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By email: 
coronial.jurisdiction@parliament.nsw.gov.au  
 
 
12th  July 2021 
 
To Members of the Select Committee, 
 
The submission of Katie Lowe to the Select Committee on the coronial jurisdiction in New 
South Wales is enclosed 
 
My name is Katie Lowe and I am a recent graduate, having completed my Criminology Honours 
thesis at UNSW in April 2021. Titled ‘Exploring the Coronial Jurisdiction: First Nations Experiences 
and the Potential for Therapeutic Jurisprudence’, this thesis sought to examine the current coronial 
death investigation process, and the way in which bereaved First Nations families experience such 
processes. The experiences explored throughout this thesis were informed first and foremost by the 
experiences voiced by families, particularly during the Black Lives Matter movement, and in the 
course of enduring coronial inquests into the death of their loved ones. 
 
I am also an intern at the Jumbunna Institute of Indigenous Education and Research based at UTS. In 
my time at the Jumbunna Institute, I have worked collaboratively with their team of experienced 
researchers, assisting in the preparation of their submission to the 2020 Select Committee on the 
High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody, their 
submission to  NSW Law Reform Commission’s Open Justice Review (alongside the Aboriginal Legal 
Service (NSW/ACT), and the National Justice Project)  and their most recent submission to this 
Committee. 
 
I thank the Committee for taking the time to read this submission to the current Legislative Council’s 
Select Committee on the coronial jurisdiction in New South Wales 
 
Regards,  
 
Katie Lowe 
 
 
  

mailto:coronial.jurisdiction@parliament.nsw.gov.au
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Introduction  
The disproportionately high rate of First Nations deaths in custody has been well-established. 1 The 
Royal Commission into Aboriginal Deaths in Custody (RCIADIC) brought into question the 
circumstances of First Nations overrepresentation at each stage of the criminal legal process, the 
circumstances of deaths in custody and the processes employed to investigate such deaths.2 
Recognising the contribution of disadvantage, differential treatment and the unequal position of First 
Nations people to their overrepresentation in custody, the Commission made 339 recommendations 
pertaining to the disproportionate apprehension and incarceration of First Nations people for summary 
offences, the incidences of deaths in custody, and the way in which the state had investigated such 
deaths.3 Of those recommendations, 34 recommendations specifically pertained to the post death 
investigation process – from how such investigations were conducted, reported and recommendations 
implemented. Thirty years since those recommendations were handed down, they remain largely 
unimplemented. 4 The trauma and grief associated with the loss of a loved one in custody is often 
exacerbated for bereaved families, enduring a coronial investigation and inquest. 
 
The Black Lives Matter movement of May 2020 reignited discussion of the over-incarceration and 
disproportionate deaths of First Nations people in custody in Australia and the manner in which such 
deaths are investigated. This movement not only sparked mass movements and demonstration, it 
also inspired the 2020 Select Committee.  
 
In 2020, the NSW Select Committee into the High Level of First Nations People in Custody and 
Oversight and Review of Deaths in custody was presented with statistics and stories of the continuing 
instances of First Nations death in custody.5 Of significance to this inquiry was hearing from many 
First Nations families who have lost a loved one in custody. The families of Nathan Reynolds, David 
Dungay Jnr, Tane Chatfield and TJ Hickey were extremely generous and vulnerable, speaking on 
their experience of losing a loved one in custody and their experience engaging in the coronial death 
investigation process.6 I urge this Committee to again reflect and listen to their voices, perspectives 
and experiences when reforming the death investigation process. Whilst the Committee did explore 
the coronial jurisdiction to an extent, as evident by virtue of this inquiry, the limitations of this 
jurisdiction, in investigating First Nations deaths in custody in a timely, effective and just manner, 
remain.  
 
This submission will apply my recent research and findings of the coronial jurisdiction, to the relevant 
terms to be investigated by the Committee -  
 

(1)(a)(i) the scope and limits of its jurisdiction, 
(1)(a)(iii) the timeliness of its decisions, 
(1)(a)(iv) the outcomes of recommendations made, including the mechanisms for 
oversighting whether recommendations are implemented, 
(1)(a)(v) the ability of the court to respond to the needs of culturally and linguistically diverse 
and First Nations families and communities, 
(1)(b) whether, having regard to coronial law, practice and operation in other Australian and 
relevant overseas jurisdictions, any changes to the coronial jurisdiction in New South Wales 
are desirable or necessary,7 

 

 
1 See generally Australian Law Reform Commission, Pathways to Justice - An Inquiry into the Incarceration Rate of Aboriginal 
and Torres Strait Islander Peoples (Report No. 133, December 2017). 
2 See generally, Royal Commission into Aboriginal Deaths in Custody (National and Regional Reports, 1991),  
3 Royal Commission into Aboriginal Deaths in Custody (National and Regional Reports, 1991) Vol 5 Recommendations  
4Change the Record, Amnesty International Australia, and Clayton Utz 2015, Review of the Implementation of RCIADIC, 
Change the Record, May, viewed 10 January 2019, https://changetherecord.org.au/review-of-the-implementation-of-rciadic-
may-2015; Kirrily Jordan, Thalia Anthony, Tamara Walsh and Francis Markham, ‘Joint Response to the Deloitte Review of the 
Implementation of the Recommendations of the Royal Commission into Aboriginal Deaths in Custody’, Centre for Aboriginal 
Economic Policy Research Topical Issues, no. 4, 2018, pp. 3-10. Raymond Brazil, ‘The Coroner’s Recommendation: Fulfilling 
Its Potential? A Perspective from the Aboriginal Legal Service’ (2011) 15(1) 94. 
5 Legislative Council, Parliament of New South Wales, Select Committee on the High Level of First Nations People in Custody 
and Oversight and Review of Deaths in Custody (Report No 1, April 2021). 
6 Transcript of Proceedings, Select Committee on the High Level of First Nations People in Custody and Oversight and Review 
of Deaths in Custody (Legislative Council of New South Wales, 26 October 2020; 27 October 2020; 3 December 2020; 7 
December 2020) 
7 Legislative Council, Parliament of New South Wales, Select Committee on the coronial jurisdiction in New South Wales 
(Terms of Reference, 6 May 2021). 

https://changetherecord.org.au/review-of-the-implementation-of-rciadic-may-2015
https://changetherecord.org.au/review-of-the-implementation-of-rciadic-may-2015
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With a background in criminology, this submission will not be exhaustive in its discussion of detailed 
legal reform, nor will it address the question of government funding and the resourcing of the coronial 
jurisdiction in depth. However, these issues remain extremely relevant, evident by virtue of their 
inclusion in the TOR.  
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1-  A (i) scope and limitations of its jurisdiction; 1 - A  (iii) the timeliness of its decisions; 1- A  (iv) the 

outcomes of recommendations made, including the mechanisms for oversight whether 
recommendations are implemented  

 
Overview 

 
1. Several submissions made to the previous inquiry portrayed the failings of the current inquisitorial 

coronial jurisdiction, as not fit-for-purpose of investigating First Nations deaths. Given the socio-
historical nature of First Nations deaths in custody, many submissions pointed to the history and 
continuation of colonisation, the relationship between the police and First Nations communities as 
problematic. Equally, the lack of accountability and justice provided to First Nations families 
mourning the loss of a loved one in custody remains a constant point of trauma. This section will 
identifying the existing scope and limitations of the jurisdiction.  

 
Scope of jurisdiction 
2. The New South Wales coronial jurisdiction is governed by the Coroners Act 2009 (NSW). In 

contrast to the criminal and civil adversarial systems, the coronial jurisdiction engages in an 
inquisitorial, fact finding exercise. 8 The focal scope of the coronial jurisdiction is to answer the 
question of ‘what happened’, through determining the identity of the deceased, the times and 
dates of their death and the manner and cause of their death. 9  
 

3. Pursuant of s3(c) of the Coroners Act 2009 (NSW), the coronial investigation and inquest are 
narrowly focused on the cause and manner of certain kinds of deaths or suspected deaths. 10 The 
classes of death stipulated as suitable (or ‘reportable’) for coronial investigation include when a 
person has died a violent or unnatural 11, sudden12, suspicious or unusual death,13 when the 
death was not a reasonably expected outcome of a health-related procedure14, or where a person 
has died in custody.15  

 
4. Pursuant of s23 of the Coroners Act,  the most senior coroner is required to hold an inquest into a 

death in custody or suspected death, when the person has died whilst, during the course of or 
shortly after a period of incarceration or police operation.16 The ensures deaths in settings of 
incarceration are mandatorily investigated.  

 
5. The power to make recommendations falls within the scope and power of the modern-day 

coroner.17 Coronial recommendations have been recognised as enhancing the coroners ability to 
fulfil their role in preventing future avoidable deaths, particularly in institutional or custodial 
settings.18 At the completion of an inquest, the coroner may make recommendations to the 
relevant ministers or state agencies, as to measures, reforms or actions relating to the 
circumstances which may have influenced the cause and manner of death, so as to prevent 
future deaths. However, given the coronial jurisdiction is not bound by the same rules of evidence 
as the adversarial system, the Coroner is limited in the extent to which they can make enforceable 
findings – namely a determination of criminal culpability, guilt or blame and the imposition of 
disciplinary action.19 This limitation will be expanded upon below.  

 
 

Limitations of the coronial jurisdiction  

 
8 Michael King, Arie Freiberg, Becky Batagol and Ross Hyams, ‘Coroners’ in Michael King, Arie Freiberg, Becky Batagol and 
Ross Hyams (eds) Non-adversarial justice (Federation Press: Leichardt) 201, 201. 
9 Coroners Act 2009 (NSW) s3(c).  
10 Coroners Act 2009 (NSW) s3(c). 
11 Coroners Act 2009 (NSW) s6(1)(a) 
12 Coroners Act 2009 (NSW) s6(1)(b) 
13 Coroners Act 2009 (NSW) s6(1)(c) 
14 Coroners Act 2009 (NSW) s6(1)(d) 
15 Coroners Act 2009 (NSW) s6.  
16 Coroners Act 2009 (NSW) s23. 
17 Coroners Act 2009 (NSW) s82 
18 Coroners Act 2009 (NSW) s82 
19 Rebecca Scott Bray, ‘’Why This Law?’: Vagaries of Jurisdiction in Coronial Reform and Indigenous Death Prevention’ (2008) 
12(SE2) Australian Indigenous Law Review 27, 31; Rebecca Scott Bray, ‘Death Scene Jurisprudence: The Social Life of 
Coronial Facts’ (2010) 19(3) Griffith Law Review 567, 577; Coroners Act NSW 2009: s81(3). 
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6. By virtue of this inquiry, and the experiences presented to the 2020 Committee by families with 
lived experience20, it can be accepted that there exists significant limitations of the current 
coronial law, practice and operation. The limitations of this jurisdiction can be categorised by (a) 
general concerns and (b) specific concerns voiced First Nations families. 
 

A. General limitations/concerns  
7. Inquisitorial nature and referral power of the Coroner: Whilst the inquisitorial nature of the 

jurisdiction is important  in enabling Coroners to compel evidence to determine the manner and 
cause of death,21 it remains a point of contention for families in their pursuit for justice. That is, 
specifically in circumstances in which an individual has died in a setting of incarceration or under 
the care and protection of the state, it can be difficult for families to accept that individuals or 
institutions will not be held criminally liable or otherwise accountable for their potential 
involvement in the death of their loved one (be it of medical negligence or failure to provide an 
adequate and humane level of care and protection). 
 

8. Pursuant of s78(4) of the Coroners Act 2009 (NSW),22 in circumstances where it does appear that 
an indictable criminal offence may have been committed, in relation to the death, a Coroner has 
the power to refer (during or at the completion of the inquest) suspected persons to the Director of 
Public Prosecution for investigation. This remains the only avenue for criminal accountability in 
coronial investigations. Once referred, the decision lays with the DPP, to determine whether there 
is substantial information to commence criminal proceedings.  

 
9. In the contemporary landscape, specifically with reference to First Nations deaths in custody 

inquests, such referrals are rare. Even in instances in which persons have been referred to the 
DPP for investigation, criminal convictions are equally extremely rare.23 Despite the at least 474 
First Nations deaths in custody since the RCIAIC, there have been zero instances in which a 
police officer, corrective services officer or personnel have been held criminally accountable 
under the general criminal law in Australia.24  

 
10. It must be noted that in the last year, since the global and domestic Black Lives Matter movement, 

there have been five referrals made to the DPP, for police or corrective services officers being 
involved in First Nations deaths in custody across the country, one of which was made in the 
NSW Coroners Court.25 The public pressure for criminal accountability in First Nations deaths in 
custody, along with the increasing wider scope of investigations cannot be ignored.  

 
11. Similarly, whilst the jurisdiction is classified as inquisitorial, observations have been made to the 

increasing adversarial nature of this domain. 26Whilst the focal scope of the inquest is said to be 
on providing answers as to the manner and cause of death, families are increasingly faced by 
several camps of lawyers for interested parties – from the police, correctives services, justice 
health. Many of these parties may have competing interests to the family, seeking to shift blame 

 
20 Transcript of Proceedings, Select Committee on the High Level of First Nations People in Custody and Oversight and 
Review of Deaths in Custody (Legislative Council of New South Wales, 26 October 2020; 27 October 2020; 3 December 2020; 
7 December 2020) See the evidence of the families of David Dungay Jr, Nathan Reynolds, Tane Chatfield and TJ Hickey 
21 Coroners Act 2009 (NSW) s3(c) 
22 Coroners Act 2009 (NSW) s78 
23 For example, in 2020 the DPP in Victoria dismissed the recommendations made by Coroner English for the investigation of 
suspected persons related in the death of Tanya Day. See more at https://www.hrlc.org.au/news/2020/8/26/police-officers-
involved-in-tanya-days-death-avoid-prosecution  
24 Craig Longman, ’Where is the accountability for Aboriginal deaths in custody?’ (2016) 25 (3) Human Rights Defender 5; 
Alison Whittaker, ‘Despite 432 Indigenous deaths in custody since 1991, no one has ever been convicted. Racist silence and 
complicity are to blame’, The Conversation (online 3 June 2020) https://theconversation.com/despite-432-indigenous-deathsin-
custody-since-1991-no-one-has-ever-been-convicted-racist-silence-and-complicity-are-to-blame-139873; Lorena Allam, Calla 
Wahlquist, Nick Evershed and Miles Herbert, ‘The 474 deaths inside: tragic toll of Indigenous deaths in custody revealed, The 
Guardian (Australian Edition) (online 9 April 2021) https://www.theguardian.com/australia-news/2021/apr/09/the-474-deaths-
inside-rising-number-of-indigenous-deaths-in-custody-revealed 
25 Keira Jenkins, ‘Dwayne Johnstone’s death referred to DPP to consider prosecution’, NITV News (Online, 29 October 2020) < 
https://www.sbs.com.au/nitv/article/2020/10/29/dwayne-johnstones-death-referred-dpp-consider-prosecution>  
26 George Newhouse, Daniel Ghezelbash & Alison Whittaker, 'The Experience of Aboriginal and Torres Strait Islander 
Participants in Australia's Coronial Inquest System: Reflections from the Front Line'. (2020) 9(4) International Journal for Crime, 
Justice and Social Democracy 76, 82. 

https://www.hrlc.org.au/news/2020/8/26/police-officers-involved-in-tanya-days-death-avoid-prosecution
https://www.hrlc.org.au/news/2020/8/26/police-officers-involved-in-tanya-days-death-avoid-prosecution
https://theconversation.com/despite-432-indigenous-deathsin-custody-since-1991-no-one-has-ever-been-convicted-racist-silence-and-complicity-are-to-blame-139873
https://theconversation.com/despite-432-indigenous-deathsin-custody-since-1991-no-one-has-ever-been-convicted-racist-silence-and-complicity-are-to-blame-139873
https://www.theguardian.com/australia-news/2021/apr/09/the-474-deaths-inside-rising-number-of-indigenous-deaths-in-custody-revealed
https://www.theguardian.com/australia-news/2021/apr/09/the-474-deaths-inside-rising-number-of-indigenous-deaths-in-custody-revealed
https://www.sbs.com.au/nitv/article/2020/10/29/dwayne-johnstones-death-referred-dpp-consider-prosecution
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or resolve themselves from involvement circumstances of death.27 This can be recognised as not 
only intimidating for families, but has the potential for the life of the deceased to become lost 
amongst the bureaucratic blame game amongst state institutions.  

 
12. Narrow scope of inquiry: A common criticism of the inquisitorial coronial scope of investigation, 

identified within the scholarship surrounding the, is the difficulty associated with balancing the 
socio-political public commitments of the jurisdictions (i.e. making recommendations to prevent 
future deaths of a similar nature), making findings of the medical cause of death, whilst also 
recognising the extra-legal and socio-historical factors associated with the death.28  One of the 
key questions that has arisen within coronial inquests into First Nations deaths in custody 
specifically, is the extent to which the narrow scope of ‘manner and cause of death’, engages with 
the historical context of colonialism and its intergenerational impacts, the relationship between 
First Nations communities and the state, the continued disadvantage and unequal position in the 
social, economic and cultural domains, and the presence of racism and unconscious bias. 29 

 
13. In the context of First Nations deaths in custody, such factors include but are not limited to 

understanding the death within the context of drivers of high rates of mortality (i.e. rates of 
suicide), the appropriateness of arrest,30 examining the relationship between First Nations people 
and the police,31 the presence of stereotyping, racism and unconscious bias in state institutions32 
and the quality and adequacy of care and protection whilst under state custody.33 Despite a 
changing coronial landscape in which particular Coroners are encompassing the discussion of 
systemic and institutional failings into their scope of investigation, there remains a dissonance in 
which such findings are translated into meaningful recommendations, or disciplinary action 
against those involved 34 

 
14. Recently, Coroners in NSW and across other Australian states and territories have acted on their 

discretionary power to engage with these wider issues and scope of investigations.35 Whilst these 
cases act as an example of this shift present amongst the perspective and practice of some 
Coroners, more should be done so as to bound Coroners statutorily to examine these factors.  

 
15. Investigations by police: Whilst the coronial jurisdiction is positioned as an independent 

oversight body, all deaths in police or corrective services custody subject to a coronial inquest, 
are investigated by police on behalf of the state Coroner. The issue of police acting as the primary 
body for investigating deaths, on behalf of the Coroner, was well documented in submissions to 
the 2020 Select Committee.36 Whilst police investigate deaths in custody on behalf of the 

 
27 George Newhouse, Daniel Ghezelbash & Alison Whittaker, 'The Experience of Aboriginal and Torres Strait Islander 
Participants in Australia's Coronial Inquest System: Reflections from the Front Line'. (2020) 9(4) International Journal for Crime, 
Justice and Social Democracy 76, 83. 
28 Rebecca Scott Bray, ‘’Why This Law?’: Vagaries of Jurisdiction in Coronial Reform and Indigenous Death Prevention’ (2008) 
12(SE2) Australian Indigenous Law Review 27, 31; Rebecca Scott Bray, ‘Death Scene Jurisprudence: The Social Life of 
Coronial Facts’ (2010) 19(3) Griffith Law Review 567, 577. 
29 George Newhouse, Daniel Ghezelbash & Alison Whittaker, 'The Experience of Aboriginal and Torres Strait Islander 
Participants in Australia's Coronial Inquest System: Reflections from the Front Line'. (2020) 9(4) International Journal for Crime, 
Justice and Social Democracy 76, 84-85. 
30 Rebecca Scott Bray, ‘Death Scene Jurisprudence: The Social Life of Coronial Facts’ (2010) 19(3) Griffith Law Review 567, 
578; The Children of Tanya Day, ‘Submissions by Belinda Day/ Stevens, Warren Stevens, Apryl Watson and Kimberly Watson, 
The Children of Tanya Day’, Submissions in Inquest into the Death of Tanya Day, COR 2017/6424, 15 October 2019,: 14), 
31 Rebecca Scott Bray, ‘’Why This Law?’: Vagaries of Jurisdiction in Coronial Reform and Indigenous Death Prevention’ (2008) 
12(SE2) Australian Indigenous Law Review 27, 33. 
32 Inquest into the Death of Naomi Williams (Unreported, New South Wales, Coroner Grahame, 29 July 2019) 46, 52; Inquest 
into the Death of Tanya Day (Unreported, Coroners Court of Victoria, Coroner Caitlin English, 9 April 2020); Rebecca Scott 
Bray, ‘Death Scene Jurisprudence: The Social Life of Coronial Facts’ (2010) 19(3) Griffith Law Review 567, 578. 
33 Thalia Anthony and Harry Blagg ‘Biopower of Colonialism in Carceral Contexts: Implications for Aboriginal Deaths in 
Custody’,(2021) 18(1) Journal of Bioethical Inquiry, 71, 79; George Newhouse, Daniel Ghezelbash & Alison Whittaker, 'The 
Experience of Aboriginal and Torres Strait Islander Participants in Australia's Coronial Inquest System: Reflections from the 
Front Line'. (2020) 9(4) International Journal for Crime, Justice and Social Democracy 76, 84. 
34 Thalia Anthony and Harry Blagg ‘Biopower of Colonialism in Carceral Contexts: Implications for Aboriginal Deaths in 
Custody’,(2021) 18(1) Journal of Bioethical Inquiry, 71, 79; George Newhouse, Daniel Ghezelbash & Alison Whittaker, 'The 
Experience of Aboriginal and Torres Strait Islander Participants in Australia's Coronial Inquest System: Reflections from the 
Front Line'. (2020) 9(4) International Journal for Crime, Justice and Social Democracy 76, 85. 
35 Inquest into the Death of Naomi Williams (Unreported, New South Wales, Coroner Grahame, 29 July 2019); Inquest into the 
Death of Tanya Day (Unreported, Coroners Court of Victoria, Coroner Caitlin English, 9 April 2020) 
36 Jumbunna Institute of Indigenous Education and Research, Research Unit, Submission 115 Legislative Council Select 
Committee, Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody (7 
September 2020), 9-10, 39-40. 
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Coroner, and are bound by the directives of the Coroner, such a role not only risks the impartiality 
and independence of the jurisdiction, but also diminishes the public confidence in the system of 
investigation. The negative relationship of distrust and indifference between First Nations 
communities and the police has been well documented, stemming from colonial violence, 
oppression and control. 37 The experiences of bereaved First Nations families interacting with the 
police during the death investigation process have been described as an exacerbation of 
trauma.38 

 
16. Delays: Delays associated with coronial investigations and inquest processes have been well 

documented in Australia for their duration and adverse effects on the wellbeing of family.39  On 
average, nearly a quarter of all inquests in Australia run for more than three years .40 Earlier this 
year, NSW Coroners Court began an inquest into the death in custody of Danny Witton.41 This 
inquest began some five years after the death of Witton42.  Delays in coronial investigations not 
only prolong the period of uncertainty and complicate the experience of grief, bereavement and 
trauma,43 it also has the potential to diminish families hope for justice and accountability, as the 
quality and credibility of witnesses and evidence can be seen to weaken over time.44 
 

17. Unclear voice and role of family throughout process: The role of families throughout the 
coronial death investigation process is insufficient and unclear at times. Whilst families are 
recognised as ‘interested parties’ in the coronial inquest process, their standing as such, is equal 
to that of other parties (such as the state institutions who may be involved in the circumstances of 
death). Equally, the guidance as to the way in which families can engage with the inquest remain 
ad hoc, with families reliant on guidance from their legal representation, support networks and at 
times the court.  

 
18. For example, Newhouse, Whittaker and Ghezelbash speak to the way in which there is a false 

sense of encouragement for family participation by the court throughout the coronial process.45 In  
NSW, the Coroners Act does not stipulate the role of families at an inquest, beyond the medico-
legal rights of next of kin, or their entitlement to leave as an ‘interested party’. Whilst there exists 
some additional guidance in practice directions and coronial pamphlets,46 the voices of families 
are often left to be heard at the cessation of the inquest, providing a moralising image of the 
deceased and their lives.  

 
19. Implementation of recommendations: In NSW, the implementation of coronial 

recommendations are ad hoc and not statutorily mandated. Whilst the duty of the Coroner to 
make recommendations and notify the relevant ministers and government agencies of said 
recommendations is bound by statute, their response and implementation is not. The inadequacy 
of the existing policy pertaining to the implementation of coronial recommendations was noted in 

 
37 Chris Cunneen and Juan Tauri, ‘‘Policing, Indigenous peoples and social order’ in C. Cunneen and J. Tauri (eds) Indigenous 
criminology (Policy Press, 2016) 
38 Fiona Allison, Chris Cunneen and Melanie Schwartz, Submission 108 Inquiry into the High Level of First Nations People in 
Custody and Oversight and Review of Deaths in Custody (7 September 20200) 5 
39 Lorena Allam, ''Why does it take so long?' The desperate wait for answers after a death in custody', The Guardian (Australia 
Edition), (online, 25 August 2019)  https://www.theguardian.com/australia-news/2019/aug/25/why-does-it-take-so-long-the-
desperatewait-for-answers-after-a-death-in-custody. Tatum Hands, ‘Under the Microscope: Reforming Western Australia’s 
Coronial System’ (2012) Brief  12; David M. Studdert, Simon J Walter, Celia Kemp and Georgina Sutherland, ‘Duration of death 
investigations that proceed to inquest in Australia’ (2016) Injury prevention 22(5) 314, 316. 
40 David M. Studdert, Simon J Walter, Celia Kemp and Georgina Sutherland, ‘Duration of death investigations that proceed to 
inquest in Australia’ (2016) Injury prevention 22(5) 314, 316. 
41 Aboriginal Legal Service (NSW/ACT), ‘Family demand answers at death in custody inquest for Aboriginal man Danny Witton’, 
(Media Release, 22 February 2021). 
42 Aboriginal Legal Service (NSW/ACT), ‘Family demand answers at death in custody inquest for Aboriginal man Danny Witton’, 
(Media Release, 22 February 2021). 
43 Ian Freckelton, ‘Death Investigation, the coroner and therapeutic jurisprudence’, (2007) 15(2) Journal of law and medicine, 
242, 250. 
44 Joseph Pugliese ‘Dispatch Sydney: A series of daily dispatches from the coronial inquest currently underway in Sydney for 
Mr David Dungay, Dunghutti Warrior’, Deathscapes (Web Page, 16 July 2018-14 August 2018) 
<https://www.deathscapes.org/engagements/dispatch-sydney/>. 
45 George Newhouse, Daniel Ghezelbash & Alison Whittaker, 'The Experience of Aboriginal and Torres Strait Islander 
Participants in Australia's Coronial Inquest System: Reflections from the Front Line'. (2020) 9(4) International Journal for Crime, 
Justice and Social Democracy 76, 81. 
46 NSW Government, ‘Initial steps after a death is reported to the Coroner’ (Brochure) available at 
https://www.coroners.nsw.gov.au/coroners-court/the-coronial-process/what-to-expect-during-the-coronial-process.html  

https://www.coroners.nsw.gov.au/coroners-court/the-coronial-process/what-to-expect-during-the-coronial-process.html
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submissions to the 2020 Select Committee.47 In NSW, the M2009 Premiers Memorandum, 
encourages state agencies and ministers to respond to recommendations ‘within six months of 
receiving a coronial recommendation’. 48However given the lack of enforceability and monitoring 
of such recommendations and responses, coronial recommendations often go unimplemented.  

 
20. Non-publication and suppression orders – used for the protection of police and CSO: The 

rising use of suppression and non-publication orders by state parties and employees, has recently 
been identified as a concern of the coronial jurisdiction.49 Whilst it must be recognised that such 
orders have a legitimate purpose and use in this jurisdiction, in protecting personal information of 
the deceased, or information deemed culturally inappropriate to share, such orders are 
increasingly used in favour of protecting state agents and employees. Not only do these orders 
risk hiding the violent actions or identities of state employees, they inhibit the ability for truth-
telling and accountability in the inquisitorial jurisdiction. 50 

 
B. Specific experiences and concerns for First Nations families  
21. Whilst First Nations families are subject to the negative effects of the general failings of the 

functioning of the coronial jurisdiction discussed above, they may also be faced with further 
concerns or negative experiences when interacting with the Coroners Court. This list is not 
exhaustive of the experiences of First Nations people within the coronial jurisdiction, however 
these foreground the limitations of the coronial experience for bereaved families. As noted above, 
for a greater understanding of the true experience, pain and trauma associated with enduring the 
coronial death investigation process, I would urge this Committee to reflect upon the verbal and 
written submissions made by families to the 2020 Select Committee, and those which I am sure 
will again make submissions to this Committee.  

 
22. Perceptions of racial prejudice: First Nations families who have engaged with the coronial 

process have expressed feelings of racial prejudice, indifference and hostility from both police, 
coronial staff and counsel in coronial inquests.51 Concerns have been raised about the behaviour 
of police in notifying families of the death and the attentiveness of police in investigating deaths or 
disappearances on behalf of the coroner.52 Speaking to these experiences, several families have 
often drawn comparison with investigations into cases of non-Indigenous people, which they feel 
have been addressed with greater seriousness and speed. 53 
 

23. Unwelcoming court processes: The coronial inquest and court environment has been 
described by Apryl Day, the daughter of Yorta Yorta woman Tanya Day, as “not a kind process”. 
54 Aspects of the coronial process have been criticised as cold and alienating, in which families 

 
47 Jumbunna Institute of Indigenous Education and Research, Research Unit, Submission 115 to Legislative Council Select 
Committee, Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody (7 
September 2020), 21, 34. 
48 Premiers Memorandum, Responding to Coronial Recommendations 2009 (NSW) available at arp.nsw.gov.au/m2009-12-
responding-coronial-recommendations  
49 Jumbunna Institute, Aboriginal Legal Service (NSW/ACT) and National Justice Project Joint Submission, Submission 23 to 
NSW Law Reform Commission, Open Justice Review (5 March 2021) 8-11, paras [20] to [31]. 
50 Jumbunna Institute, Aboriginal Legal Service (NSW/ACT) and National Justice Project Joint Submission, Submission 23 to 
NSW Law Reform Commission, Open Justice Review (5 March 2021) 9.; Fiona Allison, Chris Cunneen and Melanie Schwartz, 
Submission 108 Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody 
(7 September 20200) 8. 
51 George Newhouse, Daniel Gheze bash & Alison Whittaker, 'The Experience of Aboriginal and Torres Strait Islander 
Participants in Australia's Coronial Inquest System: Reflections from the Front Line'. (2020) 9(4) International Journal for Crime, 
Justice and Social Democracy 76, 83; Sherene Razack, ‘Dying from improvement: Inquests and inquiries into Indigenous 
deaths in custody’, (2015) Toronto: University of Toronto Press, 113, 133) 
52 National Justice Project, Submission 102 to Legislative Council Select Committee, Inquiry into the High Level of First Nations 
People in Custody and Oversight and Review of Deaths in Custody (31 August 2020) 17 
53 Standing Committee on Law and Justice, Legislative Council of New South Wales, The family response to the murders in 
Bowraville (2014) 16, 20, 21; George Newhouse, Daniel Ghezelbash & Alison Whittaker, 'The Experience of Aboriginal and 
Torres Strait Islander Participants in Australia's Coronial Inquest System: Reflections from the Front Line'. (2020) 9(4) 
International Journal for Crime, Justice and Social Democracy 76, 83; Jane Bardon and Stephanie Zillman, ‘Sasha Green’s 
parents accuse NT Police of discrimination over Indigenous cold case’ ABC News (online 24 November 2017)  
https://www.abc.net.au/news/2017-11-24/inquest-after-sasha-green-fatal-stabbing-at-tennant-creek/9184770; Steven Schubert, 
‘‘Eerily similar’ suspected Indigenous murder cases go cold as police explain away truth’, ABC News (online, 23 June 2018) 
https://www.abc.net.au/news/2018-06-23/indigenous-murder-cases-go-cold-as-coroner-lashes-nt-police/9899946  
54 Lorena Allam and Calla Wahlquist, ‘’I want to break that cycle’: the relatices still fighting for justice over deaths in custody’, 
The Guardian (Australian Edition) (online 15 April 2021) https://www.theguardian.com/australia-news/2021/apr/15/i-want-to-
break-that-cycle-the-relatives-still-fighting-for-justice-over-deaths-in-custody  

https://www.abc.net.au/news/2017-11-24/inquest-after-sasha-green-fatal-stabbing-at-tennant-creek/9184770
https://www.abc.net.au/news/2018-06-23/indigenous-murder-cases-go-cold-as-coroner-lashes-nt-police/9899946
https://www.theguardian.com/australia-news/2021/apr/15/i-want-to-break-that-cycle-the-relatives-still-fighting-for-justice-over-deaths-in-custody
https://www.theguardian.com/australia-news/2021/apr/15/i-want-to-break-that-cycle-the-relatives-still-fighting-for-justice-over-deaths-in-custody
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have told of experiences in which they have been told to hide their grief and shock in the 
courtroom.55 For example, at the inquest into the death of Ms Dhu, spectators reported being told 
they could not gasp, make noise or show shock during the court proceedings.56 That is, despite 
the fact that for some families, the inquest involves the viewing of gruelling CCTV footage which 
details the final moments of their loved one’s life. In these instances, the coronial environment 
can be recognised as a completely unsympathetic environment to the First Nations experiences. 
In his attendance at the inquest into the death of Ms Dhu, Ethan Blue describes a similar 
experience, in which there was a “demand for silent and emotionless viewing” and an apparent 
prioritisation of court proceedings over the emotional state of the bereaved First Nations family. 57 

 
 

24. Focus on behaviour of the deceased: Whilst the coronial inquest is concerned with the 
deceased, and manner and cause of their death, it has been observed that coronial inquests can 
unjustly focus on the behaviour of the deceased – for example, a criminal record or a history (or 
stereotype) of alcohol or drug problems – in a manner that can fuel negative racial stereotypes 
and exacerbate trauma for the deceased’s family by depicting the death as “timely” rather than 
“untimely”, and the life and body of the deceased as “damaged” and a “discredited Aboriginal 
subject”.58 Such portrayals not only delegitimise the deceased as a victim of police and 
institutional violence, but so too diminish the accountability of the state for their neglect and 
inhumane treatment of the imprisoned persons and the First Nations deceased59   
 

 
1 – A  (v) the ability of the Coroners Court to respond to the needs of culturally and linguistically 
diverse and First Nations families and communities.  
 
25. The aforementioned limitations can be recognised as experiences that are extremely difficult and 

traumatic for bereaved families. The points raise questions as to the extent to which the Coroners 
Court currently meets the cultural, linguistically diverse and First Nations needs of families and 
communities in the coronial arena.  
 

26. In addressing these existing concerns, and poor ability of the Coroners Court to respond to such 
ranging needs, several submissions to the 2020 Select Committee spoke of the potential 
applicability of therapeutic jurisprudence to the coronial jurisdiction.  At the outset it must be 
recognised that whilst this approach has potential in this jurisdiction, it does not go far enough to 
address the issues of lack of accountability and the need for investigations independent of the 
state, in investigating First Nations deaths in custody. However, what it does seek to achieve is 
minimising the trauma associated with the existing death investigation process and promoting 
practices that are sensitive to the wellbeing of bereaved families and court participants. As such, 
a novel body which is led by First Nations people is ideal for the investigations of First Nations 
deaths in custody.  

 
27. Whilst this submission will focus on therapeutic jurisprudence, I want to convey my support f the 

discussions and recommendations made by First Nations families with lived experience in the 
coronial jurisdiction and organisations 60, for the establishment of an independent body 

 
55 Lorena Allam and Calla Wahlquist, ‘’I want to break that cycle’: the relatices still fighting for justice over deaths in custody’, 
The Guardian (Australian Edition) (online 15 April 2021) https://www.theguardian.com/australia-news/2021/apr/15/i-want-to-
break-that-cycle-the-relatives-still-fighting-for-justice-over-deaths-in-custody 
56 Ethan Blue, ‘Seeing Ms. Dhu: Inquest, conquest and (in)visibility in black women’s death in custody’ (2017) 7(3) Settler 
Colonial Studies 299; Pauline Klippmark and Karen Crawley, ‘Justice for Ms Dhu: Accounting for Indigenous deaths in custody 
in Australia’ (2018) 27(6) Social & Legal Studies 695.2018; Amanda Porter, ‘Reflections on the Coronial Inquest of Ms Dhu’, 
(2016) 25(3) Human Rights Defender 8. 
57 Ethan Blue, ‘Seeing Ms. Dhu: Inquest, conquest and (in)visibility in black women’s death in custody’ (2017) 7(3) Settler 
Colonial Studies 299, 306 
58 Sherene Razack, ‘Dying from improvement: Inquests and inquiries into Indigenous deaths in custody’, (2015) Toronto: 
University of Toronto Press, 113, 116. 
59 Amanda Porter, ‘Reflections on the Coronial Inquest of Ms Dhu’, (2016) 25(3) Human Rights Defender 8, 11; Sherene 
Razack, ‘Dying from improvement: Inquests and inquiries into Indigenous deaths in custody’, (2015) Toronto: University of 
Toronto Press, 116, 117. 
60Jumbunna Institute of Indigenous Education and Research, Research Unit, Submission 115 to Legislative Council Select 
Committee, Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody (7 
September 2020), 42-44, paras [152] to [160]; Transcript of Proceedings, Select Committee on the High Level of First Nations 
People in Custody and Oversight and Review of Deaths in Custody (Legislative Council of New South Wales, 26 October 2020; 

https://www.theguardian.com/australia-news/2021/apr/15/i-want-to-break-that-cycle-the-relatives-still-fighting-for-justice-over-deaths-in-custody
https://www.theguardian.com/australia-news/2021/apr/15/i-want-to-break-that-cycle-the-relatives-still-fighting-for-justice-over-deaths-in-custody
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responsible for investigating death in custody. First Nations leadership and self-determination in 
this process is also integral. Their work with families and communities in navigating this domain 
has equipped them to provide insight as to what does and does not work in this domain. For real, 
significant change, and in order to achieve some form of justice and peace for First Nations 
families engaging with this system, I strongly urge the Committee to listen and act on the 
recommendations made by these organisations.    

 
 
Engaging with therapeutic jurisprudence 

 
28. The concept of therapeutic jurisprudence can be understood as exploring the potential role of the 

law and legal processes as a therapeutic agent. 61That is, therapeutic jurisprudence explores the 
way in which legal processes, can recognised as traumatic or negatively impacting the emotional 
and psychological wellbeing of its participants.62 Therapeutic jurisprudence aims to promote 
reflective practices within legal settings and emphasises consideration for the wellbeing of legal 
participants. What must be recognised is that therapeutic jurisprudence does not seek to 
undermine other legal principles, rather suggests they are not the only one's of value when 
considering the pursuit of justice. 63 
 

29. The potential application of therapeutic jurisprudence in the coronial jurisdiction has been 
recognised by several legal scholars within the last decade, amongst those Ian Freckelton QC 
and former WA Coroner Michael King.64 According to those scholars, the inquisitorial nature of the 
Coroners Court allows for greater flexibility than the criminal justice system, including enhanced 
communication, interaction and promotion of trauma-informed measures with family and 
participants of the court.65  

 
30. In recent times, some Coroners have demonstrated an engagement with positive therapeutic 

jurisprudential practices in the course of coronial investigations. For example, one can observe 
greater consideration of cultural and religious practices surrounding autopsies and utilising the 
correct terminology when referring to the deceased. 66 In his research, Michael King stresses the 
importance of the Coroner in recognising and validating the concerns raised by bereaved families, 
expressing empathy, whilst exhibiting a reflective stance on their role in investigating deaths and 
making recommendations.67 
 

31. As noted above, several organisations and academics made submissions to the 2020 Select 
Committee, which engaged with the principles of therapeutic jurisprudence. A handful of 

 
27 October 2020; 3 December 2020; 7 December 2020) See the evidence of the families of David Dungay Jr, Nathan 
Reynolds, Tane Chatfield and TJ Hickey 
61 Bruce J Winick, ‘‘The jurisprudence of therapeutic jurisprudence’, (1997) 3(1) Psychology, Public Policy and Law 184,185-
187. 
62 Bruce J Winick, ‘Foreword: Therapeutic Jurisprudence Perspectives of Dealing with Victims of Crime’ (2009) 33(3) Nova Law 
Review 535, 536; David B Wexler and Bruce J Winick ‘Therapeutic Jurisprudence as a New Approach to Mental Health Law 
Policy Analysis and Research’, (1991) 45(5) University of Miami Law Review 979, 982. 
63 Bruce J Winick, ‘Foreword: Therapeutic Jurisprudence Perspectives of Dealing with Victims of Crime’ (2009) 33(3) Nova Law 
Review 535, 536; David B Wexler and Bruce J Winick ‘Therapeutic Jurisprudence as a New Approach to Mental Health Law 
Policy Analysis and Research’, (1991) 45(5) University of Miami Law Review 979, 982. 
64 Ian Freckelton QC, ‘Minimising the counter-therapeutic effects of coronial investigations in search of balance’ (2016) 16(3) 
QUT Law Review 4; Ian Freckelton, ‘Death Investigation and the Evolving Role of the Coroner’, (2007) 11(4) Otago Law 
Review 565; Ian Freckelton, ‘Reforming coronership: international perspective and contemporary developments’, (2008) 16(3) 
Journal of Law and Medicine, 379; Michael King, ‘Restorative Justice, Therapeutic Jurisprudence and the Rise of Emotionally 
Intelligent Justice’, (2008) 32(3) Melbourne University Law Review, 1096.Michael King, ‘Non-adversarial justice and the 
coroner’s court: a proposed therapeutic, restorative, problem-solving model’ (2009) 16(3) Journal of Law and Medicine 442 
65 Ian Freckelton QC, ‘Minimising the counter-therapeutic effects of coronial investigations in search of balance’ (2016) 16(3) 
QUT Law Review 4, 5, 9, 10, 23; Michael King, Arie Freiberg, Becky Batagol and Ross Hyams, ‘Coroners’ in Michael King, Arie 
Freiberg, Becky Batagol and Ross Hyams (eds) Non-adversarial justice (Federation Press: Leichardt) 201; Isabel Roper and 
Vivien Holmes, ‘Therapeutic jurisprudence in the coronial jurisdiction’, (2016) 25(3)  Journal of Judicial Administration 134; . 
 2016; Gordon Tait and Belinda Carpenter, ‘Suicide and the Therapeutic Coroner: Inquests, Governance and Grieving Family’,  
(2013) 2(3) International Journal of Crime, Justice and Social Democracy 2(3): 92. 
66 Michael King, Arie Fre berg, Becky Batagol and Ross Hyams, ‘Coroners’ in Michael King, Arie Freiberg, Becky Batagol and 
Ross Hyams (eds) Non-adversarial justice (Federation Press: Leichardt) 201; George Newhouse, Daniel Ghezelbash & Alison 
Whittaker, 'The Experience of Aboriginal and Torres Strait Islander Participants in Australia's Coronial Inquest System: 
Reflections from the Front Line'. (2020) 9(4) International Journal for Crime, Justice and Social Democracy 76 
67 Michael King, ‘Non-adversarial justice and the coroner’s court: a proposed therapeutic, restorative, problem-solving model’ 
(2009) 16(3) Journal of Law and Medicine 442. 
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submissions spoke specifically and in-depth to the pro-therapeutic considerations for First Nations 
people within the coronial arena so as to meet the needs of First Nations participants.  

 
32. Below are just some practices or sensitivities that were proposed within these submissions, for 

their incorporation in the coronial jurisdiction. Whilst this list is not exhaustive of all of the 
therapeutic measures that have the potential to be incorporated into this jurisdiction to 
meaningfully aid families, they certainly represent significant progress in the ability of the 
Coroners Court, to meet the needs of First Nations families in the coronial investigation and 
inquest process.  

 
a. Greater presence of First Nations personnel within the Coroners Court – from 

Aboriginal Liaison Officers, to investigators, Coroners, and counsel assisting with 
lived experience:  Many of the submissions to the 2020 inquiry encouraged greater 
representation of First Nations staff within the coronial jurisdiction.68 The inclusion of First 
Nations liaison officers, Coroners, counsel assisting, lawyers and investigators would not only 
enhance a sense of trust and support in the system, but would also allow bereaved First 
Nations families to engage with court personnel who may have a greater understanding of 
their grief, and the socio-historical context of intergenerational trauma and bereavement, 
stemming from the ongoing impacts of invasion.   

 
Whilst such roles would likely enhance the therapeutic potential of the jurisdiction, 
Distinguished Professor Larissa Behrendt made a significant point to the Committee, on the 
need for amending the coronial system as a whole, beyond solely the front facing personnel -  
 
“That is perhaps part of the scepticism that many First Nations people have about the idea 
that systems can be improved simply by that participation increasing—the structure and 
institutional racism is much deeper than that. That I why there is a firm view from Indigenous 
people—and I share this view myself—that the ability to design the institution is an 
opportunity to ensure that you are not just trying to change a structure and a culture that 
already exists, and you instead bring a different framework, mindset and perspective.”69 

 
I recognise and support the recommendation made by the Select Committee in 2020 for the 
employment of First Nations staff across the coronial and criminal jurisdictions.70 However, I 
urge this Committee to consider the evidence given by Distinguished Professor Behrendt, for 
structural and institutional change.  
 

 
b. Greater engagement with First Nations psychologists and counselling personnel to 

offer culturally safe and appropriate psychological and emotional support: The 
exacerbation of trauma and bereavement as a result of engaging in a coronial investigation 
has been well established above. In order to meet the cultural needs of bereaved First 
Nations families, several submissions encouraged the government to fund and establish, in 
consultation with First Nations communities, a First Nations led counselling service, offering 
support to surviving families of deaths in custody and other deaths investigated by the 
Coroner. First Nations leadership in this service would ensure the cultural traditions and 

 
68 Legal Aid, Submission 117 to Legislative Council Select Committee, Inquiry into the High Level of First Nations People in 
Custody and Oversight and Review of Deaths in Custody (11 September 2020) 12; Jumbunna Institute of Indigenous Education 
and Research, Research Unit, Submission 115 to Legislative Council Select Committee, Inquiry into the High Level of First 
Nations People in Custody and Oversight and Review of Deaths in Custody (7 September 2020) 43, 51;The Reynolds Family, 
Submission 124 to Legislative Council Select Committee, Inquiry into the High Level of First Nations People in Custody and 
Oversight and Review of Deaths in Custody  (30 September 2020) 7; Ngalaya Indigenous Corporation, Submission 84 to to 
Legislative Council Select Committee, Inquiry into the High Level of First Nations People in Custody and Oversight and Review 
of Deaths in Custody (24 August 2020) 11 ; National Justice Project, Submission 102 to Legislative Council Select Committee, 
Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody (31 August 
2020) 8, 15, 19; Fiona Allison, Chris Cunneen and Melanie Schwartz, Submission 108 Inquiry into the High Level of First 
Nations People in Custody and Oversight and Review of Deaths in Custody (7 September 20200) 9 
69 Transcript of Proceedings, Select Committee on the High Level of First Nations People in Custody and Oversight and Review 
of Deaths in Custody (Legislative Council of New South Wales, 27 October 2020) 41. Evidence of Distinguished Professor 
Larissa Behrendt 
70 Legislative Council, Parliament of New South Wales, Select Committee on the High Level of First Nations People in Custody 
and Oversight and Review of Deaths in Custody (Report No 1, April 2021) xv, Recommendation 37. 
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protocols surrounding death and mourning are protected and empowered.71 This can include 
the incorporation of traditional practices, symbols and protocols surrounding death and 
mourning as well as the appropriate notification of death. The role of identified and/or 
culturally trained social workers cannot be ignored in this domain as well.  
 
Whilst I support the aforementioned recommendation made by the 2020 Select Committee for 
the employment of First Nations staff across the legal system, I urge this Committee to go 
further, listening to the voices of experts and families with lived experience, all of whom 
identified a need for greater emotional, psychological and therapeutic support to meet the 
specific cultural and bereavement needs of First Nations families.  
 

c. Greater platform for First Nations families to voice their experience, beyond a 
memorialising role – from raising issues of scope of investigation to coronial 
recommendations: The unclear role of family in the coronial process was discussed above, 
in which it has been observed that families often feel excluded from participating in the 
coronial investigation. The sense of disempowerment associated with preventing families 
from actively engaging with the coronial death investigation process was discussed at length 
throughout submissions to the 2020 Select Committee. For example Alison, Cunneen and 
Schwartz note the “silencing of families affected by a death is referred to as an act of racism 
in itself, as is disregard for culture. These deficiencies also have real impacts … findings and 
recommendations made by the court, but also on the potentially positive therapeutic 
outcomes of investigation processes”. 72 
 
I note the 2020 Select Committee Recommendations did not specifically speak to the role of 
families within the coronial jurisdiction. I urge this Committee to consider how such rights and 
participation can be cemented into coronial processes in a way that meaningfully engages 
with families, empowers their voices and acknowledges their grief.   

 
d. Adequate space for families during the coronial inquest – a safe environment 

recognising the plurality of personal and kinship relations that may be in attendance: 
The limited space for First Nations families at the Coroners Court was a common thread 
throughout the 2020 submissions.73 The Jumbunna Institute observe that often the space 
provided to families and their supporters in the Coroners Court are outnumbered by an 
overwhelming amount of legal representation for the police, corrective services and other 
interested parties. 74 Equally, they note that the Coroners Court does not provide adequate 
space for extended family networks and supporters. Providing adequate space for families 
during the inquest is just one way of improving the pro-therapeutic consequences of the 
coronial experience. 
 
Equally, whilst the coronial inquest is traditionally informal, it is becoming increasingly 
adversarial. Several submissions made to the 2020 Select Committee spoke to the potential 
applicability of restorative justice principles and practice of circle sentencing, to the coronial 
death investigation process. 75 Such conferences would allow for not only ‘full and frank 

 
71 Jumbunna Institute of Indigenous Education and Research, Research Unit, Submission 115 to Legislative Council Select 
Committee, Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody (7 
September 2020) 12, 43, 51. 
72 Fiona Allison, Chris Cunneen and Melanie Schwartz, Submission 108 Inquiry into the High Level of First Nations People in 
Custody and Oversight and Review of Deaths in Custody (7 September 2020) 12;  Jumbunna Institute of Indigenous Education 
and Research, Research Unit, Submission 115 to Legislative Council Select Committee, Inquiry into the High Level of First 
Nations People in Custody and Oversight and Review of Deaths in Custody (7 September 2020) 33 
73 Fiona Allison, Chris Cunneen and Melanie Schwartz, Submission 108 Inquiry into the High Level of First Nations People in 
Custody and Oversight and Review of Deaths in Custody (7 September 2020) 8; Jumbunna Institute of Indigenous Education 
and Research, Research Unit, Submission 115 to Legislative Council Select Committee, Inquiry into the High Level of First 
Nations People in Custody and Oversight and Review of Deaths in Custody (7 September 2020) 43. 
74 Jumbunna Institute of Indigenous Education and Research, Research Unit, Submission 115 to Legislative Council Select 
Committee, Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody (7 
September 2020) 44 
75 Jumbunna Institute of Indigenous Education and Research, Research Unit, Submission 115 to Legislative Council Select 
Committee, Inquiry into the High Level of First Nations People in Custody and Oversight and Review of Deaths in Custody (7 
September 2020) 44 
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discussion’, but would enhance the potential for ‘healing’ through the ‘process of saying 
what’s been lost’.76 
 

e. Exploration of systemic issues within the scope of investigation: The need for 
addressing systemic issues relating to death was discussed above with reference to the 
scope of coronial investigation. An exploration of such issues within the context of a death in 
custody not only has the potential to provide greater truth as to the manner and cause of 
death, but it is also likely to validate the voices and perspectives of bereaved First Nations 
families and those with lived experience of racism, discrimination and prejudice when 
engaging with the state and with settings of incarceration.  
 
I recognise and support the recommendation made by the 2020 Select Committee in 
mandating Coroners to examine whether systemic issues are present in relation to First 
Nations deaths in custody.77 I would recommend this Committee to expand upon on this, to 
engage with First Nations communities with lived experience to understand such systemic 
issues that have arisen in deaths in custody and to train Coroners in investigating such issues 
appropriately.  
 

f. Greater power of the Coroner or government in the implementation of coronial 
recommendations: Whilst the poor implementation of recommendations were addressed 
above, from the perspective of structural and statutory insufficiencies, several submissions 
spoke to the impact of coronial recommendations, on families who have spent many years 
engaging with the Coroners Court following the death of a loved one. In their submission to 
the 2020 Select Committee, the Aborginal Legal Service (NSW/ACT) noted -  
 
“ For many families, a fundamental aspect of the process is to ensure that similar incidents do 
not happen again, which would cause harm to other families that could have been avoided. 
Yet families may not be able to see how recommendations are being monitored or 
implemented, and communities may feel that systemic issues have not been addressed 
despite the length and complexity of the coronial process which was designed to consider the 
issues.“78 

 
I recognise the recommendation made by the 2020 Select Committee for the implementation 
of the recommendations made to the RCIADIC (Recommendation 1, 34) and the 
recommendation for prompt responses to coronial recommendations (Recommendation 32).79 
However, I would urge this Committee to expand upon such recommendations, enhancing 
the implementation and review of coronial recommendations, where such recommendations 
may have been made in previous First Nations inquests.  

 
1- B whether, having regard to coronial law, practice and operation in other Australia and relevant 

overseas jurisdictions, any changes to the coronial jurisdiction in New South Wales are desirable 
or necessary  

 
33. Whilst the foundations of the coronial process remains relatively similar across the states and 

territories (by virtue of the RCIADIC recommendations which spoke to the post-death 
investigation process), there does exist some slight variation. Of interest to this submission is the 
way in which different jurisdictions engage with First Nations families engaging in the coronial 
process. 

 
34. At the outset, I will recognise that the coronial policies and practices to be discussed are just that 

– practice direction and guidelines. Whilst they do offer some guidance as to the way in which 
court participants engage in the process, as well as an enhanced cultural consideration, they do 

 
76 Fiona Allison, Chris Cunneen and Melanie Schwartz, Submission 108 Inquiry into the High Level of First Nations People in 
Custody and Oversight and Review of Deaths in Custody (7 September 2020) 10 
77 Legislative Council, Parliament of New South Wales, Select Committee on the High Level of First Nations People in Custody 
and Oversight and Review of Deaths in Custody (Report No 1, April 2021) xiv, Recommendation 33 
78 Aboriginal Legal Service (NSW/ACT), Submission 120 to Legislative Council Select Committee, Inquiry into the High Level of 
First Nations People in Custody and Oversight and Review of Deaths in Custody (17 September 2020) 33. 
79 Legislative Council, Parliament of New South Wales, Select Committee on the High Level of First Nations People in Custody 
and Oversight and Review of Deaths in Custody (Report No 1, April 2021) Recommendations 
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not address the overarching issue of independence with the coronial jurisdiction as it exists today 
in NSW. As a long term approach, I continue to support the recommendations discussed above 
for an independent investigative jurisdiction or body. Similarly, the comparative international 
models of police accountability to be discussed below align with this recommendation, as an ideal 
model for First Nations death in custody investigations.  

 
35. However, the below serve only as short-term beneficial reforms to existing practices that speak to 

the experiences engaging with the coronial death investigation process in its current state. While 
these short-term reforms aim to minimise the exacerbation of the already existing grief, harm and 
trauma associated with the loss of a loved one, a more rounded, long term approach is required 
for addressing the wider systemic issues of the coronial jurisdiction that have been discussed 
throughout this submission.   

 
 

Comparative Models – Australian Jurisdictions  
36. In terms of coronial policy and practice, both the Victorian jurisdiction and Queensland jurisdiction 

go further than the NSW jurisdiction in providing policy or practice details specifically relating to 
the experience of First Nations deaths in custody investigations and the inquest process for 
families and supporters.  

 
A. Victoria: In 2019, the Coroners Court of Victoria established the Koori Engagement Unit as a 

part of their Aboriginal Justice Initiatives. The Koori Engagement Unit was established to 
‘better serve Aboriginal and Torres Strait Islander families involved in coronial 
investigations’.80 This unit provides a range of services to support families through their grief 
and navigation of the coronial process, ensuring culturally safe practices are embedded within 
the court process.81 Supplementary to this unit, the Coroners Court issued a practice direction 
detailing some of the specific actions and sensitivities taken when engaging with bereaved 
families navigating the coronial process, following the death of a loved one in custody.82 
These will be discussed below. 
 

B. Queensland: The Queensland ‘Sorry Business: A guide to cultural competency and 
engagement between the Coroners Court of Queensland and Aboriginal and Torres Strait 
Islander people (2019) (The Guide)’ 83 was created by the Coroners Court of Queensland in 
collaboration with First Nations families with lived experience in the coronial jurisdiction. The 
Guide is multilayered, speaking to the cultural considerations and protocols surrounding 
death in First Nations communities, next of kin responsibilities, and issues arising for First 
Nations people, when engaging with the Western coronial investigation and inquest process. 
The Guide provides a considerable balance of both advice to Coroners and coronial 
proceedings, as well as background information and presented clear reasoning for engaging 
in a manner considerate to First Nations cultures.  
 
The full guide is attached as an appendix. I encourage the Committee to consider ways in 
which such a similar guide may be of use in the NSW jurisdiction. Yet beyond that, I still urge 
the Committee to do more than simply create a guide or practice direction, but engage with 
First Nations families in reforming the death investigation process. 
 

37. The below examples portray key therapeutic features existing across the Victorian and 
Queensland coronial jurisdictions through the existing policies and practices discussed below. 
These are to be considered, supplementary to the proposed practices and sensitives discussed 
above.  
 
a. Cultural practices, protocols and sensitivities: Both guides promote the incorporation of 

practices related to First Nations mourning and Sorry Business protocols. At the discretion of 
the family, and guidance and control of the community, both documents encourage the 

 
80 Coroners Court of Victoria, Annual Report 2018-2019 (November 2019) 6, 17. 
81 Coroners Court of Victoria, Annual Report 2018-2019 (November 2019) 6, 17. 
82 Coroners Court of Victoria, Practice Direction 6 of 2020: Indigenous Deaths in Custody (22 September 2020) 4. 
83 Coroners Court of Queensland, Sorry Business: A guide to cultural competency and engagement between the Coroners 
Court of Queensland and Aboriginal and Torres Strait Islander (2019), found at Inquest into the death of Master Carr and 
Jaylen (Unreported, Coroners Court of Queensland, Brisbane Coroner Christine Clements, 27 August 2020) Annexure B. 
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inclusion of a smoking ceremony at the place of death or at the commencement of the 
inquest.84  Adhering to cultural protocols and sensitives surrounding using the name of the 
deceased (verbally and in documents), the identification of traditional owner groups and lands 
and sensitivity to men's and women's business are also encouraged. 85 Further, the Victorian 
Koori Engagement Unit is responsible for preparing a cultural brief to the Coroner, to ensure 
awareness of relevant cultural issues specific to the deceased and their community. 86 
 
Holding the inquest on country and including symbols of cultural significance – such as 
possum skin cloaks, didgeridoos and an Acknowledgement of Country at hearings and the 
inquest are also noted as culturally considerate protocols to be considered in the Coroners 
Court.87 

 
b. Support for First Nations families: First Nations personnel or liaison officers within the 

Coroners Court are recognised as significant in offering support and assistance to bereaved 
families. In Victoria, the Koori Engagement Unit employs First Nations personnel to “engage 
with the family throughout the coronial process, and hold a family meeting (Family Meeting) 
within four weeks of the death to explain the coronial process, manage expectations about 
timeframes, and to demonstrate to families that the process will be aimed at being culturally 
appropriate, including through adherence to this Practice Direction”.88 It is recognised that this 
was recently introduced in NSW.89 
 
In terms of legal support, The Victorian Practice Direction explains that the investigating 
Coroner will make contact with their Principle In-House Solicitors within 48 hours of the death, 
to make contact and organise liaison with the bereaved family and the Victorian Aboriginal 
Legal Service (VALS).90 In NSW, the position of legal assistance for First Nations deaths in 
custody is ad hoc. Whilst the ALS take on the majority of cases, families are not always 
referred to the ALS, seeking assistance independently, or through Legal Aid.  

 
c. Family participation: In the Queensland jurisdiction, the Guide explains that the Coroners 

Act QLD (2003) provides a wide definition of family member, to encompass the plurality of 
personal and kinship relationships that exist within First Nations communities: “An ATSI family 
member for a deceased person who was an Aboriginal person or Torres Strait Islander 
means, a person who is an appropriate person according to the tradition or custom of the 
Aboriginal or Torres Strait Islander community to which the deceased person belonged”.91 
This inclusive recognition of familial networks  enables the appropriate person to exercise the 
rights and responsibilities of the next of kin, offered to non-Indigenous family members, as 
well as specific responsibilities and duties of the First Nations next of kin – from informing the 
court of any specific sensitivities such as the preferred name of the deceased, or gender 
issues. 
 
Beyond the next of kin duties, both guides reiterate the role of the court in keeping families 
appraised of progress in the death investigation. This can be in the form of accessing the 
brief, being consulted on proposed dates of hearings and being provided of progress in the 
investigation and medical examinations. Similarly, the Queensland notes the importance of 
oral and verbal communication in First Nations culture, and encouraging families to make 
written or oral submissions to the court.92 

 
84 Coroners Court of Queensland, Sorry Business: A guide to cultural competency and engagement between the Coroners 
Court of Queensland and Aboriginal and Torres Strait Islander (2019) 7; Coroners Court of Victoria, Practice Direction 6 of 
2020: Indigenous Deaths in Custody (22 September 2020) 4. 
85 Coroners Court of Queensland, Sorry Business: A guide to cultural competency and engagement between the Coroners 
Court of Queensland and Aboriginal and Torres Strait Islander (2019) 16. 
86 Coroners Court of Victoria, Practice Direction 6 of 2020: Indigenous Deaths in Custody (22 September 2020) 4. 
87 Coroners Court of Victoria, Practice Direction 6 of 2020: Indigenous Deaths in Custody (22 September 2020) 5. 
88 Coroners Court of Victoria, Practice Direction 6 of 2020: Indigenous Deaths in Custody (22 September 2020) 4. 
89 As of March 2021, NSW State Coroner Teresa O’Sullivan revealed two Aboriginal Liaison Officers roles in the NSW coronial 
jurisdiction, available at https://www.parliament.nsw.gov.au/lcdocs/other/15413/Letter%20-
%20NSW%20State%20Coroner%20-%20received%2024%20March.pdf   
90 Coroners Court of Victoria, Practice Direction 6 of 2020: Indigenous Deaths in Custody (22 September 2020) 3. 
91 Coroners Court of Queensland, Sorry Business: A guide to cultural competency and engagement between the Coroners 
Court of Queensland and Aboriginal and Torres Strait Islander (2019) 4. 
92 Coroners Court of Queensland, Sorry Business: A guide to cultural competency and engagement between the Coroners 
Court of Queensland and Aboriginal and Torres Strait Islander (2019) 8, 17 

https://www.parliament.nsw.gov.au/lcdocs/other/15413/Letter%20-%20NSW%20State%20Coroner%20-%20received%2024%20March.pdf
https://www.parliament.nsw.gov.au/lcdocs/other/15413/Letter%20-%20NSW%20State%20Coroner%20-%20received%2024%20March.pdf
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d. Conduct and scope of investigations: As discussed above, the role of police in 

investigating their own officers in circumstances of First Nations death in custody, is of 
concern. The Queensland guide recognises this contention and the historical relationship of 
distrust and hostility between the Police and First Nations communities, and urges Coroners 
and court personnel to prompt families to raise any concerns to the court as well as accessing 
legal assistance.93   
 
Similarly, speaking to the scope of the coronial inquest, the Queensland guide names 
institutional racism as a potential factor to be considered when investigating First Nations 
deaths in custody. The Guide states - “Issues that may be relevant for the Coroner and 
Counsel Assisting to consider during the inquest should include: whether the scope of the 
inquest should be expanded to consider the issue of specific cultural or social issues such as 
institutional racism … ”.94 Additionally, the Victorian Practice Direction notes specific factors to 
be included in the scope of investigation when investigating First Nations deaths in custody, 
including exploring “the quality of care, treatment and supervision of the deceased prior to 
death”. 95 This guidance is important to the investigation of First Nations deaths in custody, as 
it has potential to examine or identify the attitudes, cultures and biases of police and custodial 
officers, to the treatment and death of First Nations peoples in custody. 

 
 
Comparable International Models 
38. International models of police accountability and oversight to be discussed below are not new or 

unknown to the Australian or NSW Government. Over three years ago, the Australia Law Reform 
Commission (ALRC) Pathways to Justice report explored the potential of these five models in 
Australia, as an independent means of investigating deaths in custody, and addressing 
complaints against the police.96 The submission by the Aboriginal Legal Service to the 2020 
Select Committee too was just one submission which also provided detail on these models, and 
their potential applicability to the Australian (NSW) landscape.   
 
a. New Zealand: The Independent Police Conduct Authority of New Zealand (IPCA) is a 

statutory independent body in NZ, responsible for receiving and acting on complaints alleging 
misconduct or neglect by the police, and investigating incidents involving death or serious 
bodily harm cause or appearing to have been caused by the police.97 The IPCA may notify 
the Commissioner of Police, as to any findings pertaining to illegal, unjustified or 
unreasonable conduct, and of recommendations for disciplinary or criminal proceedings, 
however such recommendations are not mandatory.98 In circumstances where the 
Commissioner of Police departs from the recommendations made by the IPCA, reasons must 
be provided as to that departure.99 
 

b. Northern Ireland: The Police Ombudsman of Northern Ireland (PONI)  has been described 
as the “golden standard in police investigations.100 This Ombudsman is responsible for 
providing independent and impartial investigations into complaints pertaining to the actions 
and conduct of police officers and officials – particularly where injury or death has occurred. 
This body is also financially independent of the police. 101 The findings of the investigation of 
the PONI is sent the public prosecution service (PPS), who make the final decision as to 

 
93 Coroners Court of Queensland, Sorry Business: A guide to cultural competency and engagement between the Coroners 
Court of Queensland and Aboriginal and Torres Strait Islander (2019) 17. 
94 Coroners Court of Queensland, Sorry Business: A guide to cultural competency and engagement between the Coroners 
Court of Queensland and Aboriginal and Torres Strait Islander (2019) 17. 
95 Coroners Court of Victoria, Practice Direction 6 of 2020: Indigenous Deaths in Custody (22 September 2020) 4. 
96 Australian Law Reform Commission, Pathways to Justice - An Inquiry into the Incarceration Rate of Aboriginal and Torres 
Strait Islander Peoples (Report No. 133, December 2017) 467-468. 
97  Independent Police Conduct Authority Act 1988 
98 Independent Police Conduct Authority Annual Report 2015-2016, 8 
99 Independent Police Conduct Authority Act 1988 (NZ) s29 (1) 
100 Sinead O’Brien Butler, ‘Policing the Police: Independent Investigations for Victoria’ (2018) 41 (3) University of New South 
Wales Journal, 732; Tamar Hopkins, 'An Effective System for Investigating Complaints Against Police', Victoria Law Foundation 
Grants Publication Education, (2008-2009) 43. 
101 Police Ombudsman for Northern Ireland, Annual Report and Accounts for the year end 31 March 2017 (2017) 
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whether persons are to receive disciplinary or criminal action,102 
 

c. Republic of Ireland: The Garda Siochana Ombudsman  in the Republic of Ireland is 
responsible for conducting independent investigations into police conduct where such 
conduct may have resulted in death of serious injury of a citizen. 103 The GSOC investigates 
complaints made against the police independently, as a means of ensuring public confidence 
in the police. The GSOC has the power to refer persons to the DPP, in circumstances in 
which their investigation indicated criminal conduct or negligence had occurred. 104 
 

d. Canada: The Special Investigation Unit (SIU) in Ontario Canada, is an independent civilian 
agency responsible for investigating and charging police officers with criminal offences.105 
The SIU acts as the primary investigator of police conduct, particularly in circumstances in 
which such conduct has resulted in serious injury or death, determining whether a criminal act 
has been committed, and whether there are grounds to charge a police officer for such 
conduct.106 The SIU ensures the behaviour of police is subject to rigorous, independent 
investigations. 107 
 

e. England and Wales: The Independent Office for Police Conduct in England and Wales 
(IOPC) is responsible for conducting investigations into deaths and serious injury of persons 
in police custody, police shootings or allegations of use of excessive force.108 Bound by 
statutory guidelines, police are required to refer serious incidents to the IOPC for 
investigation, whether a civilian have made a complaint or now.  After conducting an 
independent investigation, the IOPC presents a report of their findings to the Crown 
Prosecuting Service. Whilst they do not have the power to mandate prosecutions, they can 
inform the CPS of such a recommendation.109 

 
 

Conclusion  
Overall, in my view, consideration should be given to long-term reforms of the coronial death 
investigation process, drawing on the recommendations made by leading organisations, experts and 
families, for the creation of a separate specialised investigative body, that is independent of the 
police.  At the forefront of this model, or other amendments recommended by this Committee, I urge 
the Committee to consider the potential applicability of therapeutic jurisprudential principles and 
practices, that aim to consider the way in which the court can minimise trauma for involved persons. 
Throughout this submission, the Victorian and Queensland jurisdictions were explored, for their 
enhanced consideration of these principles embedded within policies. The comparative international 
models too draw on these principles, whilst also centring independence from the police in death in 
custody investigations.  
 
Appendix  
Appendix A - Coroners Court of Queensland, Sorry Business: A guide to cultural competency and 
engagement between the Coroners Court of Queensland and Aboriginal and Torres Strait Islander 
(2019), found at Inquest into the death of Master Carr and Jaylen (Unreported, Coroners Court of 
Queensland, Brisbane Coroner Christine Clements, 27 August 2020) Annexure B (Link) 

 
102 Office of the Police Ombudsman of Northern Ireland, ‘The Police Complaint System in Northern Ireland’, 2014, 21 
103 Garda Siochana Act 2005 (Republic of Ireland), Garda Siochana Act 2005 (Republic of Ireland), s106 
104 Garda Siochana Act 2005 (Republic of Ireland), s 101 
105 SIU, What We Can Investigate, Mandate, available at  https://www.siu.on.ca/en/investigate what.php 
106 Special Investigations Unit Act 2019 (Ontario, Canada), s15, s33  
107 SIU, What We Can Investigate, Mandate, available at  https://www.siu.on.ca/en/investigate what.php 
108 IOPC, Investigations, available at https://www.policeconduct.gov.uk/investigations 
109 IOPC, Investigations, What We Investigate and Next Steps, available at https://policeconduct.gov.uk/investigations/what-we-
investigate-and-next-steps 

https://www.siu.on.ca/en/investigate_what.php
https://www.siu.on.ca/en/investigate_what.php
https://www.policeconduct.gov.uk/investigations
https://policeconduct.gov.uk/investigations/what-we-investigate-and-next-steps
https://policeconduct.gov.uk/investigations/what-we-investigate-and-next-steps




 

                
              
 

    



   

   

   

           

   

      

       
     

     
   

        

   
    

     

            
         

      
    

    

    
      

     
    

    

     
     

     

    

   

             

    

          

 



 

               
               

              
                

 

                
              

               
       

      
     

               
                

        

             
                   

        

         

               
             

             

      
   
   
   
        
              

          
        
            

   

           
      

             
               

               
                

           
          

             
             
                

 



              
               

                
       

                
              

   

    
     
    
   
     
  
    
     

 

               
           

          

              
              

     

  
   
  

   
               

              
          

      

                
                 

            

           

  

  

  

  

  

  
  

  
   

 



                
 

        
                  
         
           

              
     

                 
             

      

               
              

      

              
                

            

    

                
               
                

   

              
                  

                 

                
                

              
    

             
               
                

             
 

     

                 
                    

                   
                

 



        

                     
               

     

                
              

       

                    
                

          

   

                
               

         

                  
              

             
               

                
               

               
                

                
            

           
              

                
              

  

                 
        

             
                

   

 



         

               
                  

    

              
         

                 
             

              
 

   

                 
                    

                 
              

                
                
                 

                 
      

                  
           

                   
                

        

             
               

               
              

              
     

  

                  
             

                 
                  

           

 



 

            
           

       

                 
               

                   
 

   

               
                 

                
              

                
 

               
                

            

                 
              

                 
                  
     

               
             

           

                
             

                 
           

               
               

             
     

                
                  

             
 

               
             

 



  

               
               
              

               

                  
                 

             

                  
                  

            

  

               
               

        

                
            
                

               
       

                
               

             
          

            
    

                  
               

                
   

      

               
            

               
    

                 
               

        

 



            
              

                   
       

 

                 
                 
               

               
   

                 
               
             

  

                 
   

                     
                 
        

                 
         

        

               
                 

               
               

             

                  
                 

                
    

                  
             

                
         

 



  

             
                

         

               
               

   

            

               
                
               

 

                  
   

               

   

              
               

             
            

          

              
               

              
   

              
               
                 
                  

       

      

              
          

                  
               

              
                

       

 



              

                 
              

                
            

               
                

   

  

                  
                  

               
                 
                  

        

               
                  

                 
                

              
  

  

               
            

       

         

               
               
                 

               
              

       

              
              
                 
  

            
             

 



       

               
                  

                 
                 

              
       

                 
                 

                  
               

               
               

            

                
                

                
                

    

               
          

                
               

              

    

                
                 

               
                 

             

                  
                  

                
               

               

                
                   

                 
                   

        

                 
            

 



 

              
             

            
                

               
             

           

  

               
               

            
                
            

               
              

 

                 
  

              
              

               
            

  

               
              

                  
          

                   
               
  

              
                

               
                   

            

                    
               

                
          

 



  

                
               

 

                
         

                
                 

  

                 
                

                  
       

                
                  
                 

       

             
                

                 
                

           

                    
         

    

             
            

    

                
                

                
                
                  

     

               
                 

       

   

               
                 

 

 



                
                   
         

               
                 

 

  

                
             

                  
                  

                 
   

                    
               
 

  

                
               

      

                 
                

         

   

                 
                
                

                

             
        

     
     

            
       

   

               
               

            

 



                 
    

   

                 
             

           

               
              

                   
 

                
     

          
        
      

               
                

                
              

             
    

  

                  
             

              
        

                 
               

                
  

        
          
                  

  
                

 
                

         

                  
                

 



                 
           

               
               

    

                 
                   

                
                

 

               
           

              
               
      

               
               

       

          
 

                 
             

                 
               

          

     
  
  
   
  
      
    

                
                  
                

    

               
   

      
    
       
            

 



      
          
       
     
     
      
         
        
       
       
      
           
        
           
        
    

  

            

    
 

         

           

          

           

            
           

 

                  
                
              

  

                 
                  

               
 

                
             

              
 

                 
             

 



                
   

  

             
                 

                 
             

               
              

                
    

           
             

              
             

          

              
               

               
                 

               
            

      

          
              

             
              

         

       

  
  

  

   
   

  

   

   

  

   

  

  

     

   

 



   

                 
               

               
         

               
            

                
                  

               
               

               
                 

              
                

              
          

       

   
  
      
   

               
          

                  
                
               

               
              

                
      

            

   
    
    
  

    

               
            

         

 



              

 

              
                 

               
         

               
           

          

  

               
         

            
               

               
              

           
  

                
            

               
              

   

                
               

                 
               

                
             

            
              

 

        

            
             

       

           
            

             
                

          

 



          
           
           
              

            
  

             
    

              
   

  
           

           
 

              
            

   
         

    
                 

     

   
              

          
    

               
     

      
 

 
  
  
            

      
      

  
  
              

          
     

              
            

   
    

    

 


