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WESTERN AUSTRALIAN COUNTRY HEALTH SERVICE — BURIAL 

2339. Mrs M.H. Roberts to the Minister for Health: 

(1) Can the Minister explain the role of the Western Australian Country Health Service in an incident that 
resulted in an empty coffin being buried in Meekatharra last year? 

(2) Why was the coffin released to family members empty? 

(3) On what date was the empty coffin released to relatives? 

(4) On what date, time and place did the deceased die? 

(5) On what date was the family advised that their relative was still in the morgue, despite the family 
having already held a funeral and burying an empty coffin? 

(6) Where was the body of the deceased on each day between his death and burial? 

(7) On what date did any investigation into this matter commence? 

(8) When was it concluded? 

(9) Who conducted the investigation? 

(10) Why hasn’t Mr Alan Franklin been advised of the result of the investigation? 

(11) Has any written apology been made to any family members of the deceased, and if so, to whom, and on 
what date? 

(12) What processes have been put in place to ensure that a mistake like this can be prevented in the future? 

(13) Will the Minister make the investigation report available to family members? 

(14) Is the Minister or the Department of Health aware of the traumatic impact this incident has had on Mr 
Alan Franklin? 

(15) Why hasn’t any explanation or formal apology been made to Mr Alan Franklin more than six months 
after this incident occurred? 

Dr K.D. Hames replied: 

(1–2)  The family of the deceased collected the coffin from the Meekatharra Hospital mortuary on the morning 
of 11 October 2013. WA Country Health Service (WACHS) staff are not responsible for handling a 
body at point of release. In the incident at Meekatharra, a WACHS staff member was not present when 
the coffin was removed from the mortuary by the deceased’s family. 

(3)  11 October 2013. 

(4)  The deceased passed away at Meekatharra Hospital at 2.15pm on 28 September 2013. 

(5)  17 October 2013. 

(6)  The body was held in the Meekatharra Hospital mortuary during this period. 

(7–8)  An internal review commenced on the evening of 15 October 2013 immediately after it was discovered 
that the deceased remained in the morgue and the review was completed on 21 October 2013.  

 An independent review commenced on 28 October 2013 and was concluded on 5 November 2013. 

(9)  The external reviewer was Ms Ann Larson of a Geraldton-based research company, Social Dimensions. 

(10)  The WACHS Midwest Regional Director met with Mr Franklin in Geraldton on 8 November 2013 and 
provided a summary of the findings of the review. 

(11)  No written apology has been provided to the deceased’s family but verbal apologies were expressed by 
the Regional Director during the meetings with Mr Franklin on 8 November 2013 and 27 March 2014. 

(12)  The following processes have been enacted for Meekatharra and the Midwest following this incident — 

 Meekatharra: 

  Improved signage and direction statements in mortuary and on mortuary key tag. 

  A sign is located in the mortuary stating “have you completed the mortuary register in full, 
signed in/out with date and time — all entries must be signed by two people, one must be a 
hospital staff member”. The sign is a directive to ensure the current occupants within the 
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mortuary match the register and the register is signed on the release of a body by two people, 
one of which must be a hospital staff member. 

  A direction statement is attached to the mortuary key tag which states “refer to mortuary 
policy”. This document is printed and displayed within the mortuary. 

 Midwest region: 

  Audit of process compliance of all mortuaries. 

  Revised and improved orientation for WACHS Midwest staff specific to mortuary and 
associated policy and actions. 

  Daily mortuary reconciliation-register reflects current occupants. 

  Development of an information booklet describing the roles and responsibilities of families 
acting in the role of undertaker, and functions of the health facility holding a body in their 
mortuary has been developed. This document is close to being finalised. This document will 
then be made available to all staff of WACHS. 

(13)  The Aboriginal Legal Service has submitted a request for compensation on behalf of the family. The 
report cannot be made available until this process is complete. 

(14)  The Minister for Health, the A/Director General of the Department of Health and the Chief Executive of 
WACHS regret the impact this has had on Mr Franklin. 

(15)  The WACHS Midwest Regional Director met with Mr Alan Franklin in Geraldton on 8 November 2013 
and provided a summary of the findings to date that led to this incident. A subsequent meeting was held 
in Meekatharra on 27 March 2014 with Mr Franklin and other family members. The Regional Director 
has verbally apologised to Mr Franklin on both occasions and acknowledged the distress and anxiety 
that this situation has caused. 
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