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CORONERS AMENDMENT BILL 2017 

Second Reading 

Resumed from an earlier stage of the sitting. 

MR M.J. FOLKARD (Burns Beach) [2.51 pm]: I rise to continue my speech on the Coroners Amendment 
Bill 2017. I thank members again for their further time and indulgence. 

I spoke earlier about the processes relating to the bill and the processes of coronial investigations. I also spoke in 
summary about the role of police, particularly with reference to what is referred to as “sudden death”, and fairly 
simple matters of inquiry. The amendments put forward in this bill will expedite that process. I want to give 
members an example of an investigation that under the current system would have taken 18 months to two years 
to finalise—an investigation I conducted as the officer in charge of Kalbarri Police Station back in 2005.  
It was Easter, on Good Friday; a group of four fishermen had come to town. All four of them were fantastic mates. 
One of them was of Indian origin, two were from Taipei and the fourth was a young Chinese fellow. They were 
lovely people, as it emerged from my investigations. Their wives had given them time off over Easter to come to 
town to go fishing. It was to be a fantastic weekend that they had planned. They arrived late on the Thursday night 
so that they could be fishing first thing on the Friday morning. All four of them jumped in their boat down at the 
local marine ramp. They had done everything right; they had checked in with the local volunteer marine rescue, 
which is a difficulty for some of the more unprepared sailors and fishermen. They set out on their fishing journey. 

They went out through Frustration Reef, which is out the front of Kalbarri, leading out of the Murchison River, 
and travelled north. Their diligence was such that they had a GPS tracker; we actually later recovered it and the 
information from it, but I will get to that. They went further north to a place known as the Drop Off, which is about 
15 kilometres north of town, and set about their fishing. My inquiries found that they had caught themselves 
a couple of nice snapper and on the way back a small mackerel. They used their GPS on the way back, which was 
fantastic, and tracked just to the north of the Kalbarri town site, to a place called Oysters Reef. Out the front of 
Oysters Reef is what is referred to as “bombies”—a couple of lumps of coral sitting underneath the water. These 
fellows had diligently followed their GPS track; it had been safe on the way out, and the presumption was that it 
would be safe on the way back. 

When they got to the bombies at Oysters Reef, without warning a wave picked them up and flipped the boat over. 
Tragically, only two of them had lifejackets, and as we later found out through our inquiries, the lifejackets they 
had were noncompliant, meaning that they did not conform to Australian standards. One was a jacket full of foam 
and the other was a personal flotation device that was well and truly out of date; it was about 20 years old. 

The boat flipped over, and the four of them went into the water. Four of them came up again, and they were all 
looking at one another. Another set of waves came through and picked up all four of them and threw them onto 
Oysters Reef. From that point onwards two of them did not come up. The ocean being what it is, another wave 
came through and threw the other two individuals up onto the coral reef. One of them was cut to such an extent 
that he looked like he had gone through the wrong end of a cheese grater; the oysters on the reef had shredded 
him, but he was alive. The second one, to his credit, had grabbed an empty Thermos, and I believe that is what 
saved his life. He hit the rock holding the Thermos and popped himself up onto the reef; he was alive.  

Our diligent radio operator at the local volunteer marine rescue service was watching them as they came back and 
actually saw the boat roll over. In her diligence she was on the phone to me immediately. I was down at the water’s 
edge within five minutes of receiving the phone call and we started our operation to locate these individuals. We 
spent the next fortnight looking for the other two. The ocean, in its wisdom, gave up the remains of one of the 
deceased within about 20 minutes. The body popped up onto the reef and we were able to recover it. I ran an 
operation consisting of 350 individuals. Ten aircraft sorties flew over the area looking for them. I had the 
Australian Maritime Safety Authority provide plotting charts and time frames for how long a person could survive 
in the water. I had our fantastic water police give me their copy, and I was able to put the two across one another 
and devise an aircraft strategy as to how we could best find the individuals in the water. I had graphs and timetables 
as to how long the expected survival time was, and we began our search. As I said, we searched for a fortnight. 
I had the State Emergency Service combing the coast; six helicopter sorties went up looking for these individuals. 
We searched and searched. 

Later, I did a complete review of our search strategies and the closest we got was when one of our local abalone 
divers on a jet ski actually saw the remains of the second individual, probably within half an hour. He saw the 
lifejacket he had been wearing, under the water, but did not get close enough to grab it, as he was on that vessel 
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by himself. He could see it, and an aircraft above him could see it as well, but we physically could not get to the 
remains. 

The next day we had to advise the family of the deceased individual whom we had found. I had to tell the members 
of the other family that we could not find their missing father and partner. 

[Member’s time extended.] 

Mr M.J. FOLKARD: We brought the family up to Kalbarri. The next day the seas had become bigger to such an 
extent that the only way we could cross the bar at Kalbarri was in a rather large crayfishing boat. At the same time 
I brought up a team of police divers to search in front of Oyster Reef. At the time the swells were so large that 
I saw a 65-foot long cray boat stand on its tail as it went out through the Murchison River mouth. That was the 
size of the swell. On that boat I had three police divers, and I say to the Parliament that they are the bravest men 
I have ever met. They went into that water and recovered every piece of equipment out of that boat—every piece. 
The night before I had towed the shell of the boat back to the river mouth, but these guys went through and combed 
everything in front of Oyster Reef. They found everything. They found the sinkers, they found the line, they found 
the boards within the boat, and they recovered every piece of safety gear that boat had. I later validated that with 
the other occupants of the boat by asking whether there was anything missing. 

After the completion of the search I went back to the station. We had recovered everything out of the vessel. Every 
bit of stuff was recovered by the State Emergency Service patrolling along the ocean foreshore and by the divers 
from the sea. Back at the police station, we put everything back together. We reassembled the boat and everything 
in it. We had validated, through the other individuals on this fishing trip, the contents of the vessel. The only thing 
we did not find was the fish they caught. We put the boat back together. 

I stated before that police act as agents and do the investigation for the coroner. Within a fortnight after the incident 
occurred, the family attended the police station. They were at their wits’ end. The individuals who had passed 
away were foreign nationals and so could not have a death certificate. The family needed a cause of death so that 
they could access the financial affairs of those who had passed away. One of the women had two young children 
and was in a fairly destitute way because she had no way of accessing the funds to sustain her living expenses. 

Knowing the Coroners Act and knowing the time it takes to do a coronial investigation—around that time the 
delays were, from the time of the incident to outcomes in the Coroner’s Court, around 15 months—that was not 
acceptable. It was not acceptable to me and I had to do something to fix the situation. I know the Coroners Act 
inside and out because I have had to use it for the last 27 years. Knowing that, I set about conducting an inquiry 
into the matter. We investigated everything. We took into account the weather conditions, we reconstructed the 
boat, we actually went back to the manufacturers of the boat and looked at the safety margins within the boat. We 
looked at the motor. We recovered the GPS that I mentioned earlier on, and we were able to download the 
information from that. We continued. We took statements from the two surviving passengers. We took statements 
from the extended family. We took statements from the manufacturer of the boat. We actually got a statement from 
the person who had prepared the flooring in the boat. 

I mentioned magistrates earlier. In regional WA, there are stipendiary magistrates. A stipendiary magistrate acts 
for the coroner based in Perth. The one in Geraldton at the time was Steve Shadgett. I compliment him on his 
conduct of this matter. We went through and started our inquiries. We, for want of a better term, got a whiteboard 
out and started asking questions. We wrote them up. I think we got to about 72 separate issues that we needed to 
address as part of the investigation. We went through the weather and the boat; we went through everything. I have 
previously said that we put the boat back together. I got one of the occupants of the boat at the time to look at it 
and I asked him whether that was where everything was positioned. He said yes. We then weighed the boat because 
we needed to confirm the boat was working within its working margins. We then removed certain items from the 
boat, such as all the safety gear, and reweighed the boat. The relevance of this will come out later on. 

We continued our investigation, took statements et cetera, and we then wrote a report for the coroner. It took us 
about a week to a week and a half, just preliminarily putting it all together, putting all the questions down and 
referencing it et cetera. I took the file to Superintendent Fred Geer. For members who do not know him, Fred Geer 
is a criminal superintendent. Basically, he was a detective superintendent and his investigations have been some 
of the higher profile investigations that Perth knows about. He is the investigator’s investigator, for want of a better 
way of putting it. I put the file before him, he read it and said to me, “I can’t fault it.” 

The time period had elapsed, and Mr Shadgett, the magistrate, was coming into Kalbarri as a normal part of his 
judicial process of visiting outlying areas. While he was in town, I took the opportunity to take half an hour of his 
time. I took him to the site where the incident had occurred. I took him to a couple of viewpoints where he could 
see everything, and I indicated some key points of infrastructure to him. I then liaised with the coroner’s clerk in 
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Geraldton and handed the file to him to make sure he had it prior. A week later I went down and had a conversation 
with the magistrate. From that conversation, the magistrate set a date for the inquest. We were within three months 
of the date the incident had occurred. 

On the day of the inquest the media was outside. Instead of calling all the witnesses that we had gathered to the 
inquest, I walked into the courthouse, handed the file to the coroner and he suspended proceedings. We walked 
outside and had a cup of tea. After we came back in, he gave his findings. The findings were death by misadventure 
and death by drowning. That was three months from go to whoa. If that had occurred in the metropolitan area, 
I suggest it would have taken two years to get through that inquest. We were lucky. I understood the Coroners Act 
and I had a magistrate in Geraldton who understood the unique situations of being out in regional WA, who was 
prepared and able to listen, and was happy to be shown the area where the incident occurred. When a quality 
coroner’s investigation was put before him, he was able to read it, analyse it and make a determination from what 
he saw in front of him. Based on that, we got an outcome in three months. I do not think that would happen now. 

I see these amendments plan to expedite that process in that inquiries into deaths by natural causes will be expedited 
with simple write-offs. If that is the case—I believe that is the intention of the Attorney General and the 
Law Reform Commission—I suggest it is a very good thing that I hope comes to pass. The outcome for the 
families, which is what this is all about, was that we were able to get a death certificate and the family was able to 
get financial support and get back on track and recover from the death of their loved ones. If we can do this for 
normal, run-of-the-mill deaths by natural causes in the metropolitan area and anywhere else in WA, I think it is 
good and I commend the bill to the house. 

MR S.A. MILLMAN (Mount Lawley) [3.09 pm]: I rise to address the house and speak on the 
Coroners Amendment Bill 2017. I thank the members who have already made contributions to this debate as it 
assists me to put my comments into context. Firstly, I want to thank the member for Girrawheen for the 
contribution that she has made, particularly her comments relating to deaths in custody and also the report of 
the Law Reform Commission of Western Australia into the operation of the Coroner’s Court and the 
Coroners Act 1996. I also want to thank the member for Morley for putting a human face on some of the anxiety 
and uncertainty that is occasioned by the significant delays that attend our coronial jurisdiction in 
Western Australia. As usual, I want to thank the member for Burns Beach, who enlightens and illuminates the 
house with his first-hand practical experience of his time as a police officer. I introduce my comments on this 
bill by putting my gratitude to those members on the record. 

One other comment that I would like to make at the outset is to put on the public record my commendation of the 
work of Dr Tatum Hands. Dr Hands is the author of the WA Law Reform Commission discussion paper and also 
the final report of the Law Reform Commission into the operation of the coronial system in Western Australia. It 
is fair to say that her work has been central in influencing developments in this area and, in particular, providing 
the catalyst for this legislative amendment. I place my commendation on the public record. 

Members will be aware that the role of the coroner has been a feature of the Western Australian legal and 
judicial system since the founding of the Swan River Colony. In fact, Western Australia has a proud history and 
tradition when it comes to the role of our Coroner’s Court and the role of our coroner. In the past, we have been 
at the forefront of law reform. One of the ways that Western Australia’s coronial system was at the forefront 
was in introducing a legislative provision that incorporated into the role of the coroner an obligation to 
investigate the prevention of future deaths. Unfortunately, over recent times we have lost our position in the 
vanguard and we have dropped a little way down the pecking order. Parliaments in a lot of other jurisdictions 
in Australia have moved to adopt the use of less invasive post-mortem examination techniques. 
Western Australia currently has the highest coronial autopsy rate, with 95 per cent of all cases subject to a full 
internal post-mortem examination. In other states, that rate of port-mortem autopsy examination is between 
70 and 75 per cent. The consequence of this high rate of post-mortem examination is that the work of the coroner 
is being unduly delayed. 

Towards the end of the term of the last Labor government, the then Attorney General, Hon Jim McGinty, referred 
the practice of the Coroner’s Court and the operation of the coronial jurisdiction in Western Australia more 
generally to the Law Reform Commission of Western Australia. I will place that referral in a broader legal context. 
In 1999, under the Court government, the Law Reform Commission of Western Australia published its final report 
on the criminal and civil justice systems in Western Australia—a compendious tome of analysis of the way in 
which the criminal and civil justice systems operated. Exempt from that examination was an analysis of how the 
coronial jurisdiction operated. As a result of not being part of that earlier Law Reform Commission examination, 
it required its own separate examination, which was initiated in late 2007. 

It goes without saying that the investigation of unexpected deaths is a vitally important function of society. It was 
appropriate that the Law Reform Commission was asked to examine whether reforms were needed and it was 
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appropriate that that question was put as part of a separate and broad-ranging reference. As I said, that occurred in 
late 2007. I referred earlier to Dr Hands. In April 2012, Dr Hands noted in the discussion paper that formed part 
of the Law Reform Commission’s published material on this issue — 

In the past decade a number of Australian Coroners Acts have been reviewed and reformed, leaving 
Western Australia with the second oldest coronial legislation in the country. The Law Reform 
Commission of Western Australia’s final report on its Review of Coronial Practice in Western Australia 
(the Review) is the culmination of three years’ work and extensive consultation, both in Western Australia 
and elsewhere. It recommends legislative amendments, as well as changes to policies and practices of the 
Office of the State Coroner, the Coroners Court and entities with responsibilities for delivering certain 
coronial services in Western Australia. 

As the member for Burns Beach has alluded to, that includes WA Police. 

When it comes to a second reading speech, I think it is incumbent upon members speaking to do a couple of things. 
It is incumbent on us to define the issue, to interrogate the proposed solution and then look at how the particular 
piece of legislation gives effect to the proposed solution. I will start with: what is the problem? I will characterise 
my comments by referring to none less than Rt Hon William Gladstone, conservative Prime Minister of Great 
Britain, and his great quote, “Justice delayed is justice denied.” To put it differently, a former Chief Justice of the 
United States Supreme Court, Warren Berger, made this very important proposition — 

A sense of confidence in the courts is essential to maintain the fabric of ordered liberty for a free people … 

He went on to say that inefficiency and delay will drain the judicial process of its value. We cannot sit idly by and 
allow significant delays to infest and infect the way the coronial jurisdiction operates in Western Australia. 

I mentioned earlier my gratitude to the member for Morley. Some of the examples that she used cast this issue into 
stark relief. I will refer to some figures, so if you will excuse me, Madam Deputy Speaker, I will refer to my notes. 
These figures were contained in the Law Reform Commission’s report. A lot of these figures are long in the tooth 
but they assist this house in understanding the gravity and extent of the problem. The report states — 

In recent years, the coroners’ jurisdiction in Western Australia has been plagued by problems of delay 
and mounting backlog in the system. … there are 2,315 pending coronial cases with a backlog of 
916 cases that are over 12 months’ old (536 of which have been fully investigated and are awaiting 
attention by a coroner) and 100 cases currently pending inquest. … The average time for a death to reach 
inquest is currently estimated by the Office of the State Coroner to be approximately four years from the 
date of death. 

I think the member for Morley said that in some cases it is five or even six years, and there is no reason to cavil 
with those estimates. 

In conducting its review of the operation of the coronial system in Western Australia, the Law Reform Commission 
found that the primary concern of most people consulted, particularly members of the public, was delay. The report 
continues — 

Delays of around two to three years between death and coronial conclusion are typical, while even longer 
delays can be expected if a case is scheduled for inquest. It is important to note that delays impact across 
the entire system and are not always within the control of the Office of the State Coroner. Delays are 
regularly experienced in receiving final cause of death determinations from forensic pathologists and in 
the process of investigation by police. The Commission has made a number of recommendations to assist 
in reducing delays in the coronial system. An important recommendation provides for coroners to 
authorise a doctor to issue a death certificate without a post-mortem examination in cases where the cause 
of death is sufficiently certain and the coroner is satisfied no further investigation of the death is 
warranted.  

A typical case that would fall within such a provision is when an elderly person has died from hospital-acquired 
pneumonia as a result of immobility from injury following a fall. Implementation of this recommendation from 
the Law Reform Commission would take considerable pressure off coronial police who, as the member for 
Burns Beach has already identified, would otherwise be required to fully investigate the death. Presently, these 
uncontentious deaths are given the lowest priority by police, which is entirely reasonable and can be understood 
from my perspective, and, as a result, very simple cases can often languish in the coronial system for many years. 
As the member for Morley said, undue delay in the coronial process can be extremely distressing for families in 
a time of grief. Many families expressed the need to achieve closure in respect of the deaths of their loved ones 
and felt this was not possible with a coronial investigation ongoing. In addition, some families made strong 
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submissions to the Law Reform Commission that delays in the coronial process impacted negatively on their 
financial wellbeing—this has already come up in the debate—because insurers and superannuation companies 
were deferring payment until the coronial process was complete. I will pause to make the point that when people 
are suffering all the grief and loss that accompanies the death of a loved one, it adds further pain and misery to that 
degree of suffering. The problem this legislation is trying to address goes to fairness and compassion from the 
WA government for people who have lost loved ones. As I said earlier, high coronial autopsy rates combined with 
a requirement to make what are called narrative findings—which I will speak to shortly—has led to these delays 
in the coronial process. 

There is currently an obligation on the coroner to make narrative administrative findings. This is an obligation that 
has been removed in other jurisdictions. An administrative finding must contain all the findings required to be 
made under section 25 of the Coroners Act. For the benefit of members, section 25 of the act provides as follows — 

25. Findings and comments of coroner 

(1) A coroner investigating a death must find if possible 

(a) the identity of the deceased; and 

(b) how death occurred; and 

(c) the cause of death; and 

(d) the particulars needed to register the death under the Births, Deaths and Marriages 
Registration Act 1998. 

It was noted in the commission’s discussion paper that section 25(1)(b) has been held by the Western Australian 
Court of Appeal to confer on the coroner an obligation to find not only the manner by which the death occurred, 
but also the circumstances attending the death. That was per the decision of the Court of Appeal in the 
WA Supreme Court Re the State Coroner; Ex parte the Minister for Health [2009] WASCA 165 at paragraph 42 
per His Honour Justice Buss, with their honours the Chief Justice and Justice Miller agreeing. In accordance with 
this decision of the Western Australian Court of Appeal of the Supreme Court, section 25 as it currently stands, is 
not a discretionary requirement that the coroner can avoid but in fact is a mandatory obligation to make these 
narrative findings. In practice, this means that all records of investigation are required to contain a narrative setting 
out the circumstances of the death, whether the death is the subject of an inquest or an administrative finding. In 
light of the significant backlog in the coronial system in WA, particularly the delays in producing administrative 
findings in uncontentious cases, the Western Australian Law Reform Commission considered ways to streamline 
the process for making coronial administrative findings, including the authorisation of non-narrative findings and 
the power to discontinue certain coronial cases. 

Having outlined the problem, what is the proposed solution? The commission’s discussion paper refers to a large 
number of sudden deaths each year, the cause of which is identified by the examining forensic pathologist as 
attributable to natural causes. Some of these deaths, though sudden, will not be wholly unexpected and the only 
reason some such deaths are referred to the coroner is that the deceased’s regular doctor is on leave or away for 
the weekend and cannot sign a death certificate within the required short period before the coroner assumes 
jurisdiction over the death. In Western Australia, the practice is for administrative findings in natural-causes cases 
to be drafted by junior clerks. These findings contain nothing but the details required by the Registrar of Births, 
Deaths and Marriage to register the death. The finding as to how the death occurred in these cases is limited to 
a coroner’s verdict of “natural causes”, which is not adequate to satisfy the obligation conferred upon the coroner 
under the act I have just referred to. 

The Western Australian Law Reform Commission noted that a number of jurisdictions permitted non-narrative, 
limited findings in respect of all non-inquested deaths. The commission was attracted to the recently enacted 
Victorian provision, which permits a coroner, at his or her discretion, to avoid making a finding about the 
circumstances of the death, permitting non-narrative findings in every non-inquested case. The relevant section is 
section 67 of the Victorian Coroners Act 2008. The commission proposed that a similar provision be enacted in 
Western Australia to both legitimate the current practice of the Coroners Court in natural causes deaths and to 
enable the swift registration of deaths following a coronial investigation, particularly for noncontroversial sudden 
deaths. 

The second issue that contributes to the extraordinary delay I have referred to, and the member for Morley has 
articulated so passionately through practical example, is the requirement to make natural causes findings. A number 
of delayed cases are those for which a post-mortem examination has determined that the deceased died of natural 
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causes and no controversy surrounds the death. On this problem the Law Reform Commission referred to the 
Victorian legislation and proposed that the coroner have the power to discontinue the investigation in certain cases. 

[Quorum formed.] 

[Member’s time extended.] 

Mr S.A. MILLMAN: As I was saying, the Law Reform Commission recommended the enactment of a provision 
similar to that enacted in the Victorian jurisdiction.  

We now have the problem, which is delay; the proposed solution recommended by the Law Reform Commission; 
and implementation. On this point, I want to commend the Attorney General for bringing the Coroners Amendment 
Bill before the house in this form. Having addressed the chamber on the problem, the two key drivers—that is, the 
requirement to conduct post-mortem examinations and the requirement to provide narrative findings—and having 
addressed the chamber on the proposed solutions to amend these requirements, I would like to take members very 
briefly to clauses 4 and 5 of the bill. Currently, section 19 of the act provides that a coroner has jurisdiction to 
investigate a death if it appears to the coroner that the death is or may be a reportable death. Section 19(2) states — 

Unless the Attorney General directs otherwise, a coroner need not investigate a death if an investigation 
is held in another State or Territory. 

The bill before the chamber for debate at the moment contains in clause 4 a provision to insert section 19A, which 
would allow the coroner the following latitude. I will take members to proposed section 19A(1), which states — 

A coroner is not required to investigate, or continue to investigate, a reportable death if the coroner 
determines that — 

(a) the death is due to natural causes; and 

(b) the death is a reportable death solely because it appears to have been unexpected. 

The introduction of this provision will give our coronial system and the coroner the discretion to say that it is 
unnecessary to proceed with a full coronial investigation, thereby, hopefully, freeing up the time of the 
Coroner’s Court to investigate those cases that require her due care and attention. 

Having done that, I now take members to clause 5, which amends section 25 of the act. Section 25 of the act 
currently provides for the narrative findings. I have taken members to that provision earlier, but it bears repeating. 
It states — 

(1) A coroner investigating a death must find if possible — 

(a) the identity of the deceased; and 

(b) how death occurred; and 

(c) the cause of death; and 

(d) the particulars needed to register the death … 

Clause 5 of the amending legislation inserts proposed subsection (1A) and provides this discretion to the coroner. 
It states — 

(1A) However, a coroner is not under a duty to make a finding under subsection (1)(b) as to how death 
occurred, even if it is possible to do so, if — 

(a) there is no duty to hold an inquest into the death under this Act; and 

(b) the coroner determines that there is no public interest to be served in making a finding as to 
how the death occurred. 

Hopefully, members can see from that brief analysis that, firstly, there is a problem whereby the coronial process 
in Western Australia can be unduly delayed; secondly, a proposed solution to two particular provisions has been 
advanced by the Western Australian Law Reform Commission after extensive investigation, analysis and effort; 
and, thirdly, this bill is directed to incorporating those proposals into the current legislation to give effect to those 
recommendations from the Law Reform Commission. 

I just wonder if I may, in the time that remains, refer to two cases from my personal experience that have guided 
me on why it is important that the work of the Coroner’s Court not be unduly delayed in matters, the subject of 
which do not require detailed investigations. Without going into the particulars of the case, during my time as 
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a lawyer I had the great privilege of acting for a registered nurse who had been working in a retirement home and 
who, unfortunately, was on duty at the time that one of the residents, sadly, passed away. There was absolutely 
nothing remarkable about the circumstances of this particular resident’s death, but, unfortunately, because of the 
obligations imposed by the Coroners Act at the time and the obligations imposed on the coronial system, this nurse 
was unable to concentrate on his work because he was a participant in a coronial investigation that took up a great 
deal of time, energy and effort and really had him questioning, despite the fact that he had been a registered nurse 
for 20 years, the way he had been performing his duties, when it was accepted by all sides that this death from 
natural causes had nothing to do with the performance or otherwise of his duties and functions. Such delays affect 
not only the families of the people concerned, but also people who are just going about their ordinary, well-chosen, 
fair-minded, professional work. This poor registered nurse was stuck in a situation in which, as a result of those 
delays, he could not have the clear air that he needed to continue performing his work in the way that he had done 
before those tragic events unfolded. 

The second case relates to the important work of the Coroner’s Court and the way that fits in with other 
investigations into, in this particular example, workplace accidents. I acted on instructions from an organisation 
that had a member, an electrician, who died on a mine site. This was a case in which removing delay and 
unnecessary administrative tasks from the Coroner’s Court and allowing the court to focus on those particular 
cases on which their attention was required would have been greatly appreciated. Unions, employers and peak 
bodies—everyone—accept the need for swift post-accident investigations in the event of workplace deaths. This 
electrician, unfortunately, died on a mine site in the Pilbara and the coroner was the first one on site, before the 
Department of Mines, Industry Regulation and Safety, and before the union. Everyone knew that the chain of 
command was that the site would be handed over to the coroner to conduct a full investigation into the 
circumstances surrounding the death. Once the coroner had conducted their investigation, it was over to the 
Department of Mines, Industry Regulation and Safety to conduct its investigation, and, finally, it was over to the 
union to exercise its legitimate right of entry to conduct its investigation. 

The power, and also the ability, of the coroner to conduct these investigations provides the foundation upon which 
a number of other statutory mechanisms can come into effect, such as WorkSafe investigations and Department of 
Mines, Industry Regulation and Safety investigations, and claims for workers’ compensation for the wife and 
children of the deceased. Therefore, we expedite the investigations of those particularly traumatic and devastating 
circumstances in which people have died as a result of a sudden and unexpected event. 

My third example came to light when I received an email earlier today. The mother of a friend of mine passed away 
at home quite recently. It was an unexpected death, because she was young and her death was quite sudden. This is 
one of those cases in which the human element comes to the fore. Because my friend’s mother had died at home and 
had died quite suddenly, the coroner was required to conduct a post-mortem. Although the family is still waiting to 
get the death certificate, the finding was that the deceased had suffered a ruptured aorta—a heart attack. The 
requirement to hold or conduct an autopsy unfortunately meant that the family was unable to give effect to the 
deceased’s dying wish to donate her body to the School of Anatomy, Physiology and Human Biology at UWA 
because, unfortunately, it is not able to accept bodies on which an autopsy has been conducted. Conversely, however, 
my friend’s mother, her partner and my friend’s sister were comforted because, by learning the results of the autopsy, 
they were extremely grateful that they knew that there was nothing more they could have done for their loved one. 
As we come to debate these things, I ask members to reflect on those examples and our need to take into account 
a range of human circumstances as well as the legal circumstances that I have outlined for the house. 

MR M. HUGHES (Kalamunda) [3.38 pm]: I rise to make a contribution to the second reading debate on the 
Coroners Amendment Bill 2017. Before I begin, I would like to extend my thanks to members who are present 
and those who have previously spoken on this bill because they have given me a very clear understanding of the 
issues at hand. Effectively, the current Coroners Act is deficient insofar as it places upon the State Coroner’s office 
burdens that in other jurisdictions are considered to be unnecessary and counterproductive. The legislation seeks 
to remove that. 

I come to this house from a background as a teacher. I certainly do not have the skills of a lawyer to do that kind 
of forensic examination of the legislation or to indicate what problems and unintended consequences upon the 
human population will result now that we seek to do something about it.  

In the annual report of the Office of the State Coroner for the period 2015–16, the coroner reminds us that the role 
of the Coroner’s Court is to speak for the dead and to protect the living. I know members will agree with the 
coroner about the twofold role of speaking for the dead and, as a result of that, learning from the circumstances of 
the deaths of individuals in some sad circumstances, such as the Christmas Island tragedy in which a whole group 
of people died under similar and very tragic circumstances. It is vital in a civil society that Parliament should do 
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all it can to ensure that the coroner can be resourced sufficiently well to ensure that this important work can be 
carried out in an efficient and timely manner. 

In preparing for this speech this afternoon I wanted to look at, effectively, two ends of the age spectrum—
two persons who died, both of whom had been in care. One was a mere infant of 21 months of age and the other 
a person at the end of the age spectrum of 75 years of age, both of whom required the attention and care of adults 
in their lives. One case required physical and emotional care of an immature self. In the other case, a person was 
at the other end of the spectrum of life and required people to take care of her in a residential setting. Members 
may be aware that on 14 July, ABC news reported on the Office of the State Coroner for Western Australia making 
an observation about the then Department for Child Protection and Family Support insofar as the consequence of 
its failure to provide adequate care and supervision of a 21-month old Kalgoorlie girl who died from cardiac arrest 
in 2012. The child is referred to as KLD and she was pronounced dead five days after losing consciousness and 
being taken to Kalgoorlie Health Campus. I will not go into substantial detail about that, but in the examination of 
that death the coroner made certain observations on the duty of care that needed to be afforded to that child by the 
Department for Child Protection and Family Support. The coroner recommended a string of changes to the 
Department for Child Protection and Family Support procedures, including mandatory paediatric assessment and 
a full-time caseworker for children in the care of the department, particularly when they had been shifted to a new 
family or new locations. The coroner also called for all contact between the department’s workers and children to 
be recorded and properly assessed to ensure adequate care and treatment was being provided. What I am saying 
about this matter is that the work of the coroner in making assessments about the circumstances that surround the 
causes of those deaths educates the general population about issues that might arise in particular circumstances 
and causes agencies of government, which may have a duty of care, as in the case of the Department for Child 
Protection and Family Support, to do something about their procedures in order that similar circumstance do not 
arise. The coroner found that although she could not rule out those injuries having been deliberately inflicted, 
conflicting medical evidence led to an open finding on the facts of KLD’s death. Apart from systemic failure, those 
circumstances might lead the police to further pursue inquiries about that infant’s death. 

We should remind ourselves that behind the smoke of statistics we are talking about individual people. We, the 
people who remain behind, are able to be protected by the findings that coroners make as a result of inquests. This 
particular report from the coroner concerned the death of Mrs Maria Carmel Niceforo, a 75-year-old woman who 
suffered from a number of age-related illnesses, including type 2 diabetes and ischaemic heart disease. At the time 
of her death, she was receiving personal hygiene care under a home-care package from an approved care provider 
who visited her home. She suffered from a wound to her leg created as a result of a number of pressure wounds 
that she had developed over a period of time. The coroner found that the cause of death was organ failure due to 
sepsis, likely from infected pressure sores, in the context of uncontrolled diabetes mellitus and ischaemic heart 
disease. The findings indicated the cause of death, and in relation to the circumstances that were uncovered the 
coroner went on to make some recommendations about the way in which home care could be provided in a better 
set of circumstances. Recommendation 1 states — 

That, if reasonably practicable, organisations providing home-care generate a document 
describing the roles and responsibilities of each person involved in a patient’s care, including where 
applicable the patient’s family or friends, and provide a copy of such a document to those persons 
at the outset of that care and from time to time as is reasonably necessary. 

A further recommendation is that home-care providers assess their patients’ needs on an ongoing basis and when 
a home-care provider considers that the care it is able to provide to a patient under a package cannot meet the 
patient’s needs, the home-care provider meet with the patient’s next of kin when appropriate to inform the patient 
and discuss the patient’s further care. I am indicating here that the work of the coroner, particularly in relation to 
inquests, is an important aspect of her work and that of her staff, of course. From matters like this we are able to 
discern ways in which we can improve procedures. 

I refer to a report by the Western Australian Department of Health titled “From death we learn 2015”, which 
indicated that a number of coronial inquests had given rise to ways in which hospital services in this state could 
better improve their practices. For me, the question is availability of resources to the coroner and how best they 
can be channelled. We know that when a death is reported to the coroner under the Coroners Act, a coroner 
investigating death must find the identity of the deceased, how the death occurred and how the death was caused 
and must register the death under the Births, Deaths and Marriages Registration Act. The causes of a person’s 
death, notwithstanding other matters that might pertain to how that death occurred, could be quite simple or 
extremely complex. Although the member for Mount Lawley talked about court services and timely delivery of 
decisions through the courts, I hasten to suggest that time is not always of the essence in the work of the Office of 
the State Coroner and undue delay is not to be countenanced. The question really is the extent to which we can 
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objectively make a statement about what should be a key performance indicator, for example, of the average time 
for the coroner to investigate deaths that require an inquest. My view is that conducting inquests is fundamentally 
important and seminal to the work of the coroner. We should ensure that we strip away the unnecessary burden of 
inquiry into cases that we understand are death by natural causes, notwithstanding that the death was unexpected 
at the time it occurred. The point I am making is that we should not confuse the judicial role in the sense of what 
we expect from courts in a civil or criminal trial when hearing appeals from coronial decisions. We are often 
reminded that the procedural rules of evidence that are suitable for one—for instance, the court system of trial for 
a criminal offence—are not the same as the rules that should apply to the Coroner’s Court. The procedures and 
rules of evidence that are suitable for one are unsuitable for the other. In an inquest, it should not be forgotten that 
there are no parties and there is no indictment, no prosecution, no defence and no trial; it is simply an attempt to 
establish facts. 

[Quorum formed.] 

Mr M. HUGHES: The point I am making is that there is a need for an expeditious determination of criminal 
matters, for example, when a person’s freedom is on the line. It is important that in those circumstances, justice is 
taken in an efficient way—undue time should not be taken in that regard. But in relation to the work of the coroner, 
that is not their role—their role is essentially an investigative one. Without making too much of the point, the work 
of the coroner, when there is no indictment, no prosecution, no defence and no trial, is really to try to establish 
facts. It is an inquisitorial process. It is a process of investigation, quite unlike a trial, in which the prosecutor 
accuses and the accused defends. Although we accept that there are delays, the amount of time spent on an 
investigation of long duration is not in itself an indication that it is an inefficient process. Far from it—it could be 
regarded as a very thorough process. That is the point I am trying to make. What I am arguing for in support of 
this bill is that when it is clear that the coroner is going through a mere administrative form as required under the 
act, which in fact is unnecessary and has now been judged a wasteful use of time, this Parliament should establish 
a process whereby we can put that to rights. That was much more eloquently put to the house by the member for 
Mount Lawley. 

We understand that coroners have a wide discretion in determining the relevant issues and which evidence should 
be produced at an inquest. I am making the point that, for me, inquests are fundamentally important because they 
provide an opportunity for public hearings to be held to examine issues that have a wider application. The work of 
the coroner is twofold. The first is to speak for the dead and the second is to learn from the individual deaths to 
assist us in looking after the living. 

We know that the coroner provides a comprehensive report to this Parliament annually. Last year, in its report for 
2015–16, the coroner reported that 2 049 investigations were finalised. That is a significant number. Of those, 
1 991 of the investigations were finalised by administrative findings, of which 878, or 44 per cent, were backlog 
cases—that is, cases that were more than 12 months old—and 58 were finalised by inquest. 

[Member’s time extended.] 

Mr M. HUGHES: All of those 58 were backlog cases at the time of completion. Of the 2 049 finalised 
investigations, 1 113, or 54 per cent, were under 12 months old, and 936, or 46 per cent, were over 12 months old. 
In 2015–16, 2 214 deaths were referred to the Coroner’s Court. As I said, 58 cases were finalised by way of inquest 
in that year. It is interesting for a person exploring this terrain for the first time to know that of those 58 cases, six 
were inquests into missing persons, 19 were investigations into the deaths of persons in care, and 28 were listed 
as discretionary inquests. A figure that is also worth noting is that of that total number of 58 cases, five deaths 
appeared to be caused or contributed to by any action of a member of the police force. We are looking at 
a significant period from the person’s death. If we take one of the cases in particular, for which there was 
a determination of natural causes, the death occurred on 12 August 2013 and the investigation was not finalised 
until 30 April 2016. The circumstances behind that will remain hidden, because I am not going to go into the 
details of that, but the point I am making is that the inquests into those deaths are of great importance. We also 
know that of the 466 cases in the reporting period that remain as a backlog, 112 were backlog inquest cases. 

As we have heard, the bill gives effect to recommendations 55 and 56 of the Law Reform Commission of 
Western Australia’s report “Review of Coronial Practice in Western Australia”. This was a most comprehensive 
review, as we have heard. In the foreword of the report, the author states that the review is the — 

… substantial and complex task of reviewing the coronial practices and procedures in Western Australia, 
including a comprehensive review of the Coroners Act 1996 … 

The reference was considered timely—this is going back to 2008—as Western Australia had the second oldest 
Coroners Act in Australia. The Law Reform Commission of WA concluded that significant delays considerably 
added to the distress of families in a time of grief, which represents a huge human cost. The Law Reform 
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Commission report mapped the approach to the reform and the basis of the bill that is before the house this 
afternoon. Recommendations 55 and 56 are merely two of 113 recommendations to improve the performance of 
the work of the Office of the State Coroner. The “Department of the Attorney General Annual Report 2015–
2016”—remember that this was the ninth year after the Law Reform Commission was tasked to undertake the 
review and almost five years since the final report was handed to the Attorney General in 2012—stated — 

The 113 recommendations made by the Law Reform Commission following its review of coronial 
practices in Western Australia were responded to by the Department and endorsed by the minister. Many 
of the recommendations will require amendments to the Coroners Act 1996 to improve service delivery 
to parties involved in coronial cases and the broader community. The amendments will also give the court 
greater powers to better manage cases and require public entities to respond to coronial recommendations. 

It further stated — 

It is anticipated that the amendments, once they are passed, will streamline operations for the 
Coroner’s Court, the WA Police and the State Mortuary. Work has commenced to amend the Act. 

One wonders why, in a report of 2015–2016 about a report that was handed down in 2012, the previous government 
took so long to deliver nothing to this house. 

Ms J.M. Freeman: That’s what the Attorney General was like. 

Mr M. HUGHES: That is a fact, is it not? Nothing was done. 

Ms J.M. Freeman: The Attorney General was lazy. 

Mr M. HUGHES: I apologise. 

Ms J.M. Freeman: The Attorney General of the previous government was lazy. 

Mr M. HUGHES: Yes, the previous government was lazy. I am not talking about this one, of course. I am sorry 
if I amuse the members over on that side of the house. 

The Attorney General’s report focuses on the reduction in backlog cases at the end of the 2015–2016 reporting 
period. The previous Attorney General made the point that there had been a sizeable reduction in the number of 
backlog cases since 2011 but failed to mention that the number of backlog cases that were still on the books in 
2015–2016 compared with 2014–2015 had increased. We had 466 backlog cases in the last report to this Parliament 
but in the previous year there were 355 backlog cases. Effectively, that is a 31 per cent increase in the backlog of 
cases between the two years. 

The commission identified a range of problems that affected the coronial system. The amendments contained in 
this bill, which are based on recommendations 55 and 56, seek to reduce delays, allowing the Office of the State 
Coroner of Western Australia to better focus its resources. As we have heard, the act presently imposes obligations 
to investigate all deaths that are reported to the State Coroner. Deaths from natural causes are not required to be 
reported to the Office of the State Coroner, but a significant number of such deaths are reported because the act 
imposes an obligation to report deaths due to natural causes if there is any perception that the death was unexpected, 
unnatural, violent or resulted directly or indirectly from injury. Even in the case of a sudden death in which it 
becomes evident from a post-mortem that the death was due to natural causes, the State Coroner and, therefore, 
the officers of the coronial investigation squad of the WA Police are, as it currently stands, statutorily required to 
fully investigate the circumstances of the death. Detailed continuing investigation of death from natural causes is 
a time-consuming process and a waste of limited resources that takes resources away from more important 
investigations before the coroner, namely those that require investigation by way of inquest. Importantly, for the 
family of the deceased in circumstances in which there are delays upward of four years, this is a very difficult 
process to put up with. The purpose of the bill is to remove the requirement to investigate or to continue to 
investigate deaths due to natural causes solely because they appear to have been unexpected. However, the 
requirement to investigate remains in circumstances in which there is a duty to hold an inquest, such as in the case 
of a person held in custody or when the death occurred during the administration of an anaesthetic. The 
Law Reform Commission of Western Australia report has a full array of 113 recommendations to reform the 
current coronial processes in the state, beginning with legislative changes. This is what our Attorney General has 
brought to this house by way of this bill. On the basis of the bill before us, I believe that the intent of the 
Law Reform Commission to assist the state in a speedier delivery of coronial services will occur. I commend the 
bill to the house. 

MRS L.M. O’MALLEY (Bicton) [4.07 pm]: I rise today to speak to the Coroners Amendment Bill 2017, a bill 
for an act to amend the Coroners Act 1996. Before I do so, I would like to thank and acknowledge all the previous 
speakers for the care and consideration with which they are attending to this bill. 
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[Quorum formed.] 

Mrs L.M. O’MALLEY: Thank you, Madam Deputy Speaker — 

The DEPUTY SPEAKER: Members, we have called a quorum to get you all in here, could you now not talk, 
please. 

Mrs L.M. O’MALLEY: The Law Reform Commission of WA has undertaken several reviews of the functioning 
of the coronial jurisdiction in Western Australia. The LRCWA published its report “Review of Coronial Practice 
in Western Australia” in 2012. It went on to investigate and carry out research and consultations that identified 
issues in the current coronial system that adds to the distress of grieving families. 

All deaths are stressful and are an incredibly sad time for the grieving family. It is imperative that the process that 
follows, including the time it takes for a death certificate to be issued, be reduced when possible. The current 
legislation is deficient in this regard when that death is determined to be by natural causes but is unexpected. 
Deaths due to natural causes are not contentious, do not come within the coronial jurisdiction and therefore are not 
required to be reported to the Office of the State Coroner. However, there are deaths due to natural causes that are 
reported because the detail of the act imposes an obligation when there is a perception that the death was 
unexpected. Such was the case in a worksite accident that occurred at my family’s business many years ago. We 
had a blue metal quarry in Victoria. The example serves particularly well as an illustration of a natural but 
unexpected death. During the course of the workday, one of our employees suffered a massive heart attack, which 
was the cause of his immediate death. However, he was behind the wheel of a truck, an earthmover, at the time 
that went over the edge of a steep embankment after he had lost consciousness. The subsequent investigation was 
long and stressful for all involved. If this type of legislation had been in place things would have been quite 
different. 

The time that immediately follows a death is difficult and emotionally charged. There are many actions that need 
to be taken, a list of things that need to done. Any delay in working through that list causes great stress to the 
bereaved. The delay in the issue of the death certificate is due to the current requirement for the coroner’s office 
to fully investigate a natural but unexpected death. This situation adds unnecessary stress through the delays caused 
by investigation to families who are already under an enormous emotional burden that follows the unexpected 
death of a loved one. The passing of this bill will not take away the trauma that follows an unexpected death, but 
it will greatly reduce the emotional burden by allowing the bereaved whose loved one’s passing falls into this 
category to work through that list faster. 

To put a human context to this issue, I draw members’ attention to some of the actions that need to be taken when 
a person dies, which include dealing with, amongst many other things, health, sickness, accident or life insurance 
policies held in the deceased’s name. These may help pay funeral and other expenses, but a death certificate is 
required to access them. The coronial investigation that currently follows a natural but unexpected death can lead 
to long delays, adding financial stress to this grief. There are funeral arrangements to make, finances to be sorted, 
a will to execute and many notifications to be made to government agencies like Centrelink and Medicare. There 
are notifications needed for child support records and advice of death for commonwealth records. There is also the 
need to remove the deceased person’s name from mailing lists, social media profiles and marketing and advertising 
lists. The website of the Australian government’s Department of Human Services publishes a more comprehensive 
notification list that includes a table listing people and organisations that need to be contacted if someone has died. 
These include the Australian Taxation Office, banks, credit unions, Centrelink, child support services, clubs such 
as the Returned and Services League of Australia, credit card institutions, hire–purchase organisations, the 
Department of Veterans’ Affairs, the Australian Electoral Commission, employers, the executor of the will, family 
and friends, foreign pension authorities, funeral bond companies, funeral insurance providers, health benefits 
funds, health professionals such as doctors and physios, hearing centres, hospitals, insurance companies, landlords, 
tenants, local councils, Medicare, the local post office, funeral directors, professional bodies, public services, the 
Public Trustee, religious advisers, social workers, superannuation funds, telecommunications utilities and more. 
Many of the notifications present on this list cannot be fully enacted until after the death certificate is in hand. The 
passing of this bill will help to expedite this. 
The passing of this bill will undoubtedly have a direct impact on families who have lost a loved one in natural but 
unexpected circumstances. It will also have a positive impact for WA Police and help to minimise delays in the 
Office of the State Coroner. The current legislation imposes an obligation to report a death due to natural causes 
if there is a perception that the death was unexpected, unnatural or violent, or to have resulted, directly or indirectly, 
from injury. The State Coroner and WA Police are statutorily required to fully investigate every report and, even 
when the death is of natural causes, to continue the investigation, creating a backlog of matters to be dealt with 
and stressful and intrusive delays for families. It is a waste of limited resources. This amendment bill comes with 
checks and balances. New section 19A(1) states the following — 
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(1) A coroner is not required to investigate, or continue to investigate, a reportable death if the coroner 
determines that — 
(a) the death is due to natural causes; and 
(b) the death is a reportable death solely because it appears to have been unexpected. 

New section 19A(3) states — 
(3) However, a determination cannot be made under subsection (1) about a reportable death if — 

(a) there is a duty to hold an inquest into the death under this Act; or 
(b) the death occurred during an anaesthetic. 

The bill before us ensures that deaths are fully investigated when it is necessary to do so. I have seen firsthand the 
emotional distress that is caused by the process of a full investigation of an unexpected death—the police 
interviews, the going back and forth to verify information, the time and resources invested, and the public nature 
of all of this occurring at a time of intense grief. I welcome and support the changes that the passing of this bill 
will bring and I thank the Attorney for bringing it to the house. 
MS J.M. FREEMAN (Mirrabooka) [4.17 pm]: I also rise to speak on the Coroners Amendment Bill 2017. I was 
interested to read about the history of the coroner. The Attorney General probably knows the history quite well. 
The coroner is the oldest known law officer in British law. The position came before the sheriffs and it dates back 
to 1194. I thought it was really interesting that the original function of the office of coroner was linked to raising 
revenue for the king through finding those who harboured Normans over Englishmen. A coroner investigating 
a death would also look at the cause of death, whether that was the ox or the cart or various things, and he, in those 
days, would take those things into his possession because they had caused the death, and the village would have 
to purchase them back, therefore raising revenue. Richard the Lionheart was of this time and I was amused to think 
that if a dead body was discovered in a village, villagers knew they would be in for a very rigid and possibly very 
expensive investigation. Dragging the body to the next village was a sneaky way of avoiding the arduous coronial 
investigation process! The first person to discover the body had to inform others, and that person remained 
responsible for the management of the body until the coroner arrived to inspect it, so depositing the body into 
a neighbour’s farm was also a way to ensure that costly payment was not due. Thankfully, things have changed 
and, as we all know, the coroner investigates the death for the purposes of exploring the unexplained nature of it 
and making findings to hopefully improve circumstances and environment. 
Unfortunately, there have been instances of coroners in parts of Queensland, the Torres Strait Islands and other 
islands off Queensland making a certain determination about the death of an Indigenous person and, based on the 
coroner’s finding, the government not pursuing charges, which can cause issues. We need to be pretty clear that 
by giving the coroner responsibility to make findings, governments also have a grave responsibility to respond to 
the coroner’s recommendations to ensure that the community maintains its confidence in the coroner and the 
recommendations made. 
The amendments before us are aimed at improving practices, procedures or policies of agencies, hospitals or 
workplaces in order to prevent, so far as possible, deaths in similar circumstances in the future. It is also aimed at 
improving practices so that there are not so many delays. We know that a medical certificate showing the cause of 
death is usually completed by a medical practitioner, but we heard in this place today that not getting a death 
certificate or a response from the coroner can have a pretty terrible effect in terms of people being able to access 
superannuation and life insurance. The Commonwealth Bank has faced many issues recently, not to mention that 
it may want to close some of our Bankwest branches. We would not want to see that occur in Western Australia. 
But given that the Commonwealth Bank is shrouded in controversy, let us hope it maintains its standing in our 
community and its commitment to ensuring that our bank branches are maintained here. But I am not talking about 
that; I am talking about when CommInsure ignored the findings of the police and coroner about someone’s death, 
and it refused a payout after a woman had died of an accidental prescription drug overdose because it was decided 
she had taken her own life. So, making sure there is confidence is absolutely integral to the operation of the coroner. 
When we are talking about insurance and the capacity for life insurance, we have to remind ourselves about the 
first responders who attend unexplained deaths, like the police—we heard from the member for Burns Beach about 
how that can affect people—and in many cases it is the ambos. We need to ensure that things like salary 
continuance insurance for first responders—St John Ambulance has it in its current enterprise bargaining 
agreement—continues. It appears now that because of the premiums, St John Ambulance will reduce some of the 
conditions of that salary continuance insurance. I understand employers are seeking to remove it from agreements 
for ambulance transport officers. First responders attend unexplained or difficult deaths that the coroner will be 
investigating, and we need to ensure that they have the best possible protection so that their wellbeing is 
looked after. 
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A coroner’s investigation typically consists of an internal post-mortem examination, including toxicology and 
testing of tissue samples to determine the medical cause of the death, and police investigation to determine the 
circumstances surrounding the death. It may also include investigations from agencies such as WorkSafe, as we 
heard today. The member for Girrawheen outlined very clearly some of the complexities that the government needs 
to turn its attention to. But, most importantly, I note that the Attorney General has committed to a CT scanner to 
try to ensure that unexplained deaths are processed quicker. The member for Mount Lawley spoke about one of 
his family members dying unexpectedly and an autopsy having to be performed, and the death being proclaimed 
to be by natural causes. Those sorts of procedures might not have to be performed on people who have reportable 
deaths because a CT scan would give a good indication of whether the death was from natural causes. I understand 
the Attorney General is very keen on that when the budget is able to facilitate it. He has the opposition’s support 
for that when the budget has the capacity. I think that would be a very important introduction for the coroner. We 
know that of 14 per cent of reportable deaths, inquests are held into only three per cent. They tend to be the much 
more protracted and in-depth investigation. 
I first became much more aware of coroner’s inquests when we had a debate in this place about butane deaths. 
This product was sold in service stations and across the counter to fill lighters, and young people were going into 
those areas all dressed up, all ready to go, to buy large cans of butane, clearly not to fill their lighters for their 
cigarettes. They could not buy cigarettes because they were probably under age, and so they would inhale butane. 
Dayle Carly Koch had the most horrible death, as she passed out from inhaling butane and her fellow partygoers 
reacted but did not take her to hospital until it was too late. They put her in a bath of cold water and did a whole 
variety of things before they took her to the hospital. I use that as a very salutary story for my son. I would suggest 
that anyone with adolescent children who are starting to party might want to have a look at that inquest report. It 
is a good way to say to your child, “If someone responds badly to any sort of substance, whether it be alcohol or 
other substance, do not panic and try to fix it yourselves by throwing them into a bath of cold water or various 
other things. Get them to a hospital.” Had this young woman been taken to a hospital when she first had the 
reaction, she may still be with us today. Also, if butane had not been accessible in the way it was, she would still 
be with us today. 
During the Education and Health Standing Committee’s inquiry into fly in, fly out suicides and conditions, 
I became very familiar with how the coroner listed suicides. We discovered that the database was deficient and 
was not able to give good indications of the impact of fly in, fly out on workers and their wellbeing and whether 
they suicided from that. One of the findings of the Education and Health Standing Committee was — 

That the WA Coroner should develop and implement a searchable database for use in monitoring trends 
in reportable deaths in the state. This would provide useful information for both suicide trends and 
prevention efforts, including by occupations, and for accidental death trends. 

I understand that that project was undertaken and is almost complete. People have had to enter the data, and 
I understand it has taken a bit longer than anticipated because the people entering the data found it quite traumatic. 
The people putting the data into the system have had to be rotated. That will be a valuable resource, and the State 
Coroner and the Mental Health Commissioner have to be congratulated for acting upon that particular 
recommendation. 
We know that the coroner is currently undertaking an inquest into the suicide of Aboriginal people. I hold this 
issue in deep regard, having participated in the Education and Health Standing Committee’s inquiry into 
Aboriginal youth suicide in remote regional areas. 
I also want to raise the issue of the recent coroner’s report on Ms Dhu, a fine defaulter who died in custody. The 
member for Girrawheen went through the recommendations but recommendations 6 and 7 are worthy of this 
Parliament looking at. They relate to the enforcement of fines, penalties and infringement notices and what we can 
do to ensure that people do not end up in custody. I, too, have called for the system to be fixed. I wrote to the 
Attorney General and the Minister for Police in the previous government and I have now written to the 
Attorney General and the Minister for Police in this government because it is absolutely unacceptable that if 
a person wants to enter into an arrangement to pay off a fine, they have to default on the fine in the first instance 
and incur further costs. This is the only way that a person can make graduated payments on the fine, which is 
completely mystifying to me, especially when in Victoria, people can apply and demonstrate financial 
circumstances to show that they cannot pay a lump sum but can pay in increments. In Queensland, payments are 
allowed to be paid in instalments as well. 
My office is continually approached by individuals who are unable to pay traffic infringements in full. They want 
to pay but they do not have the income to be able to pay. These are often cases of people rolling through a Stop 
sign and being penalised $150. In June 2013, Mr T, a pensioner, received a $150 traffic fine. In March 2015, two 
constituents—Mr M.G. and Mr C—received a $200 fine for speeding. In early 2017, Mr Y received a $300 fine 
for proceeding beyond the line at a red traffic signal. In January 2017, Ms J was fined for speeding not more than 
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nine kilometres over the limit. She was on a Newstart allowance, struggling to get work and supporting an autistic 
daughter. She had very limited income. In June 2017, Mr L received a fine of $550 for driving with children under 
the age of seven in the front seat. The fine was wrongly recorded as a child not wearing a seatbelt. The only way 
that these people could pay in instalments was to fine default, and I think that would have added another $100 to 
$150 to their fine. Thankfully, I have made an arrangement with a service in the area that I represent, which will 
pay the fine in full. I have given that service a donation—a pot of money—so it can do that. Those people then go 
back and pay. None of these people have ever reneged on their payments. All of them have been paid. 
Mr M.J. Folkard: A fantastic service. 
Ms J.M. FREEMAN: I suggest that if members want to help out in these cases, they should find a local 
community organisation and offer to be the source funder, because it is difficult to find funds, and it will make 
those arrangements with people. In this particular instance, it is a financial counselling service. It is happy to assist 
in that way. That is not a long-term solution. We need to find a long-term solution so that we do not repeat the 
tragic circumstances of Ms Dhu or other situations. 
On that note, I wanted to talk about cultural issues with the coroner but I am sure that there will be other 
opportunities. I commend this bill to the house. 
MR J.R. QUIGLEY (Butler — Attorney General) [4.34 pm] — in reply: We have heard many members today 
speak on the Coroners Amendment Bill 2017. I do not think that I can usefully take those comments further, other 
than informing the house that it is a relatively short bill. It is designed to speed up the processes within the 
Coroner’s Court. As the member for Hillarys, the opposition spokesperson in this chamber, has noted, there are 
about 2 400 delayed cases, 800 to 900 of which could be expedited through this process. The member for Hillarys 
also picked up on a public comment I made earlier about the desirability of getting a CT scanner. I inform the 
chamber that we had our eye on one from Swan District Hospital when Midland Public Hospital closed. Although 
it was old, it was decided that it could be used. It had been lying fallow for so long and the service charges to bring 
it back to life would have been so high that it was regarded as an uneconomic proposition. It was better to wait 
and try to get a new one, which costs about $1.5 million. The proposition was that there would be conferences at 
the pathology centre every morning, attended by someone from the coroner’s office—someone from coronial 
investigations—who could go through the CAT scan reports with the state pathologists and triage those that could 
be put aside for natural causes. 
Mr P.A. Katsambanis: Tick and flick. 
Mr J.R. QUIGLEY: That is right. It has the capacity to speed up this process. 
The other matter that I would like to raise, which members have raised, relates to the delay in the Coroner’s Court 
and the inhibition on people being able to close their grief. One of the other things is to do with life insurance 
policies or workers’ compensation insurance policies. When there is a death on site, often an insurance company 
wants the death certificate to be issued before full payout. Often a mother and perhaps a couple of children to raise 
are left behind. The delay in the issuance of a death certificate by the coroner can have very severe consequences 
for a family in those circumstances. 
As has been mentioned, these are but two reforms plucked out of the Law Reform Commission report on the 
Coroner’s Court. They were plucked out because a more comprehensive response to that report will be engaged 
by this government in due course. With the incoming government looking at ways to get things moving, after 
discussions between the Department of the Attorney General and the Coroner’s Court, these two areas were 
identified by the coroner and by the Department of the Attorney General as discrete matters that we could deal 
with and at least lift the return rate, if you like, and speed up the process, as identified by the member for Hillarys. 
I thank all members again for their contributions and I commend this bill to the house. 
Question put and passed. 
Bill read a second time. 
Leave granted to proceed forthwith to third reading. 

Third Reading 
MR J.R. QUIGLEY (Butler — Attorney General) [4.38 pm]: I move — 

That the bill be now read a third time. 

I rise to once again thank all members for their contributions. I thank the opposition for its attitude to this 
legislation. There has been no delay. It is a relatively short bill. My learned friend the member for Hillarys has 
elected not to go into consideration in detail, allowing this bill to pass through this chamber tonight and to be 
transmitted to the Council so that these much-needed reforms can be brought about at the earliest opportunity. 
I thank all members and commend the bill to the house. 
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Question put and passed. 

Bill read a third time and transmitted to the Council.  
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