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CORONERS AMENDMENT BILL 2017 
Second Reading 

Resumed from 22 August. 
HON MICHAEL MISCHIN (North Metropolitan — Deputy Leader of the Opposition) [9.26 pm]: I rise to 
indicate the opposition’s support for the Coroners Amendment Bill 2017. In short, the bill arises out of 
a recommendation of the Law Reform Commission of Western Australia in its report on Project 100, entitled 
“Review of Coronial Practice in Western Australia”, which was published in January 2012. That reference was 
initiated by the then Attorney General to review and report on the jurisdiction and practices of the coronial system 
in Western Australia, including the Coroners Act 1966. In carrying out its review, the Law Reform Commission 
was required to consider, among other things, any areas of the Coroners Act that could be improved; any desirable 
changes to jurisdiction, practices and procedures of the coroner and the office of the coroner that would better 
serve the needs of the community; the provision of investigative, forensic and other services in support of the 
coronial function; and any other related matters. That final report was published in January 2012. It contained 113 
recommendations. 
The Law Reform Commission also indicated that its consultations and research had identified a number of 
problems that it described as plaguing the coronial system in Western Australia, including lengthy delays in the 
completion of coronial cases. Many of the recommendations proposed structural changes to the coroner’s system 
that, on close analysis, could not be supported by the government but which had a consequence that naturally and 
necessarily flowed from the structural changes if they were to be given some effect. For example, the Law Reform 
Commission proposed that ex officio coronial jurisdiction be removed from regional magistrates. If implemented, 
regional court registrars and registry services that are currently being provided would have no further role to play 
in coronial services. The commission also recommended the establishment of regional coronial offices with 
dedicated regional coroners and all associated support. Another recommendation was that the State Coroner be 
made a judge of the District Court. Another recommendation was that the Deputy State Coroner be appointed from 
the bench of the Magistrates Court and so forth—all sorts of suggestions that needed to be considered carefully to 
see whether they were worth the expense and resources necessary to give them some effect. One tended to be 
related to another, so they could not easily be picked out in isolation. In the end, after consultation and 
consideration, some 51 recommendations requiring legislative changes were supported in whole or in part or with 
some variation by the government. Twelve recommendations for legislative changes were not supported, 
34 non-legislative recommendations for change were supported in whole or in part, and some were implemented 
almost immediately, and four non-legislative recommendations for change were not supported. Eleven of the 
recommendations of the Law Reform Commission needed to be considered by agencies other than the 
Department of the Attorney General, such as WA Police, Department of Health and the like. 
The Law Reform Commission’s scrutiny of the coronial system was not the only scrutiny to which it was subjected. 
Recommendation 5 of the Law Reform Commission report was that a strategic review be conducted of the 
Office of the State Coroner by a suitably qualified independent person or persons at the earliest opportunity. This 
review should include, but not be limited to, evaluation of administrative systems and processes; infrastructure 
and human resourcing needs; the functions and supervision of administrative staff within the office; the office’s 
risk management plans; consideration of the implementation of administrative policy and procedural 
recommendations made by the Law Reform Commission; and the development of a strategic plan for the efficient 
and effective delivery of coronial services. That review, when completed, resulted in 27 recommendations. In 
parallel with that, the same consultant conducted a review under section 57 of the Coroners Act 1996 for efficiency, 
cost effectiveness and consistency. That section requires a statutory review of the act on every fifth anniversary of 
its commencement, and requires the reviewer to have regard to the attainment of the objects of the act, the 
administration of the act, the effectiveness of the operation of the court and other relevant matters. That review 
report made five broad recommendations, and all that work then needed to undergo interdepartmental analysis and 
an extensive consultation process with a view to implementation, without legislation if possible, but with 
legislation being crafted as necessary. 
From that brief description it will be apparent that the combination of those three reviews, by the Law Reform 
Commission to start with, leading into the strategic review, and then the section 57 review that needed to be carried 
out anyway, was probably the most comprehensive review of an administrative and judicial system in the state’s 
recent history, and certainly was the most comprehensive that has ever been done of the coronial system. An 
enormous amount of work, time and resources have gone into it. Part of the process involved consultation with the 
then newly appointed, but still current, State Coroner, who had been appointed in January 2014, 
Ms Rosalinda Fogliani. I pay tribute to her work in reforming the operations of the court since her appointment, 
and the work of her office in achieving efficiencies in other respects. Following her appointment, she had herself 
reviewed the practices of the office and had formulated procedures to modernise the conduct of coronial matters, 
including working to implement a case management system in which, after a triage meeting between the coroner, 
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the forensic pathologist who had looked into a reportable death, the principal register, a police officer and 
a counsellor, each case would be assigned to a coroner at the outset. 

Things did not remain static while the strategic review and the section 57 review were underway. They contributed 
to a business case to make permanent the temporary assignment of resources that had been made to the coroner’s 
office from about mid-2013. That has contributed significantly to reducing the delays and the backlog of cases that 
had troubled the office up until that time. I do not have the precise figures in front of me but effectively, under the 
Barnett government, there had been something like a doubling of the resources of the coroner’s office. Those 
recommendations requiring legislative change were being addressed, which required crafting of the legislation and 
consultation along the way, and I expect that those will be before the Parliament shortly. A considerable amount 
of work had been done on that before the last election. 

It should also be acknowledged that although much of the complaint about the coroner’s office is about backlogs 
in cases and delay in closing cases, the court, not only with its additional resources, but also by refining its 
processes and operations, has made considerable advances in reducing the backlog of cases and achieving closures. 
I do not, of course, know the current figures, but the last report I received in my former incarnation indicated that 
they were a vast improvement over the majority of previous financial years, notwithstanding the record number of 
reportable deaths. The year 2015–16, for example, saw a record number of deaths reported, at 2 214. The overall 
number of closures for the past three years remained relatively the same, but the continually increasing number of 
deaths is having an impact on the cases on hand and the backlog. Over the past nine years, the number of reportable 
deaths has risen from 1 392 in the 2003–04 financial year, a monthly average of 116, to 2 214 in 2015–16, 
a monthly average of 185. That is a 59 per cent increase in the workload for the court, and that trend continues, 
with a monthly average of reportable deaths in the first six months of 2016–17 at 210. I expect that some of this is 
due to an ageing population, and the increase in the population over the past eight years. 

The blame for delays and the backlog, which are important because they give rise to the rationale for this bill, are 
routinely and somewhat naïvely blamed on insufficient resources at the Coroner’s Court, and the solution is 
generally advanced that more coroners ought to be appointed. As I mentioned, more have been appointed. The 
Barnett government vastly increased the number of coroners in the court, and staff in support of the court. Of 
course, a watch must be kept on the necessary resources, which were denied to that court by the previous 
government, but more coroners alone are not a solution. Deaths need to be investigated. Some deaths do not need 
much of an investigation for the coroner to be able to ascertain the cause and circumstances of the death and 
discharge his or her functions and responsibilities under the act. However, some may take months or years, and 
often the failure to dispose of a case in a timely manner is the result of a coroner awaiting a police report, and the 
police in turn waiting for the evidence that they require from others in order to complete a report. For example, of 
the 463 backlogged cases as at December 2016 that were older than 12 months, 128, or 28 per cent, were inquest 
backlogged cases, and 265, or 57 per cent, were awaiting medical reports from doctors or investigation reports 
from Western Australia Police or WorkSafe. Of the remaining 70 cases, or 15 per cent of the backlog, 62 were 
either with coroners for judicial endorsement or review by counsel assisting coroners, and eight were awaiting 
draft findings. Even those figures require some explanation. For example, the coroner conducted a north west 
suicide inquest that consisted of 12 cases. Plainly, those sorts of exercises that the coroner undertakes from time 
to time, necessary as they may be for the coroner to explore in detail a community problem, will cause delays in 
the delivery of findings. 

Before we lost office, the Minister for Finance was considering undertaking what was then termed a 90-day 
regulatory mapping project of the coronial investigation process. This would also have examined the police 
processes, and might have further assisted in reducing the backlog of cases and the time for coronial investigations 
to be completed by getting a greater understanding the processes through not only the coroner’s office, but also 
the related agencies, and the dependence of one agency upon external input that may delay its ability to finalise its 
part of the function of the coronial process. 

That brings me to the particular proposals in the Coroners Amendment Bill 2017. It seems they arise out of 
recommendations 55 and 56 of the Law Reform Commission report, particularly pages 77 through to 79 of that 
report. They appear to have been picked up as a quick fix to the issue of delays in disposing of cases the 
responsibility of the coroner, and in advance of the comprehensive package of amendments that was being crafted 
when we lost office. Before going further, I should add my thanks Mr Gary Cooper, the chief coroner’s clerk, and 
Ms Lesley McComish of parliamentary counsel’s office, for the briefing they provided to me and others on the 
bill and its operation, and for some of the information that I have found particularly useful in dealing with my 
response to the second reading speech. 

In short, the coroner is faced with something like 14 000 deaths annually—the figures I mentioned before are 
simply the reportable deaths. In some 10 500, cases a death certificate is issued by a medical practitioner and those 
do not come to the attention of the coroner, who, apart from being obliged to investigate deaths that occur while 
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a person is in state care, is responsible for investigating any unexpected or violent death. Some 3 500 deaths are 
reported to the coroner by police, hospitals, medical practitioners, aged-care facilities et cetera. I have mentioned 
that some 2 000-odd deaths were investigated or had to be investigated, the balance of them resulting in death 
certificates being issued. In the case of those investigations, a post-mortem is conducted as a routine, along with 
the coroner’s office, through the police, to obtain toxicology reports, tissue analysis, the gathering of witness 
statements and medical reports and so forth. Post-mortems are invasive processes. They can take time and they 
occupy the attentions of a forensic pathologist. Not only does the forensic pathologist have to explore the body, 
but also compile a report. The gathering of statements and other evidence is time and resource consuming. The 
expense and delay occasioned by that process would be avoidable if the coroner were able to determine at an early 
stage that the death was due to natural causes, and instead of delivering a comprehensive finding as to how the 
death occurred as required by section 25(1)(b) of the Coroners Act, simply issuing a finding as to the cause of the 
death and enough details necessary to register the death with the Registrar of Births, Deaths and Marriages. 

A great number of delayed cases are those where a post-mortem examination has determined that the deceased 
died of natural causes but there is no controversy surrounding the death. We were informed at the briefing that 
some 800 to 900 natural cause deaths occur each year that can be disposed of without a narrative of the finding of 
the circumstances leading to the death, and without the necessity for considerable medical and toxicological and 
other forensic exploration, but simply determined as natural causes for one reason or another. The amendments 
proposed by this bill are calculated to achieve the goals of saving resources and relieving the coroner of having to 
do unnecessary investigations when there is no controversy about the cause and circumstances of the death. 
Proposed section 19A will enable the coroner to act on a pathologist’s report and the opinion that the death is due 
to natural causes or at least consistent with natural causes. That does not bind the coroner not to inquire further, 
but in the majority of cases it would dispose of the need for a more extensive investigation to be carried out. 

Debate interrupted, pursuant to standing orders. 
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