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THE WORK EXPERIENCE OF A CORONER IN PAPUA NEW GUINEA 

Introduction

The work of a Coroner in Papua New Guinea is governed by the Coroners Act 1953. This Act was basically adopted at Independence in 1975 from the Victoria Act by virtue of the Laws and Adaptation Act Chapter 20. The coronial work has not been given prominence since independence, until recently due to laxity attitude by the administering agency. 

The Magisterial Service under the current regime has now taken the responsibility in ensuring that there is funding for the continuation of coronial work. The aspects of the Act have been covered by Mr. Kangwia, the city Coroner of Port Moresby, in his paper—“CORONIAL PROCEDURE IN PAPUA NEW GUINEA” at the last Australasia Coroners Society conference held in Port Moresby, PNG, in November 2006.

Although the Coroners Act has been in force since independence, very little has been done in terms of both full scale or formal and informal inquiries. There was no practice and procedure manual until it was developed in 2004 with the assistance of Coroners Court Adviser, Mr. Nick Raicevic, through AusAid funding. 

His paper “DEVELOPMENT AND PUBLICATION OF THE PAPUA NEW GUINEA CORONERS PRACTICE AND PROCEDURE MANUAL 2004”, which highlights the process involved was also presented in 2006 at the Australasia Coroners Society Inc conference in Port Moresby, PNG. The manual is the highlight of Coronial works in PNG since independence. Since then there has been a general trend of in inquests being conducted on the increase and gaining   momentum, especially formal inquiries.

This paper is focused more on practical experience aspect in some parts of Papua New Guinea, and some of the cases would be shared.

ADMINISTRATION

Coroners are appointed under Section 2 of the Act by the Judicial Legal Services Commission; (JLSC) A Coroner may only conduct an inquest in a specific Province or Provinces. However the same does not apply to District Officers who are Coroners by virtue of their offices under Section 3 of the Act. They have jurisdiction, powers, and authority as Coroners throughout the country. To my knowledge District Officers have not been exercising Coronial powers since Independence. Medical Practitioners may also perform the duties of a Coroner under Section 4 of the Act. 

This does not extend to a practitioner who attended to a person professionally at or immediately before his death, as he is not competent or compellable to hold an inquest on the deceased body. Again, to my knowledge Medical Practitioners have not exercised Coronial powers to date. The practice in Papua New Guinea is such that that only Magistrates of Magisterial Services Commission are actually performing the duties and functions of Coroners. Coronial work, apart from their core functions has become a part of Magistrates duties, after being appointed generally as Coroners through the Government Gazette No. G58 of 06th September 79.  

SOME REPORTED CASES

Currently, there is no nationwide database to ascertain the total number of reported coronial matters such as that of missing persons, fires and deaths reported annually to give an over view of the amount of work done in PNG. However, each Province has its own statistics. 

In this paper we will try to highlight some recent statistics of two provinces out of the twenty Provinces in Papua New Guinea. They are Eastern Highlands and Sandaun Provinces, where both of us worked. 

(a) Eastern highlands province. 

	Year
	Deaths
	Fire
	Missing Persons
	Number of Reports
	Actions Taken

	
	
	
	
	
	Informal
	Formal
	Complete
	Pending

	2004
	88
	1
	
	89
	85
	4
	4
	

	2005
	97
	
	
	97
	87
	8
	8
	2

	2006
	86
	
	
	86
	84
	6
	
	6

	2007
	57
	
	
	57
	57
	1
	
	1


(b) Sandaun Province

	Year
	Deaths
	Fire
	Missing Persons
	Number of Reports
	Actions Taken

	
	
	
	
	
	Informal
	Formal
	Complete
	Pending

	2004
	9
	Nil    
	Nil
	9
	8
	1
	9
	Nil

	2005
	11
	Nil
	1
	12
	11
	
	11
	1

	2006
	18
	1
	Nil
	19
	15
	Nil
	11
	4

	2007
	13
	Nil
	Nil
	13
	7
	Nil
	7
	6


The statistics show that very few reports are made to the Coroner’s office relating to fires and missing persons in these two provinces. This does not necessarily mean that there are lack of such incidents and accidents, but for reasons known to those interested persons, such tragic occurrences are not often reported.

Deaths are a common occurrence, which are reported. Some of those deaths occur in hospitals, road accidents, police brutality and shootings and death in institutions such as the Correctional Services, and natural deaths to name a few.

(a) 
A Case Example of Death in an Institution

An example of deaths in Correctional Services Institution is that of a death that occurred on 17th May 2006, at Bundaira jail outside Kainantu, in EHP, which was a subject of an inquiry. This was a case where the deceased was a state prisoner serving his final year, when he was brutally and unlawfully assaulted and died in the prison as a consequent to the beatings. At the time of the beatings there was a mass break of the prison and four prisoners escaped. The deceased was alleged to have attempted to escape.

Among other findings, the Coroner found that an Assistant Correctional Officer (ACO) inflicted several blows with a heavy stick on the deceased which caused an open wound on the right skull and caused it to fracture to branch out into four (4) segment cracks. 

Although the Coroner had powers under Section 19 of the Act to charge the implicated person for murder under Section 300 of the PNG Criminal Code Act, the Coroner declined and made recommendation to Police to lay charges accordingly.

The officer responsible has since been charged.

(b) 
A Case Example of Police Brutality.

This was a case of 2005 in Goroka, EHP. The deceased was out drinking beer and was returning home on foot. On his way through West Goroka shopping centre, he became a nuisance in tilting and disbursing debris from rubbish drums. Police on motorist patrol saw him and beat him up with hands and weapons. Thereafter when he was walking home, he was picked up by the same police patrol car, 10 meters from where he was a nuisance. On the following morning he was found dead in the hospital morgue. An inquest was conducted to ascertain as to when, how and the cause of the death, and to possibly identify who was involved in causing in the death. Among other findings, the Coroner found that the deceased died of respiratory arrest and internal bleeding, which was caused in the given circumstances, by the police beatings. No individual police personal were identified as witnesses who testified did not verify and identify those that were involved. 

The Coroner made a general recommendation that the state pays compensation to the relatives of the deceased. This was based on the facts that a state agency and a state issued vehicle were involved when the incident occurred. Police personnel were on official duty, although not in line within their lawful duty, were responsible for his death.

The recommendation, to my knowledge was complied by the state and its agency.

(c ) 
A Case Example of Motor Vehicle Accident.   

This case involves the deceased on the 21st of August 2006 in a car accident along the Highlands highway in Kainantu, EHP.

The deceased had been to a village rugby game and was returning home with others who had been spectators, en route the highway. Pedestrians, including the deceased, were walking on either sides of the road and the road kerbment when an ABCO COMPANY truck drove through. Due to pedestrians occupying both sides of the road and either kerbment, the truck took the centre of the road.

Although the deceased was on the road kerbment, the truck trailer, while negotiating a corner, somehow caught him by his “bilum” (string bag) slung around diagonally across his neck and shoulder and dragged him under the truck resulting in his head, skull and brain matter crushed and crumbled by the rear tyres of the truck.

 The Coroner found that there was no criminal intent on the part of the driver in running over the deceased. The pedestrians occupying both sides and shoulders of the road also attributed to the accident.

The Coroner among other recommendations referred the interested persons of the deceased to negotiate with the concerned trucking company for compensation.

CONCLUSION

Although incidents of natural and suspicious deaths are reported, of particular are those that occur in the Hospitals due to some professional mishaps, there are hindrances and obstacles to the work of the Coroner in the areas of modern facilities, logistics, technologies, and humane resources. We do not have facilities such as forensic laboratories where such is a part of a Coroners offices establishment. A Coroners work in Papua New Guinea is sometimes frustrated, as the office does not have its own independent investigators directly under the direction of the Coroner. Investigators of police are always relied on to compile files for the Coroner. Most often they are either too busy in their other duties or that they neglect to compile files for the Coroner despite being requested to do so. Despite those set backs coronial work is gaining momentum, at least in some provincial centres since the inception of the Coroners Manual in 2004.
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