases taking many years to resolve. These problems do not occur in a vacuum; in the meantime, 
grieving relatives and workmates have had to bear the additional emotional toll from the long wait for inquests 
and final dispositions. 
As the Attorney General said in the second reading speech, this bill concerns two of the WALRC recommendations 
that are urgently required to assist in reducing the backlog of cases and to relieve the administrative burden and 
impost in non-contentious cases. The Attorney General foreshadowed that he will expeditiously address the 
remainder of the Law Reform Commission recommendations through the introduction of a major amending bill 
to the Coroners Act as a matter of priority. This gives us the rare opportunity, prior to those much-awaited 
amendments, to focus on some of the areas of current concern, which we hope can be addressed and incorporated 
in the subsequent bill. 
The first concern that I raise is that of delay and the real and very practical consequences of such delay. As an 
example, I use the case of Department of Parks and Wildlife firefighter Wendy Bearfoot, who died in October 2012 
after being trapped in a burnover in a fire that she was fighting at Black Cat Creek near Albany. The coronial 
inquest was not held until October 2016 and the findings of that inquest were not handed down until this year, in 
late June 2017. That time frame covered five fire seasons. It is concerning that if systemic issues needed to be 
addressed, they may not have been resolved in a timely fashion. Admittedly, the Department of Fire and 
Emergency Services and the Department of Parks and Wildlife conducted a major incident review, completed 
in December 2012, that involved interviews of witnesses conducted in November 2012. As members would 
appreciate, the safety of our firefighters, response to incidents, deployment of firefighter resources and 
communication at incidents are all matters of high public interest. Public debate and discussion on this incident 
was hampered by having to wait for the inquest to conclude. There is also anecdotal evidence of witness 
intimidation, with personnel threatened to not discuss the incident with anyone until coronial inquiries were 
concluded. Anyone who knows anything about post-traumatic stress disorder would realise how unhelpful and 
inimical such an instruction is to successful recovery from trauma. 
I am not familiar with how extensive the police report to the coroner was in that case, or whether they relied on 
the major incident review, but to the extent that they acted independently and canvassed the same ground, it appears 
to be unnecessary duplication of effort, thereby compounding delay. I notice that recommendation 77 in the 
Law Reform Commission report addresses concurrent expert evidence. 
Of course, delay might be a highly relevant consideration in the case of deaths at a workplace; WorkSafe statute 
imposes a three-year limitation on prosecutions. In this context, more extraordinary is the revelation last year in 
a Community Development and Justice Standing Committee hearing by the State Coroner, Ms Ros Fogliani, that 
in those cases she does not have access to WorkSafe inspectors’ report s. At page 3 of the transcript of that hearing 
held on 12 October 2016, Ms Fogliani gave evidence as follows — 
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The CHAIR: I think there are time limitations on when WorkSafe would bring a prosecution, as I understand. 
Ms Fogliani: Correct—it is three years. 
The CHAIR: Given your time frame at the moment and your workload, you would be probably 
commencing an inquest before WorkSafe had at least laid charges, if not the hearing? 
Ms Fogliani: If it is going to inquest, it can also be finalised by administrative finding. Essentially, the 
instruction that I have given is that if it can be finalised, finalise it; if not, we will have to wait. 

Then we asked some further questions. This is the material part — 
The CHAIR: From what you said about public interest immunity, it sounds like this is something that 
has only recently been asserted? 
Ms Fogliani: As I understand it, it might have arisen shortly before my appointment or maybe some years 
before my appointment. Certainly, historically, the investigator’s report was made available to the 
coroner’s office. 
The CHAIR: What is the rationale for the claim? 
Ms Fogliani: It has been the subject of discussion. The rationale is that that becomes a report by the 
employee to the commissioner; it is an internal report. 
Dr A.D. BUTI: Do you mean employer or employee? 
Ms Fogliani: It is from the employee—so the investigator to his or her WorkSafe commissioner. 
Dr A.D. BUTI: Amazing. 

The coroner said that she had raised it in a legal forum, but the claim of public interest immunity on WorkSafe 
inspectors’ reports hampers her work. It is extraordinary that one arm of government is blocking her work by 
refusing to give her access to inspectors’ report on a public interest immunity claim. I note that this is addressed 
in the Law Reform Commission report at recommendation 36, but it is certainly bizarre and it is unfathomable 
why one arm of government would exclude access to that report from another. 
One of the key roles is that the coroner needs to address and identify systemic issues and to make recommendations 
to remediate systems or situations to prevent future deaths. Nowhere is this more important than the area of 
Indigenous deaths in custody. In its report of November 2013, “In Safe Custody: Inquiry into Custodial 
Arrangements in Police Lock-ups”, the Community Development and Justice Standing Committee made the 
following observations at page 129 and following — 

Finding 47 
That coronial findings and recommendations continue to be an important mechanism for identifying 
deficiencies in lock‐up arrangements and preventing further deaths in custody. 
Finding 48 
That separate inquests quite often produce similar recommendations but there is no system in place for 
consolidating them. 
Finding 49 
That Western Australia does not currently have a web‐based searchable database of coronial findings and 
recommendations or a mandatory requirement for public entities to respond to coronial recommendations. 
Recommendation 22 
That the Attorney General maintains a list of coronial recommendations showing the status of their 
implementation and publishes and tables this information in Parliament annually. 

In its response to this report in April 2014, the then government did not support this recommendation and findings 
and noted — 

The State Coroner’s Annual Report already publishes details about coronial recommendations showing 
the status of the deaths of persons in care and this includes ‘deaths possibly their implementation and 
publishes and tables caused by or contributed to by actions of members of WA Police.’ 
However, there would be significant resource implications that would arise should the current level of 
reporting be widened. Furthermore, the Office of the State Coroner does not have powers to enforce 
recommendations, nor is there a legislative requirement to implement or respond to coronial 
recommendations many of which do not necessarily relate to Government agencies.  

This response is incredibly short-sighted and shows an appalling lack of commitment to the prevention of needless 
deaths in similar circumstances in the future. It is interesting to note that the Law Reform Commission at 
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recommendations 84 and 87 addresses this very issue. Recommendation 87 refers to a mandatory response to 
coronial recommendations. As I have said in the context of that report, had that report been more closely adhered 
to and followed by the then government, it is arguable that the death of Ms Dhu in the Port Hedland lockup may 
have been avoided. 
In the context of deaths in custody, following the tragic death of Aboriginal elder Mr Ward, both 
I and the successive Minister for Corrective Services, Hon Christian Porter, took the course of regularly reporting 
to this house on systemic changes and measures taken, which pre-empted, in my case, and, in relation to 
Hon Christian Porter, responded, to the coronial findings once they were made. 
The Deaths in Custody Watch Committee made a further number of recommendations to the Australian and 
New Zealand coroners conference last year, and I am indebted to Mr George Newhouse, counsel to Ms Dhu’s 
family at the inquest of her death and principal solicitor to the National Justice Project, for providing these to me. 
Those recommendations included — 

ALHR strongly supports the Watch Committee’s calls for the implementation of Royal Commission into 
Aboriginal Deaths in Custody recommendations 8, 15, 16, 18 – 26, 35 – 28 and that all be legislated into 
the Coroners Act of each State/Territory (in cases where they have not already been legislated); 

These recommendations relate to the conduct of coronial inquiries into deaths in custody and include: 
• timelines for ministerial responses and the provision of information to parties at coronial inquests 
• the development, by coroners, of state and territory protocols for the conduct of inquiries into deaths 

in custody 

• rights of relatives and deceased’s representative to view body, have independent observer present at 
post-mortem and obtain own independent post-mortem 

• post-mortem should be conducted by specialist forensic pathologist 

• awareness and respect of cultural issues that may relate to autopsy and engagement with relatives 
and organisations such as Aboriginal Legal Services to address these 

• custodial authorities be required by law to immediately notify the Coroners Office of all deaths in 
custody 

According to my notes, the ALHR further recommended that — 

• autopsy reports, CCTV footage and other critical evidence be provided to the bereaved families as 
soon as possible after death in custody or care and in a timely and culturally competent way 

• every Coroner’s Court fund and engage Aboriginal advocates to provide advocacy, information and 
support to bereaved families and two presiding coroners from the time of death through to the 
aftermath of inquest findings 

• deaths in custody and care be the subject of expedited investigations and not take three and 
a half years, which people had to wait in the case of Ms Dhu 

The next matter that I want to raise is interested parties’ access to material such as documents and transcripts. 
I refer the attorney to the provisions of section 37 of the Coroners Act in South Australia, which refers to access 
to transcripts of evidence and documentary material being available to the public and interested parties. That also 
includes photos, slides, videotapes and allows for inspection of that material. That is not the practice in this state. 
Recommendations 68 and 69 of the Law Reform Commission report addressed these issues and referred to 
interested persons having access to the brief and, I think, more importantly—I will make some observations about 
this shortly—having the right to cross-examine witnesses, which is not provided.  

The next issue that comes up from time to time in this area is about who is considered to be a person held in 
custody or care. The Law Reform Commission report on page 81 addresses this issue, which is contested in some 
circumstances. The report states — 

The Commission retained all ‘in custody’ aspects of the current definition of ‘person held in care’ under 
s 3 of the Coroners Act in its proposed definition of ‘person held in custody’. These aspects concern 
a person held in, escaping from or being transported to or from prison, juvenile detention or police 
custody. As discussed above, deaths of persons in these circumstances will continue to be the subject of 
mandatory inquest under the Commission’s recommendations. In addition, the Commission proposed that 
persons detained on a custody order under the Criminal Law (Mentally Impaired Accused) Act 1996 
(WA), persons who are apprehended or detained as involuntary patients within the meaning of the 
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Mental Health Act 1996 (WA) and persons who are detained under the authority of a Commonwealth Act 
should fall within the definition of ‘person held in custody’. 

[Member’s time extended.] 

Ms M.M. QUIRK: The commission goes on to state — 

The response to this proposal was overwhelmingly positive with the Western Australia Police submitting 
that the mandatory inquest for persons held in custody 

is aligned to a community expectation that where a person has been deprived of their liberties, 
as the result of a person in authorities’ actions, their death will be scrutinised. This provides 
a forum to examine if duty of care requirements or administrative necessities were performed 
appropriately, to derive contemporary methods to prevent deaths occurring of a similar nature. 

This is the rub of the matter. The commission goes on to state — 

The Department of Health objected to the inclusion of involuntary patients under the Mental Health Act 
within the definition of ‘person held in custody’ on the basis that ‘the detention is secondary to the 
principal objective, which is the provision of treatment’. The Department argued that such patients should 
be categorised as being ‘in care’ to avoid any ‘negative connotations [that may] detract from the treatment 
focus’. The Commission acknowledges the Department’s submission, but believes that the argument is 
semantic rather than real. To fail to include such persons within the ‘in custody’ definition for the 
purposes of the Coroners Act would be inconsistent with the rationale underpinning this category. In the 
Commission’s opinion, it is fundamental that the death of any person who is deprived of their liberty by 
the operation of a state or Commonwealth law must be subject to mandatory inquest to allow the actions 
of the authority to be scrutinised … 

This is also extremely relevant in the context of commonwealth detention occurring in immigration detention on 
Christmas Island because, as members know, the Western Australian Coroners Act applies to those in detention 
on Christmas Island. The decision in the case of Irfani v State Coroner [2011] WASC 270, concerned the 
State Coroner refusing to hold an inquest into the death of Fatima Irfani, who died in a Western Australian hospital 
in 2003. She had arrived at Christmas Island as a refugee in 2002. She suffered from hypertension and hepatitis C. 
In January 2003, whilst in detention, she complained of severe headaches for a number of days and around noon 
on 15 January she collapsed. She was initially taken to the Christmas Island hospital, but later that day was flown 
to Perth in a critical condition. A head computed tomography scan showed that she had an intracranial 
haemorrhage and surgery was performed. However, her condition deteriorated and she died on 19 January 2003. 
Ms Irfani’s family sought for an inquest to be held into her death. The issues to be raised in the inquest concerned 
the care and treatment provided to Ms Irfani in detention at Christmas Island and the timing of her transfer to Perth. 
No issues were raised as to the care and treatment provided to Ms Irfani after she was transferred to the hospital 
in Perth. The coroner declined to hold an inquest despite the family seeking one, so they sought an order from the 
Supreme Court.  
The court found that Ms Irfani was not in care at the time of her death and that therefore an inquest was not 
mandatory. However, the family argued that because she was in immigration detention, the death was analogous 
to a death in custody. Justice McKechnie accepted that there was a public interest in holding such an inquiry 
occurring in immigration detention. However, he observed that the ultimate purpose of the coroner was to inquire 
into a particular death, and he expressed the view that in the circumstances of that particular death it was well 
documented and would not lead to the wider inquiry sought by the plaintiffs. He emphasised that the focus of an 
inquest was into the death and the immediate circumstances giving rise to the death, and not a general inquisition 
into the detention system. His Honour further observed that two independent experts briefed by the coroner had 
concluded that the standard of the medical response on Christmas Island was reasonable, subject to one exception: 
the administration of a drug. However, there was no evidence that that drug was in fact administered or that it had 
anything to do with Ms Irfani’s death. The judge also observed that there had been a lengthy delay from the date 
of the death to the date that the Supreme Court was asked to order that an inquest be held. He said that whilst the 
delay was not a barrier to an inquest being held, it was one of the relevant facts to be taken into account. He stated 
that he was unpersuaded that a formal inquest as part of this investigation would sufficiently advance the coroner’s 
knowledge in this case in the interests of justice. I have talked about that case at some length because that person 
was in detention and effectively in the care and custody of the commonwealth for the whole time. Had the family 
sought to have that inquest more proximate to the date of death, perhaps that decision could have been different. 
However, it is worth remembering that the Western Australian Coroners Act applies to immigration custody for 
those detained on Christmas Island.  

Finally, I have already made reference to the Dhu inquest and I just want to emphasise that this was problematic 
in a number of respects. Counsel for the family was not permitted to cross-examine witnesses, which I regarded 
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as highly unsatisfactory. Police apparently had only one copy of the video, which I find a bit extraordinary. They 
were unable to provide a copy of that video to a parliamentary inquiry because they said that it was in the coroner’s 
possession. I would have thought that sound and prudent evidence management would have at least ensured that 
the police had a copy on hand in case the original was lost, but the police claim that they had only one copy. The 
family wished for that video to be released to the public while it was in the coroner’s custody and control and were 
denied that wish. Had that been a jury trial, I can understand there being some reluctance on the part of the coroner 
to release that video tape, but given that the family was keen for it to be shown more publicly, and also that it was 
not a jury trial, I am concerned that in the public interest that tape of the lockup was not publicly aired earlier, and, 
of course, media outlets did apply for the release of that document. The other thing that I found somewhat 
unsatisfactory was Ms Dhu’s grieving mother being cross-examined by counsel for the coroner on her daughter’s 
drug habits. Firstly, it is unlikely that a parent necessarily knows the extent of their child’s drug habits, and, 
secondly, she was grieving. I regard that as extremely poor form and in any event it was not overly probative, 
especially when Ms Dhu’s death was not caused by a drug overdose but by sepsis, which was not detected in 
a timely fashion. I know that the Attorney General shares my view that in future we can, and should, do our 
coronial practice better. I urge the Attorney General to provide the resources and the full suite of legislative 
amendments recommended by the Law Reform Commission—some of which I have canvassed—to ensure 
a coronial system that is timely and responsive, minimises grief and trauma to family members and workmates, 
and is an effective instrument for change and reform. 

MS A. SANDERSON (Morley — Parliamentary Secretary) [12.20 pm]: I also rise to support the 
Coroners Amendment Bill 2017. It is important to outline, like the member for Girrawheen, the significant delays 
that have been experienced by the Coroner’s Court, not just recently but over many years. This has been 
a long-running issue. It has been rightly pointed out that it is due to a combination of factors, including obviously 
the need for more resources, but also the need to make legislative and administrative changes, and update 
technologies. All those things need to be brought to bear to improve the functioning of the Coroner’s Court. 

Under the current Coroners Act, an inquest is required to be held if the deceased is in care, or the death was caused 
by a member of the police force or any action that could be attributed to a member of the police force. In instances 
such as unclear fact or public safety issues, an inquest is conducted if it is in the public interest. Generally, a death 
by natural causes does not require a coronial inquest. The exception is when it appears to the person reporting the 
death that it was unexpected, unnatural or violent, or resulted either directly or indirectly from an injury. Even if 
a forensic pathologist deems the death to be due to natural causes, there is still a statutory obligation to progress 
to the further stage of coronial investigation. 

Coronial investigations are conducted by the WA Police coronial investigation squad. The unanimous view of the 
Law Reform Commission in its 2012 report “Review of Coronial Practice in Western Australia” is that this is 
essentially a waste of resources, because it requires another process that is essentially just backing up cases that 
do require investigation. 

The Law Reform Commission in that report articulated concerns about current coronial practices and made 
a number of recommendations. It raised concern about the fact that the coronial investigation squad is required to 
conduct a full investigation and provide a detailed statement even in circumstances in which the death has been 
determined to be due to natural causes. That detailed statement is not required in circumstances in which there is 
no duty to hold an inquest and there is no public interest. The Law Reform Commission found that that is 
contributing to delays These reforms will help reduce some of those delays. 

I want to give the house an understanding of the extent of delays. The inquest findings for 2017 cover cases from 
2009 to 2015. The majority of those deaths occurred between 2012 and 2013. That is a five-year lag time. That is 
a long time to wait for an outcome. Based on these records, if a person had died in 2015, an outcome would not be 
expected until 2020. That is the case for a woman in my electorate whose daughter died in awful and uncertain 
circumstances, and I will outline at a later stage the impact this wait is having on her. 

There have been a number of news articles over the years outlining the blowout in wait times. ABC News reported 
in 2015 that the median time taken to start an inquest was 168 weeks. That is a wait of more than three years just 
to start an inquest. The 2015 annual report of the Department of Attorney General also demonstrates that when it 
states that more than 70 per cent of the inquests conducted in 2014–15 were over 128 weeks old. I give credit to 
the former government for providing resources to enable the Coroner’s Court to make some gains in dealing with 
the backlog. However, other mechanisms need to be implemented, such as legislative and administrative changes, 
if we are to improve the operations of the Coroner’s Court. 

Interestingly, for around 68 per cent of the backlog of cases, the delay was caused by the fact that the coroner was 
waiting on external agencies to supply information before a determination could be made. That is entirely within 
the realm of government to fix. The government should ensure that external agencies provide information in 
a timely manner so that the Coroner’s Court can get on with its work. These are the kind of policy levers that the 
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government can use to speed up the process. Despite this progress, the median wait time has increased by 
50 per cent over the previous year, 2013–14. That is also impacted by the increase in population. I refer to an 
article by Geof Parry in The West Australian online of June 2016. The article is about Jo McManus, who has been 
waiting for the case of her son Max to be investigated by the coroner. The article states — 

More than 400 cases are awaiting a coroner to determine causes of death after more than 12 months. The 
average wait is six to nine months. 

The average wait time is now a lot longer. The article continues — 

Journalist and broadcaster Jo McManus’ 20-year-old son Max drowned after a seizure in a bath at home 
in August. 

… 

“It’s really distressing,” Jo McManus said. 

“My understanding is they haven’t even done the toxicology yet, or if they have they haven’t told us even 
though we’ve asked. 

“It’s hard enough to lose someone you love without having to wait and wait and wait.” 

… 
Hundreds of families are facing delays and for some this means hardship. Insurers often refuse to pay out 
on claims without a cause of death. 

Families experience a range of knock-on effects when they do not have the full closure of a coroner’s investigation. 
The former government acknowledged the issue with the Coroner’s Court and provided some resources. In January 
this year, the former government instigated and released the terms of reference for a 90-day regulatory mapping 
and reform project into coronial investigations. The report was due in May. I have not yet seen the report. I will 
be very interested to see the results of that report. 
By way of background, the overview for that project outlines some of the rapidly increasing demands on the 
coronial system. It states that a rapidly increasing and ageing population has placed unprecedented demands on 
the coronial system. For example, the number of reportable deaths investigated by the coroner has increased by 
around 3.3 per cent a year, from 1 526 in 2001–02 to 2 214 in 2015–16. In the same period, the population of 
Western Australia has increased at an annual rate of 2.4 per cent, compared with the national arrange of 
1.5 per cent. The number of overall deaths has increased by 1.9 per cent annually. The clearance rate for coronial 
cases has declined from 110 per cent in 2010–11 to 92.5 five per cent in 2015–16. In June 2016 the State Coroner 
reported 2 178 cases in hand, of which 466 were backlogged at greater than 12 months, up from 355. That is a huge 
number of cases that all require very detailed investigation. Of those backlogged cases reported in June 2016, 
322 were awaiting completion of the coronial investigation and 112 for backlogged inquest cases. So, over 300 of 
those cases were awaiting investigation of the WA Police coronial unit. Many of those would have been deaths 
determined to be of natural causes. With this legislative change those could be removed from the backlog almost 
immediately so it can be ensured that cases that truly require investigation get high priority.  
In 2012 the Law Reform Commission completed its review and outlined some of the impacts on families waiting 
for coronial investigation. These are identified as an inability of the next of kin to achieve timely closure in relation 
to death and delays in finalising the deceased’s estate and associated financial matters. Often insurance companies 
will not pay out if banks are owed money, if there are mortgages or loans, or if those sorts of affairs need to be 
managed, so it is up to the next of kin to essentially negotiate with the banks to put the payments on hold or take 
them over. Delay is an issue in coronial findings and obviously has a huge impact on the implementation of the 
recommendations to prevent future deaths in Western Australia. It is important to outline the human face of these 
impacts. The majority of the population will hopefully never have to interact with the Coroner’s Court; I hope that 
is never a reality for most people. However, for hundreds of families it is, and it is a lengthy and excruciating 
experience to get any closure with these delays. 
There is a woman in my electorate who lives in Nollamara by the name of Julie Owens. I have been speaking to 
and assisting her over the last few months. On 23 January 2015 her daughter was found unresponsive after using 
methadone at a friend’s house. She was only 25 years old at the time. Around a year ago Julie requested a coronial 
inquest into her daughter’s death because of the unclear circumstances around it and she still has not even had 
a decision from the Coroner’s Court about whether to hold an inquest. She is not even at the stage of an inquest; 
she is simply waiting for response from the Coroner’s Court to say yes or no. This is the definition of a life in 
limbo—that is, not being able to find closure. It has basically been two and a half years since the death of Julie’s 
daughter and her family are incredibly tired of waiting for closure. The circumstances around the death of Julie’s 
daughter are not uncommon, unfortunately. Her daughter had previously struggled with addiction, particularly 
with oxycodone. She had been working hard to get her life back on track. She had checked herself into rehab, had 
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moved back in with her mother, had a stable full-time job and was doing really well, so she was really pulling her 
life back together.  
In 2015 Julie’s daughter was found unresponsive in her friend’s mother’s home. It is believed that she and her 
friend had both been using methadone and when Julie’s daughter started showing signs of an overdose, her friend 
treated her with a drug by putting a tablet in her mouth. No ambulance was called; instead, her friend left to attend 
rehab. The friend later requested a houseguest to check on her later that day, by which time she had stopped 
breathing. After Julie’s daughter passed away it took around five months for the coroner to determine the cause of 
death, which was complications of opioid toxicity. There are so many questions that a grieving mother is left with 
in this instance and many will not be answered by the Coroner’s Court, but many can be explored. The friend, for 
example, who supplied her with the methadone and administered the second substance was in the end convicted 
in relation to this case for supplying drugs and sentenced to 24 years’ imprisonment, of which he served around 
13 months. Julie wants her daughter’s death to be the subject of a coronial inquest. The request was received in 
June 2016 and, as I said, she is still waiting for a response. There are questions that can be explored in a coronial 
inquest that cannot be explored in a police investigation, and I have to say that I credit the police involved in the 
investigation. The lead investigator has maintained a really close relationship with Julie’s mother, even though he 
has moved on to other units and is doing other things. He continues to provide answers and support, and gives his 
time to her on a regular basis. I have to give credit to him.  

Some questions that can be adequately flushed out are the time of death and the fact that the friend was seemingly 
aware that Julie’s daughter had overdosed and gave her a substance to manage it. The substance provided is usually 
prescribed to opiate users and is not necessarily intended as treatment for overdose. There is an understanding that 
her friend was trained in dealing with overdoses and may have had naloxone, for example, available to deal with 
it, but had given it away, which is what the police were told. There is a question of whether the drug administered 
to Julie’s daughter in any way contributed to or hastened her death. Had she received medical assistance, would 
she have survived? Ultimately, a grieving mother is looking for justice and culpability. I do not know that that will 
be the result of a coronial inquiry, but there are many unanswered questions that any mother who has lost a child 
in those sorts of circumstances would rightly ask themselves. If someone had given her daughter medical aid, if 
someone had come to her rescue when she was clearly overdosing, would she be alive today? That is a very valid 
question to ask. A coronial inquest would be able to at least flush out some of those answers and essentially help 
provide some closure in regard to the circumstances of her death. The death of a child will impact a parent in 
unspeakable ways and a death in these kinds of mysterious and uncertain circumstances would leave so much 
hanging. 
[Member’s time extended.] 

Ms A. SANDERSON: Julie’s mother tells me that she essentially cannot move on with her life. It has been two and 
a half years and she cannot move on with her life. She is fighting for a coronial inquest, she is writing letters and 
she is talking to lawyers who are trying to get an answer. She cannot finalise her daughter’s estate because there 
is no final death certificate, so there are still outstanding insurance claims. Her daughter had a bank loan and the 
insurance company will not pay it out until there is a final death certificate. Julie’s mother has had to go to the 
bank and beg to have the loan halted, and the bank has cooperated. She cannot put to rest any of the other legal 
practicalities required when a next of kin passes away. It has obviously had an incredible emotional impact on her. 
It has had an impact on her social life and her ability to get full-time employment. It has had a financial impact on 
her. She feels that while this is still hanging over her she cannot get a job because she wants to be available to give 
her 100 per cent. If there is a coronial inquiry, she wants to be available, be there and do what is necessary to make 
sure her daughter’s case is heard. She does not feel that there is an employer who would support that. I think there 
are employers out there who would, but she feels that she needs to totally focus on this, so financially it has really 
had an impact on her. She does not go out and does not see people. She is still very much in the depths of her grief 
with this deep uncertainty and feels as though there is no justice. The coronial inquiry will not have all the answers 
for Julie, but it will help provide her with some closure. That is what these amendments do in some way. These 
delays have incredibly detrimental impacts on individuals and on family members who really need to move on 
with their lives under terrible and grieving circumstances. No doubt the people who work at the Coroner’s Court 
work very, very hard. This is not about criticising them at all; it is about what we do as a government to get them 
functioning as well as they possibly can by utilising new technology, amending legislation when required, pulling 
those administrative levers that we have with other external agencies so that they respond in a more timely manner 
to the coroner, and supporting the work of police as well, so that they are not bogged down with investigating 
deaths that are essentially death by natural causes. I commend the bill to the house and congratulate the 
Attorney General for moving so quickly on this important reform. I am heartened that the opposition is supporting 
this legislation. 
MR M.J. FOLKARD (Burns Beach) [12.40 pm]: I rise to speak in support of the Coroners Amendment Bill 2017. 
This legislation was driven from the Law Reform Commission of Western Australia’s review of coronial practice 
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in Western Australia. I commend the Attorney General for bringing a good piece of legislation before the house. 
The review from the Law Reform Commission identified the main cause of issues within the Coroner’s Court as 
a backlog in the finalisation of non-contentious cases before the coronial system. Today I will demonstrate what 
the police do in relation to the Coroners Act and I will give an example of my knowledge of the Coroners Act and 
how I have had to utilise my previous experience in a previous life as a police officer investigating matters for the 
coroner. 

The case backlog issue is complicated by resourcing. There are two government departments that have to work 
hand in glove: one is the Department of Justice, the other—members may not be aware of this—is the police 
department. Members may ask why. Police act as investigators for the coroner and do all the inquiries for the 
coroner. Members may ask why. The reason is that under the act, section 6 defines who the coroner is. The coroner 
is a magistrate who has the powers of inquiry. In the city, normally that is two separate functions. The magistrates 
obviously sit in the criminal and family courts et cetera, but in regional WA stipendiary magistrates act in the 
criminal spheres, but also as the coroner. I will talk more on that later. I remember that when it comes to coronial 
inquiries, I was always told, and we were always instructed, that a death is always suspicious until such time that 
it is proved that it is not. We do not find that written in the Coroners Act. Those words are not there. The reason 
they are not there is that it is for the police to act as the investigator for the coroner to make the determination 
whether a death is suspicious. How that takes place is that a death occurs for whatever reason, police attend and 
nine times out of 10 the death is not seen as suspicious. I am talking about our elderly. If we talk about an 
unexplained natural death of a younger person, the coppers are always called. 

I will give members an example. I was called to a sudden death in Dianella. The daughter of an individual had not 
heard from her mother for about three or four days. She knocked on the door and did not get an answer so she 
opened the door and found the remains of her mother, who she thought was asleep. She went up and touched her 
mother but found her cold to touch and so she rang the police. We came around and attended the situation. We 
assessed the scene and then started our inquiries about how the deceased came to be where she was. Our inquiries 
found that there were no marks, the house had not been broken into, there were no drugs or paraphernalia and by 
looking at the remains, nothing appeared suspicious. The police then contact the government contractor. They also 
contacted the clerk of courts and advise them of a sudden death, which is part of the process. We were lucky in 
this particular situation that the daughter was able to identify the remains. We filled our paperwork, signed it off—
fantastic. It was a very quick, short, sharp thing. The government contractor collected the remains of the deceased 
and then conveyed her to the State Mortuary. This particular case occurred on a Sunday evening. The post-mortem 
was conducted on Tuesday. Members may not be aware that when it comes to the state pathologist, autopsies of 
deaths that occur on the weekend—victims of road crashes—are normally done on a Monday. Sudden deaths that 
are non-suspicious, which I referred to, are normally done on Tuesdays and Wednesdays. The bodies are examined, 
the post-mortem is done, the results of the post-mortem are given to police probably within 24 hours, but the death 
certificate is not signed. 

In this particular case, the individual had had a heart attack. It was not suspicious and it confirmed our inquiries at 
the time; it was fairly straightforward. But it then took some six weeks for the death certificate to be issued. In that 
time the family could not finalise bank accounts, superannuation or anything it needed to do to get on and move 
on. In this particular case the remains were released within seven days and they came back to the family by the 
end of the week and it was able to have the funeral the following week, which was fantastic. It was fairly 
straightforward, but again the hold up with the courts—it was just a heart attack; therefore, it should have been 
dealt with quite quickly. But the delays and the process that the court has to follow under the current circumstances 
of the Coroners Act meant that it still took six weeks before the death certificate was issued. This case was a fairly 
straightforward example. The emotional impact on the family can be devastating because it cannot finalise things 
such as superannuation. I note the member for Morley mentioned superannuation and banking details et cetera. 
The family cannot act on any of this stuff until it has a death certificate. Herein lies the issue where the backlog 
sits. This particular case is fairly straightforward. It is not unusual for the delays to be between 12 and 18 months, 
particularly with deaths that relate to toxicology—by that, I mean overdoses on either illicit drugs or prescription 
drugs, which is not uncommon. I could not even provide a figure as there have been that many sudden deaths, 
which we refer to them as in the trade, that I have attended over the years. If I did not go to one every six to eight 
weeks over 27 years, I would be surprised. They are fairly regular. The backlog and volume of cases is significant. 

Debate interrupted, pursuant to standing orders. 

[Continued on page 3045.] 
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