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Morant v Ryan (State Coroner) 
[2023] QCA 109



Section 45(2) of the Coroners Act 2003 (Qld):
A coroner who is investigating a death or suspected death must, if 
possible, find—

(a) who the deceased person is; and

(b) how the person died; and

(c) when the person died; and

(d) where the person died, and in particular whether the person died in 
Queensland; and

(e) what caused the person to die.



Nash v State Coroner of New 
South Wales [2025] NSWSC 93



Section 85 of the Coroners Act 2009 (NSW): 
The Supreme Court may, on the application of the Minister or any other 
person, make an order that an inquest or inquiry that has been (or that 
has purportedly been) held be quashed and that a new inquest or inquiry 
be held if the Court is satisfied that it is necessary or desirable to do so in 
the interests of justice because of—
(a) fraud, or
(b) the rejection of evidence, or
(c) an irregularity of proceedings, or
(d) an insufficiency of inquiry, or
(e) the discovery of new evidence or facts, or
(f) any other reason.



Helmer v Coroners Court 
[2025] VSC 235



Gray J:

“[62] Because the responsibility for the investigation is the investigating coroner’s 
alone, it would be inappropriate for any person other than the coroner to dictate or 
attempt to dictate the steps to be taken (or not taken) in the course of a coronial 
investigation.

[63] An investigating coroner needs to remain independent, and be seen to be 
independent, of persons who are interested in the outcome, and this includes a senior 
next of kin or a person on whose request an investigation is commenced.

[64] That means that even a senior next of kin on whose request an investigation was 
commenced must be kept at a distance from the steps being taken in the 
investigation, and must not dictate those steps. It also means that it may be 
appropriate for a coroner not to disclose all information obtained during the 
investigation to such a person, and to conduct communications with third parties that 
are not revealed to such a person.”



Commissioner of Police, New South Wales Police 
Force v Attorney General of New South Wales 

[2025] NSWSC 1119



Section 23(1) of the Coroners Act 2009 (NSW):
A senior coroner has jurisdiction to hold an inquest concerning the death or suspected death of a person 
if it appears to the coroner that the person has died (or that there is reasonable cause to suspect that the 
person has died)—
(a) while in the custody of a police officer or in other lawful custody, or
(b) while escaping, or attempting to escape, from the custody of a police officer or other lawful custody, or
(c) as a result of police operations, or
(d) while in, or temporarily absent from, any of the following institutions or places of which the person was 
an inmate—

(i) a detention centre within the meaning of the Children (Detention Centres) Act 1987,
(ii) a correctional centre within the meaning of the Crimes (Administration of Sentences) Act 
1999,
(iii) a lock-up, or

(e) while proceeding to an institution or place referred to in paragraph (d), for the purpose of being 
admitted as an inmate of the institution or place and while in the company of a police officer or other 
official charged with the person’s care or custody.



Section 27(1)(b) of the Coroners Act 2009 (NSW):
(1) An inquest concerning the death or suspected death of a person 
is required to be held in any of the following circumstances—
…
(b) if the jurisdiction to hold the inquest arises under section 23



Section 81(1) of the Coroners Act 2009 (NSW):
(1) The coroner holding an inquest concerning the death or 
suspected death of a person must, at its conclusion or on its 
suspension, record in writing the coroner’s findings or, if there is a 
jury, the jury’s verdict, as to whether the person died and, if so—
(a) the person’s identity, and
(b) the date and place of the person’s death, and
(c) in the case of an inquest that is being concluded—the manner 
and cause of the person’s death.



Ss. 82(1) & (2) of the Coroners Act 2009 (NSW):
(1) A coroner (whether or not there is a jury) or a jury may make such 
recommendations as the coroner or jury considers necessary or 
desirable to make in relation to any matter connected with the death, 
suspected death, fire or explosion with which an inquest or inquiry is 
concerned.
(2) Without limiting subsection (1), the following are matters that can be 
the subject of a recommendation—
(a) public health and safety,
(b) that a matter be investigated or reviewed by a specified person or 
body.



McHugh JA:

“[122] Those words require a sufficient connection between the person’s death and 
the matters to be decided in the course of the inquest: the inquest must meet the 
description of an inquest concerning the death of the person. Whether a matter is 
within a coroner’s authority to decide thus involves a question of characterisation of 
the inquest. At some point the connection between the death the subject of the 
inquest and the matters a coroner proposes to pursue and decide, or has purported to 
decide, may become so tenuous or remote that, to that extent, the inquest can no 
longer be fairly characterised as “concerning the death … of [the] person”. The process 
of characterisation must be undertaken bearing in mind the nature and scope of the 
connections to the death contemplated by s 81(1) (in particular, as to “the manner 
and cause of” death) and s 82(1) (in particular, “any matter connected with the 
death”). The process of characterisation no doubt involves the application of common 
sense, but it does not involve a necessary test of causation.”



Q&A Session


	Slide 1
	Slide 2: Challenging coronial determinations: appeals, judicial review and shaping the anatomy of the coronial investigation. 
	Slide 3:  1. Morant v Ryan (State Coroner) [2023] QCA 109  2. Nash v State Coroner of New South Wales [2025] NSWSC 93  3. Helmer v Coroners Court [2025] VSC 235  4. Commissioner of Police, New South Wales Police Force v Attorney General of New South Wales
	Slide 4: Morant v Ryan (State Coroner) [2023] QCA 109 
	Slide 5: Section 45(2) of the Coroners Act 2003 (Qld): A coroner who is investigating a death or suspected death must, if possible, find—  (a) who the deceased person is; and  (b) how the person died; and  (c) when the person died; and  (d) where the pers
	Slide 6: Nash v State Coroner of New South Wales [2025] NSWSC 93 
	Slide 7
	Slide 8:  Helmer v Coroners Court  [2025] VSC 235 
	Slide 9
	Slide 10: Commissioner of Police, New South Wales Police Force v Attorney General of New South Wales [2025] NSWSC 1119 
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16

