
In Anglo-American legal systems, coroners
operate as an inquisitorial branch of the
judiciary, investigating the cause and cir-

cumstances of deaths reported to them.1,2 For
most of the deaths investigated, coroners’ find-
ings follow an administrative review of docu-
mentary evidence, including reports of post-
mortem examinations, police reports and
witness statements.2 However, a small selection
of cases proceed to an inquest — formal public
hearings in which witnesses testify and parties
connected to the death may retain lawyers.
Many inquests draw public attention and cover-
age by media.3 They are arguably the most visi-
ble aspect of the work of coroners.

For coroners in Australia, Canada, New
Zealand and many other countries in the Com-
monwealth, inquests are held for two main rea-
sons. Statutes governing coroners’ courts dictate
that inquests must be held in certain specified
circumstances (mandatory inquests). For cases
that fall outside the mandatory criteria, coroners
may choose to hold an inquest (discretionary
inquests). A great deal of variation in the rates of

inquests is evident between and within countries
(Table 1).1,4–6

The vetting process for determining which
cases are subject to a discretionary inquest is
invisible, but it may influence the public’s under-
standing of risks, fatal injuries and untimely
death. As such, profiling which cases are
selected for such inquests is valuable. Further-
more, because the investigations and recommen-
dations generated by inquests are the centrepiece
of the coroner’s role in preventing untimely
deaths, the vetting process can shape their contri-
bution to public health and safety.

We examined the characteristics of discre-
tionary inquests to determine whether these
cases differed systematically from those resolved
through administrative  investigations.

Methods

Setting
Coroners’ courts in Australia are state-based.
Reporting requirements vary slightly across the
six states and two territories. In general, a coro-

Factors predicting coroners’ decisions to hold discretionary
inquests

Simon J. Walter LLB BSc, Lyndal Bugeja PhD, Matthew J. Spittal PhD, David M. Studdert LLB ScD

Competing interests:
Lyndal Bugeja is employed
with the Coroners Court of
Victoria. No other
competing interests were
declared.

This article has been peer
reviewed.

Correspondence to: 
David Studdert,
d.studdert@unimelb.edu.au

CMAJ 2012. DOI:10.1503
/cmaj.110865

ResearchCMAJ

Background: Coroners in Australia, Canada,
New Zealand and other countries in the Com-
monwealth hold inquests into deaths in two
situations. Mandatory inquests are held when
statutory rules dictate they must be; discre-
tionary inquests are held based on the deci-
sions of individual coroners. Little is known as
to how and why coroners select particular
deaths for discretionary inquests.

Methods: We analyzed the deaths investi-
gated by Australian coroners for a period of
seven and one-half years in five jurisdictions.
We classified inquests as mandatory or discre-
tionary. After excluding mandatory inquests,
we used logistic regression analysis to identify
the factors associated with coroners’ decisions
to hold discretionary inquests.

Results: Of 20 379 reported deaths due to exter-
nal causes, 1252 (6.1%) proceeded to inquest.

Of these inquests, 490 (39.1%) were mandatory
and 696 (55.6%) were discretionary. In unad-
justed analyses, the rates of discretionary
inquests varied widely in terms of age of the
decedent and cause of death. In adjusted analy-
ses, the odds of discretionary inquests declined
with the age of the decedent; the odds were
highest for children (odds ratio [OR] 2.17, 95%
confidence interval [CI] 1.54–3.06) and lowest
for people aged 65 years and older (OR 0.38,
95% CI 0.28–0.51). Using poisoning as a refer-
ence cause of death, the odds of discretionary
inquests were highest for fatal complications of
medical care (OR 12.83, 95% CI 8.65–19.04) and
lowest for suicides (OR 0.44, 95% CI 0.30–0.65).

Interpretation: Deaths that coroners choose to
take to inquest differ systematically from those
they do not. Although this vetting pro cess is
invisible, it may influence the public’s under-
standing of safety risks, fatal injury and death.
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ner must be notified of a death if it was violent or
unexpected, if the identity of the decedent is not
known, or if the decedent was in the custody or
care of the state when he or she died.1,2,7

The governing legislation in all jurisdictions8–14

sets forth specific rules for mandatory inquests
and confers broad powers to hold discretionary
inquests. One exception is the Australian Capital
Territory (ACT),15 where mandatory inquests
dominate. The standard trigger for mandatory
inquests is a death that occurs in prison or police
custody, or while the decedent is in the care of the
state for reasons of serious mental or physical ill-
ness. The policy rationale for these statutory rules
is the serious concern automatically raised by
deaths under these  circumstances.1

By contrast, discretionary inquests are not
restricted to particular circumstances; they can
be held into any death (other than those meeting
the criteria for mandatory inquests) if a coroner
believes an inquest is desirable.8–14 With 18 000
reported deaths each year, Australian coroners
must be highly selective as to which are chosen
for discretionary inquests.

Data
Our primary source of data was the National
Coroners Information System (NCIS), an elec-
tronic system for data storage and retrieval con-
taining information on deaths investigated by

Australian coroners.16 The NCIS comprises a
standardized set of coded and free text fields,
including the text of the coroner’s findings.17 The
information comes directly from coroners’ courts
in each state and territory, which regularly upload
the relevant data from their own electronic case-
management systems.17 Examinations of the qual-
ity of the data in the NCIS suggest that it reliably
captures information on reportable deaths.18,19

This study was approved by the ethics com-
mittee at the Department of Justice, Victoria,
Australia.

Study sample
Coroners in all six Australian states and the two
territories have uploaded death reports to the
NCIS since July 1, 2000, with the exception of
Queensland, which began on Jan. 1, 2001.
Because investigations can take two or more
years to complete, we chose Dec. 31, 2007, as
our cut-off date for death reports.

Cases from the ACT and Western Australia
were excluded from our analyses. Coroners in
the ACT have limited discretion over whether to
hold inquests, and accessing identifying informa-
tion on Western Australian cases requires sepa-
rate ethics approval, which we did not seek. In
addition, two of the remaining states were miss-
ing data for several years, so these years were
excluded from our analyses (see Appendix 1,
available at www .cmaj .ca /lookup /suppl /doi :10
.1503 /cmaj .110865 /-/DC1). Our final dataset
included 20 379 deaths with external causes, taken
from reports to coroners covering 30.5 state-years
(Northern Territory 2000–2007, Queensland
2006–2007, South Australia 2002–2007, Tasmania
2000–2007 and Victoria 2000–2007).

Classification of inquests as mandatory
or discretionary
Although the focus of our study was discre-
tionary inquests, the NCIS does not record
whether inquests were mandatory or discre-
tionary. Two investigators (Simon Walter and
Lyndal Bugeja) reviewed the text of the findings
associated with all inquests in the sample to
determine which were mandatory. This determi-
nation was straightforward for some cases be -
cause coroners explicitly stated in their findings
what prompted the inquest (e.g., as required by
legislation or through exercise of their discre-
tion). For cases not including this information,
an inquest’s status as mandatory or discretionary
was determined by reviewing the circumstances
of the death in light of the jurisdiction’s rules
governing mandatory inquests. To test the relia-
bility of these judgments, a random subsample
of 65 inquests underwent blinded review by both
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Table 1: Rates of coroners’ inquests in selected jurisdictions of Australia, 
the United Kingdom, New Zealand, the Republic of Ireland and Canada* 

Jurisdiction and period 
Inquests per 1000 

reported deaths, no.  

Australia†   

 New South Wales 2000–2007 49 

 Victoria 2000–2007 45  

 Queensland 2001–2007 50 

 Western Australia 2000–2007 42  

United Kingdom  

 England and Wales 2000–20074 122  

 Scotland 2001‡ 5  

 Northern Ireland 2001 54 

New Zealand 2001 286  

Republic of Ireland 2001 185  

Canada  

 Ontario 2001 4  

 British Columbia 2002–20075,6 2  

*Unless otherwise stated, rates are adapted from data presented in the Luce report.1 
†Rates in all Australian jurisdictions calculated directly from data in the National Coroners 
Information System. 
‡Procurators Fiscal perform an analogous role to coroners in Scotland; according to the Luce 
report, the deaths reported to and investigated by them are “comparable to the range 
handled in many coronial systems.”1 

http://www.cmaj.ca/lookup/suppl/doi:10.1503/cmaj.110865/-/DC1
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reviewers. Interrater reliability was excellent
(94% agreement, κ = 0.88; 95% confidence
interval [CI] 0.76–0.99).

Predictors
We classified cause of death into nine categories,
adapted from those used in the NCIS: intentional
self-harm; transport-related; poisoning; drown-
ing, choking and suffocation; falls; assault;
comp lications of medical care; other; and not
known. Details of how these categories were cre-
ated are available in Appendix 1. We also
extracted the sex, age and marital and employ-
ment status of the decedent. In addition, we
thought that the socioeconomic status of the
decedent might affect the probability of a discre-
tionary inquest being held. Because the NCIS
does not include variables indicating socioeco-
nomic status, we merged our data with the
“socio economic indexes for areas” (SEIFA
scores) developed by the Australian Bureau of
Statistics, linking them to the residential postal
code of each decedent. SEIFA scores were then
converted to quintiles for analysis. Details of the
SEIFA measures are available in Appendix 1.

Statistical analysis
Removing mandatory inquests left a pool of
cases resolved by either discretionary inquest or

by administrative investigations. We calculated
counts and proportions for the variables of inter-
est. We also used univariable and multivariable
logistic regression analyses to identify significant
predictors of discretionary inquests. The depen-
dent variable in the regression analysis was
binary, distinguishing cases that went to discre-
tionary inquest from those that were resolved
with administrative investigations.

There were six independent variables in the
multivariable model: sex, age, marital status,
socioeconomic status, employment status and
cause of death, although employment status was
dropped from the final model owing to collinear-
ity with age and marital status. Our model also
controlled for jurisdiction (state or territory),
year and their interaction. Tests for goodness of
fit20 and outlier observations supported our
model’s validity.

Results

Characteristics of the sample
Among 20 379 deaths due to external causes,
1252 (6.1%) proceeded to inquest (Figure 1). Of
these inquests, 696 (55.6%) were held at the coro-
ner’s discretion, 490 (39.1%) were mandatory and
66 (5.3%) could not be classified because their
findings had not been uploaded to the NCIS.

Research

CMAJ 3

Reported deaths
 n = 61 274 

Excluded n = 40 895
• Deaths that could not be classified 

n = 1109 
•  Deaths from natural causes 

n = 39 786 

Deaths with external 
causes 

n = 20 379 

Excluded n = 1
• Case could not be classified 

Inquests
n = 1252

Discretionary inquests
n = 696

Excluded n = 556 
• Inquests that could not be classified 

n = 66 
• Mandatory inquests n = 490 

Administrative 
investigations 

n = 19 126 

Figure 1: Selection of cases for the study sample.



After eliminating mandatory inquests from
the sample, the dataset included 696 discre-
tionary inquests and 19 126 administrative inves-
tigations. Table 2 shows a breakdown of the
characteristics of the cases in each of these two
forms of investigation

Outcomes
In unadjusted analyses, age of the decedent and
cause of death were both strongly associated
with odds of inquest, but socioeconomic status
was not (Table 2).

In adjusted analyses, the odds of a discre-
tionary inquest decreased with age (Figure 2).
Compared with deaths of people aged 45–64
years, deaths of children (< 18 years of age) had

more than twice the odds of discretionary
inquest (OR 2.17, 95% CI 1.54–3.06), whereas
deaths of people aged 65 years or more had
much lower odds of discretionary inquest (OR
0.38, 95% CI 0.28–0.51). Compared with death
by poisoning, suicides (OR 0.44, 95% CI 0.30–
0.65) and falls (OR 0.92, 95% CI 0.44–1.90) had
lower odds of discretionary inquest; deaths that
were the result of complications during medical
care (OR 12.83, 95% CI 8.65–19.04), drowning,
choking or suffocation (OR 5.12, 95% CI 3.56–
7.39), and transport accidents (OR 2.41, 95% CI
1.75–3.33) had much higher odds.

Several other variables in the model had
smaller but still significant associations. The
odds that deaths of women would proceed to dis-
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Table 2: Characteristics of the decedents included in the study sample by type of investigation into the 
death and the odds that the case would be sent to a discretionary inquest (part 1 of 2) 

Characteristic 

Discretionary 
inquests, no. (%) 

(n = 696) 

Administrative 
investigations,  

no. (%)* 
(n = 19 126) 

Unadjusted  
OR (95% CI) 

Decedent        

Sex       

 Male (reference) 463 (66.5) 13 813 (72.2) 1.00 

 Female 233 (33.5)   5 311 (27.8) 1.31 (1.11–1.54) 

Age, yr       

 45–64 (reference) 166 (23.9)   4 750 (24.8) 1.00 

 < 18 134 (19.3)   1 077   (5.6) 3.56 (2.81–4.51) 

 18–44 315 (45.3)   9 144 (47.8) 0.99 (0.81–1.19) 

 ≥ 65 81 (11.6)   4 152 (21.7) 0.56 (0.43–0.73) 

Marital status       

 Divorced or separated 
(reference) 23 (3.3)   1 699   (8.9) 1.00 

 Married† 268 (38.5)   6 254 (32.7) 3.17 (2.06–4.86) 

 Never married 221 (31.8)   3 288 (17.2) 4.97 (3.22–7.66) 

 Widowed 10   (1.4)      466   (2.4) 1.59 (0.75–3.35) 

 Not known 174 (25.0)   7 419 (38.8) 1.73 (1.12–2.68) 

Employment status       

 Employed (reference) 258 (37.1)   6 583 (34.4) 1.00 

 Retired/pensioner 127 (18.2)   5 534 (28.9) 0.59 (0.47–0.73) 

 Unemployed 92 (13.2)   2 909 (15.2) 0.81 (0.63–1.03) 

 Student 86 (12.4)      982   (5.1) 2.23 (1.73–2.88) 

 Other 30   (4.3)      521   (2.7) 1.47 (1.00–2.17) 

 Child not at school 45   (6.5)      331   (1.7) 3.47 (2.48–4.85) 

 Not known 58   (8.3)   2 266 (11.8) 0.65 (0.49–0.87) 

Socioeconomic status, quintile‡       

 1 (poorest) (reference) 137 (19.7)   3 712 (19.4) 1.00 

 2 108 (15.5)   2 937 (15.4) 1.00 (0.77–1.29) 

 3 137 (19.7)   3 062 (16.0) 1.21 (0.95–1.54) 

 4 173 (24.9)   4 782 (25.0) 0.98 (0.78–1.23) 



cretionary inquests were slightly higher than
those for deaths of men (OR 1.19, 95% CI 1.00–
1.41). Compared with people who were divorced
or separated, the odds of a discretionary inquest
were higher if the decedent was married (OR
2.14, 95% CI 1.38–3.32) or had never married
(OR 1.78, 95% CI 1.10–2.87). None of the quin-
tiles of socioeconomic status was a significant pre-
dictor of discretionary inquests (Appendix 2, avail-
able at www .cmaj .ca /lookup /suppl /doi :10 .1503
/cmaj .110865 /-/DC1).

Sensitivity analyses
We assessed the robustness of our findings in
three ways. First, we included deaths by natural
causes in the multivariable model (coded into a

new and separate category for the variable
“cause of death”). Second, to test whether Victo-
ria, the jurisdiction with the highest number of
cases, determined our results, we re-estimated
the multivariable model within each jurisdiction.
Neither of these alterations resulted in substan-
tial changes to our main results.

Third, to test whether our findings may have
been influenced by the clustering of cases among
certain coroners who had preferences for or
against inquests, we used a conditional logistic
regression model on a subsample of cases
(deaths from Victoria, 2000–2005), conditioning
on the coroner responsible. This alternative ana-
lytical approach had minimal effect on the main
findings, indicating that a “coroner effect” was
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Table 2: Characteristics of the decedents included in the study sample by type of investigation into the 
death and the odds that the case would be sent to a discretionary inquest (part 2 of 2) 

Characteristic 

Discretionary 
inquests, no. (%) 

(n = 696) 

Administrative 
investigations,  

no. (%)* 
(n = 19 126) 

Unadjusted  
OR (95% CI) 

Socioeconomic status, quintile‡       

 5 (richest) 118 (17.0)   4 202 (22.0) 0.76 (0.59–0.98) 

Cause of death       

 Poisoning (reference) 47   (6.8)   2 348 (12.3) 1.00 

 Intentional self-harm 61   (8.8)   6 822 (35.7) 0.45 (0.30–0.66) 

 Transport 266 (38.2)   4 779 (25.0) 2.78 (2.03–3.81) 

 Drowning, choking, 
suffocation 107 (15.4)      939   (4.9) 5.69 (4.01–8.09) 

 Falls 9   (1.3)      895   (4.7) 0.50 (0.25–1.03) 

 Assault 12   (1.7)      615   (3.2) 0.97 (0.51–1.85) 

 Complications of medical 
care 86 (12.4)      434   (2.3) 9.90 (6.84–14.33) 

 Other 85 (12.2)   1 604   (8.4) 2.65 (1.84–3.80) 

 Not known 23   (3.3)      690   (3.6) 1.67 (1.00–2.76) 

Investigation       

Year of notification       

 2000/01 (reference) 133 (19.1) 2726 (14.3) 1.00 

 2002/03 197 (28.3) 4520 (23.6) 0.89 (0.71–1.12) 

 2004/05 188 (27.0) 4890 (25.6) 0.79 (0.63–0.99) 

 2006/07 178 (25.6) 6990 (36.5) 0.52 (0.42–0.66) 

Jurisdiction       

 Victoria (reference) 470 (67.5) 10 984 (57.4) 1.00 

 South Australia 72 (10.3) 3193 (16.7) 0.53 (0.41–0.68) 

 Queensland 50   (7.2) 2400 (12.5) 0.49 (0.36–0.65) 

 Tasmania 51   (7.3) 1472   (7.7) 0.81 (0.60–1.09) 

 Northern Territory 53   (7.6) 1077   (5.6) 1.15 (0.86–1.54) 

Note: CI = confidence interval, OR = odds ratio 
*Excludes two cases in which sex was not known and three cases in which age was not known. 
†Includes de facto relationships (e.g., common-law marriages).  
‡Excludes 454 cases (23 inquests and 431 administrative investigations) in which socioeconomic status could not be imputed. 

http://www.cmaj.ca/lookup/suppl/doi:10.1503/cmaj.110865/-/DC1
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unlikely to explain the pattern of inquests we
saw. This result resonates with anecdotal reports
from several of the jurisdictions we studied that
suggested the decisions about which cases to
take to inquest and which coroners will preside
over those inquests are frequently made collabo-
ratively, at the court level, rather than by individ-
ual coroners acting independently.

Further details of our sensitivity analyses are
available in Appendix 1.

Interpretation

Main findings
Based on this analysis of a large sample of cases
from five Australian jurisdictions spanning seven
and one-half years, we found that about 1 in 20
deaths went to inquest. Most of these inquests
(55.6%) were held at the coroner’s discretion.
Coroners were disproportionately likely to hold
inquests for deaths involving children, deaths
due to medical complications and deaths result-
ing from transport accidents. However, coroners
were disproportionately unlikely to hold inquests
for deaths due to suicide and deaths among the
elderly (≥ 65 years of age).

Comparison with other studies
Although Anglo-American justice systems prize
transparency and openness, the process of inves-

tigating deaths remains opaque to the general
public,1,2,21 with one exception: inquests. Inquests,
and the publicity surrounding them,3 shape pub-
lic knowledge and understanding of death, par-
ticularly how and why unnatural deaths occur.
The entire picture is framed, however, by choices
made behind the scenes as to which deaths
should proceed to inquest. Our analysis shows
that those choices tend to emphasize certain
types of death and de-emphasize others.

The paucity of research examining how
coroners function and make decisions may
result from the absence of suitable sources of
data, the lack of a public health tradition in
most coroners courts, and the traditional focus
of courts and legal scholars on case-by-case
analyses, as opposed to empirical studies at the
population level.22

What explains the significant associations we
found between the characteristics of cases and
discretionary inquests? Considered as a group,
the positive and negative predictors suggest three
considerations may factor heavily in coroners’
decisions about whether to take a case to inquest:
preventability of the death, aberrance and the
preferences of the decedent’s family.

Australian coroners, like their Canadian coun-
terparts, have the power to make recommenda-
tions to improve public health and safety, and
inquests are the standard springboard for such
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Age, yr*
< 18

18–44

 ≥ 65

Cause of death†
Intentional self-harm

Fall

Assault

Not known

Transport

Other
Drowning, choking, 
suffocation
Complication during
medical care

0.25 0.50 1.00 2.00 4.00 8.00 16.00 32.00

OR (95% CI)

Decreased
odds of inquest

Increased
odds of inquestCharacteristic

Figure 2: Factors predicting coroners’ decisions to hold discretionary inquests. The multivariable logistic
regression model was adjusted for jurisdiction, year and their interaction, as well as the sex, socioeconomic
status and marital status of the decedent. CI = confidence interval, OR = odds ratio. *Compared with refer-
ence group (people aged 45–54 yr). †Compared with reference group (deaths by poisoning).
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recommendations. Consequently, in choosing
cases for inquests, coroners may also be choos-
ing opportunities to make recommendations for
prevention. This makes perceived preventability
an important consideration.

It is plausible that deaths due to transport
crashes and drowning — two external causes of
death that were strong predictors of discre-
tionary inquests in our sample — would rank
highly in any hierarchy of perceived pre-
ventability.23,24 The events that lead to such
deaths are often observable and amenable to
causal analysis. In addition, there is a solid base
of evidence from research on preventing injuries
from which coroners can draw when formulat-
ing their findings and recommendations. In con-
trast, suicide, the cause of death least likely to
proceed to discretionary inquest, may be per-
ceived as a much more challenging target for
prevention. The causal chain can be difficult to
unravel, complex questions concerning access to
mental health services may arise and, unfortu-
nately, suicide research has yielded few effective
prevention strategies.

Aberrance refers to deaths that exceed the
bounds of reasonable expectations and are
deeply shocking — not only to the friends and
family of the decedent, but to the wider commu-
nity. Deaths resulting from complications during
medical care, which had the highest rates of dis-
cretionary inquest, often fit this description.
These deaths occur under circumstances in
which families expect loved ones to be helped,
rather than harmed. Similarly, deaths among
children and young people, which also had high
rates of discretionary inquest, are considered par-
ticularly tragic, and the impetus to hold inquests
for these deaths may be considerable. In such
cases, inquests can provide families with the
opportunity to receive explanations for what hap-
pened and may be seen as an act of closure.

In deciding whether to hold an inquest, Aus-
tralian coroners typically consult with family
members to learn their wishes. For some types
of death, such as suicide (a negative predictor in
our model), families may prefer to avoid the
public attention that inquests provoke. For other
types of death, families may wish to highlight
the event. Previous research shows that families
who experience the serious medical injury of a
loved one are often motivated to pursue
medicolegal action by a desire to understand
what happened and ensure it does not happen to
anyone else.25,26

An alternative explanation for our findings is
that coroners’ courts may use internal rules or
guidelines in assessing cases that are candidates
for inquest; if this happened, the patterns of

inquest we saw may simply reflect the content of
such decision-making tools. Based on the
inquiries made in the five jurisdictions included
in our analyses, we determined that two use
internal guidelines. However, a review of these
guidelines shows that they are nonprescriptive;
they mention only general factors to consider in
selecting cases for inquest, such as the existence
of substantial factual uncertainties or concerns
for public health and safety.27,28 As such, the
guidelines could not plausibly constrain coro-
ners’ discretion to an extent that would explain
our findings. Nonetheless, these types of guide-
lines are not formally published, so it is possible
that other jurisdictions may have used them at
some stage and not reported doing so.

Limitations
Our study had several limitations. We had to
exclude data from several years for two states.
In addition, our findings may not be generaliz-
able to Australian jurisdictions not included in
our sample, nor to other countries. The wide
international variation evident in inquest rates
(Table 1) raises further questions as to general-
izability because it suggests substantially differ-
ent statutory rules and discretionary choices
across  countries. 

A further limitation is the crudeness of the
SEIFA measure of socioeconomic status owing
to its area-level derivation.

Finally, the covariates available for analysis
are limited and, as our earlier discussion sug-
gests, are best interpreted as markers for consid-
erations that drive coroners’ decision-making
about selecting cases for inquest. Ideally, this
type of analysis would directly test characteris-
tics such as preventability and aberrance, but
these concepts are difficult to define and would
be hard to measure at the caseload level.

Conclusion
The public’s knowledge of what coroners do,
and the crux of coroners’ contributions to
advancing public health and safety, comes from
inquests. Therefore, understanding which types
of deaths proceed to inquest is pivotal to under-
standing how coroners function. We found clear
evidence of selection effects. Further research is
needed to investigate whether similar patterns
exist outside of Australia. The implications of
emphasizing certain types of deaths through
inquests, and de-emphasizing others, should also
be assessed. As governments around the world
look to coroners to function as proactive agents
of public health, not merely as passive investiga-
tors of death,1,27,29 there is a growing need to
demystify coroners’ functions.
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