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communities must be handled sensitively and must be specific to the needs of those 
communities. Importantly, the views of young people must be heard and their input included in 
any strategies to deal with the problem. The Victorian report recommends a national response, 
headed up by a national steering coordinating committee, to coordinate prevention and 
treatment policy activities. I agree with this proposal. But because substance abuse requires 
urgent attention at a local level in every state, coordinating efforts like the partnerships in 
Townsville are paramount. 

We would agree that substance abuse should not be criminalised, but I suggest that we need 
to be firmer in apprehending and detaining young people under the influence of a substance. I 
have spoken in this place previously on the same issue of compulsion with respect to public 
drunkenness. When will we be realistic and put welfare above rights? Police should be able to 
seize any intoxicant or volatile substance product from a child who is consuming, about to 
consume or suspected of consuming and so on. These children are frequently young, sometimes 
homeless, dysfunctional and violent. 

In Townsville, many responsible retailers have sale restrictions, for which they are to be 
commended, but it is very difficult to mandate purely because a new substance will always be 
found to replace the banned or restricted intoxicant. A national approach and further research is 
very much needed in this area. Because so many communities are trying to address this problem, 
I feel that a state coordinating committee on volatile substance abuse needs to be established. In 
talking to young sniffers, reading reports and participating at the local coordinating group, I have 
gained a pretty good insight into the attractions of substances and their devastation. I show 
members a picture of Sophie, who is 15. She says that chroming is like 1,000 heroin rushes. For 
Michael, who is also 15, it gets rid of boredom, and time disappears. What seems like 15 minutes 
turns out to be half a day. I have a number of other cases as well. 

I will finish by saying that data illustrating the extent of the problem is hard to come by, 
although international data is emerging. The magnitude and prevalence of volatile substance 
abuse is not insignificant and in Australia I think only two national studies have been conducted 
about mortality rates. Locally, we know that chronic users lead marginalised and destructive lives, 
engage in violent acts and commit crimes including victimising others and offending. Perhaps 
assisting police with legislative change may go a long way to addressing the issue, and certainly 
children should be protected as should the community. 

A program of detox and rehab must occur before we can address the wider issue, that is, the 
causes. This requires the will of all levels of government working closely with the community. 
Logical consequences of an act and accepting responsibility for one act, or lack of responsibility, 
must be placed firmly on the agenda—not blame and ignorance. The welfare of our young people 
is critical, so let us get back to basics and use a little sense—remove, regulate, supervise and, 
above all, see it as a range of problems. 

CORONERS BILL 

Hon. R. J. WELFORD (Everton—ALP) (Attorney-General and Minister for Justice) (12.30 p.m.), 
by leave, without notice: I move— 

That leave be granted to bring in a bill for an act to provide for a coronial system, and for other purposes. 

Motion agreed to. 

First Reading 

Bill and explanatory notes presented and bill, on motion of Mr Welford, read a first time. 

Second Reading 

Hon. R. J. WELFORD (Everton—ALP) (Attorney-General and Minister for Justice) (12.31 p.m.): I 
move— 

That the bill be now read a second time. 

Today is an historic day for Queensland's coronial system. The Coroners Bill 2002 represents a 
major overhaul of Queensland's coronial system, with a stronger emphasis on preventing deaths 
and a more sensitive and compassionate approach to families. For the first time, Queensland will 
have a coordinated, standardised and accountable system overseen by a state coroner. There 
will be a focus on identifying emerging patterns and all our coroners will have powers to 
recommend changes to prevent future deaths. We have designed the new coronial system to be 
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far more sensitive and compassionate towards families. There will be improved information and 
support, a greater sensitivity to different cultures and beliefs, and families will be given greater access 
to coronial documents during investigations. Nearly 3,000 deaths a year are reported to coroners 
throughout the state requiring some level of investigation. An effective and efficient coronial system 
can play a valuable role in preventing future deaths. 

Queensland is a decentralised state and to have an effective coronial system we must have 
coroners located throughout the state. Therefore, the bill continues the current provision that every 
magistrate is also a coroner. At the same time, the Coroner's Bill 2002 will create, for the first time 
in Queensland, the position of State Coroner, who will ensure the coronial system operates 
efficiently and that reportable deaths are investigated to the appropriate extent. The State Coroner 
will be the central point to facilitate Queensland's ongoing participation in the national coronial 
information system. To ensure administrative consistency and best practice the State Coroner 
may issue guidelines about how coroners perform their functions in relation to investigations 
generally. These guidelines must have regard to the recommendations of the Royal Commission 
into Aboriginal Deaths in Custody and must be issued about— 

the investigation of deaths in custody; 

investigations of deaths involving human remains found in suspected traditional burial sites; 
and 

the doctors who are approved to conduct autopsies. 

The State Coroner will have to provide an annual report to me about the operation of the act. 

The bill modernises the categories of deaths that have to be reported. In particular, it provides 
that 'deaths in care' and 'deaths in custody' have to be reported to a coroner. Both these terms are 
comprehensively defined in the bill. All deaths in custody have to be investigated by either the 
State Coroner or Deputy State Coroner in accordance with the recommendations of the Royal 
Commission into Aboriginal Deaths in Custody. There must also be an inquest. The reason for 
defining 'death in care' in the bill is to give certainty to whom it applies. 

The bill also provides guidance for circumstances where a Queenslander dies interstate or 
overseas. A Queensland coroner would not investigate such a death if the death has been 
reported to a coroner in that place, or a cause of death certificate is issued. This ensures the 
coronial system does not duplicate investigations and that families do not have to suffer further 
distress. However, there is a safeguard that provides a power for the Attorney-General to order a 
coroner to investigate such a death occurring overseas or interstate. 

The bill enhances the investigation powers of coroners. It also amends the Police Powers and 
Responsibilities act 2000 to allow the coroner to issue a search warrant, and to provide the police 
with search powers under the warrant. It provides an additional entry power to police on suspicion 
of death or injury. Under the bill, coroners and police can require people to give them information 
relevant to an investigation prior to an inquest. People do not have to give this information if they 
have a reasonable excuse, which includes the possibility they could incriminate themselves. I seek 
leave to incorporate the remainder of my second reading speech in Hansard. 

Leave granted. 

The bill acknowledges the importance of autopsies in the coronial investigation process. 

A coroner who is investigating a death must order an autopsy except in circumstances outlined in the bill. 

Before making an order for an autopsy requiring an internal examination of a body, the coroner must consider 
whether this may cause distress to a deceased person's family because of cultural traditions or spiritual beliefs. 

The coroner must also take into account any particular concerns raised by a family member or other person with a sufficient 
interest. 

Mr Speaker, it is important there is communication with families about the autopsy process and whether it has been 
necessary to remove an organ for testing. 

If an organ is removed during the autopsy, the coroner must be informed prior to authorising release of the body. 

The coroner can then order the release of the body without the organ if he or she is satisfied that: 

1 if practicable, a family member has been informed of the removal of the organ; and 

2 the retention is necessary for the investigation of the death—despite any concerns that have been raised with the coroner 
about the retention. 

Coroners will be required to review at 6 monthly periods the retention of organs kept at autopsy. 

An organ can be returned to family members if they want it after a coroner has determined it is not required to be 
kept. 

Mr Speaker, in some cases it may be appropriate for the investigation of a death to culminate in an inquest. 

The bill sets out what the coroner may consider in deciding whether or not to hold an inquest. 
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This includes the wishes of any family member, the prevention of further deaths and any guidelines issued by the 
state coroner. 

There must be an inquest if: 

1 the death is a death in custody 
2 the death is a death in care and there are issues about the deceased person's care 
3 the State Coroner orders it; 
4 the Attorney-General orders it or 
5 the District Court orders it. 

An application can be made to the coroner for an inquest to be held. 

If the application is refused by the coroner, there is a right to have the application heard by the State Coroner and then the 
District Court. 

Mr Speaker, the bill also addresses the powers of the Coroners Court. It gives the court the ability to require a person to give 
evidence, even if that evidence would tend to incriminate the person. 

Such a power may be needed in certain cases so the Coroners Court can find out what really happened to cause the death and 
make meaningful recommendations to prevent it happening again. 

This power can only be exercised at an inquest and not in the pre-inquest coronial investigations. 

There are safeguards regarding the subsequent admissibility of evidence given under this power, namely that the 
evidence is not admissible against the witness in any other proceeding, other than a proceeding for perjury. 

Any information, document or other evidence obtained as a direct or indirect result of the evidence given by the witness cannot 
be used against the witness in any criminal proceeding. 

Consistent with interstate trends, coroners will not have to consider whether a person has to be committed for trial. This will 

enable the coroner to concentrate on finding out how the death occurred. 

There will be an obligation for coroners to give information to the relevant prosecuting authority if the coroner believes that an 
offence has been committed. 

The coroner can also pass on information to any relevant professional disciplinary body and the Crime and Misconduct 
Commission. 

Coroners will be able to comment on anything connected with a death investigated at an inquest that relates to public health or 
safety, the administration of justice or ways of future prevention. 

If these comments impact on the operation of a government agency, the coroner will forward them to the 
appropriate minister and chief executive. 

This is a compulsory requirement in relation to deaths in custody and deaths in care. The Attorney-General also gets a copy in 
these cases. 

The State Coroner's annual report must contain a summary of each 'death in custody' investigation and a summary of any other 
investigation that the State Coroner believes should be brought to the Attorney-General's attention. 

Mr Speaker, we recognise the stress caused to families by lengthy coronial investigations and we realise the 
importance of the family being able to access information quickly. 

The bill allows for family members and other persons with a sufficient interest to access investigation documents about a death 
directly from the coroner. 

For public interest reasons and for the protection of people's privacy, there are safeguards to ensure information is 
not released inappropriately, such as any information which may prejudice a police murder investigation. 

The coroner will not release information about the personal affairs of people, such as information about a person's medical 
history, unless it is essential to the investigation. 

Mr Speaker, it is now almost 50 years since the current legislation was introduced into this parliament. 

This new bill provides for a single point of accountability and central coordination for the Queensland coronial system by 
establishing the State Coroner. 

It will provide coroners and police with the powers needed to do their job properly. 

This bill will herald a much-needed change which will maintain and guarantee a coronial system that is efficient, effective, 
responsive and compassionate. 

I commend the bill to the House. 

Debate, on motion of Mr Lingard, adjourned. 

CREMATIONS BILL 

Hon. R. J. WELFORD (Everton—ALP) (Attorney-General and Minister for Justice) (12.35 p.m.), 
by leave, without notice: I move— 

That leave be granted to bring in a bill for an act to regulate the process of cremating human remains. 

Motion agreed to. 

First Reading 

Bill and explanatory notes presented and bill, on motion of Mr Welford, read a first time. 


