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The year
review
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From the Acting State Coroner

| am pleased to present the 2018—19 Annual Report on the operations of the

Coroners Court of Victoria.

The Court plays a unique and important role in
Victoria’s judicial system. Each year we actively
investigate over 6500 deaths to establish facts — who,

how and the circumstances in which someone has died.

In doing so, we ask if the event was preventable and
whether it reveals systemic issues, to help protect the
Victorian community. Indeed, it has often been said that
we speak for the dead to protect the living.

At the heart of each investigation is a family who has
lost a loved one. The Court recognises that the loss of
a loved one is very difficult, especially when the death
is sudden and unexpected. We are very conscious that
the reporting of a death to the coroner is an external
intervention into family life at what is a deeply private
time of loss. With this understanding, we continue to
work towards delivering the best service we can to
families and the Victorian public.

This year the Court focused on enhancing
communication and support — to ensure those who
come into contact with our jurisdiction have the
information and resources they need to make important
decisions and actively participate in the coronial process.

This has included the introduction of the Court’s

first Pro Bono Scheme, supported by the Victoria

Bar. Through the scheme families can access the
advice of counsel on matters early in an investigation,
empowering them with an understanding of the
decisions they may need to make regarding next of kin
or an autopsy.

We also launched a new user-focused website, with
accessible, clear content and navigation designed to
quickly and easily guide various court users — including
families, witnesses and medical professionals — to the
information they require.

The year in review
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In March 2019, a Koori Family Engagement Coordinator
was appointed to better serve Aboriginal and Torres
Strait Islander families involved in coronial investigations.
Developed in consultation with the Aboriginal Justice
Caucus and Aboriginal and Torres Strait Islander
community groups, the role provides a range of services
to support families and ensure culturally safe practices
are embedded within Court processes. This role includes
incorporating Sorry Business practices throughout
coronial investigations and coordinating smoking
ceremonies and Welcomes to Country during inquests.

This has been welcomed by Aboriginal and Torres
Strait Islander communities and the Court will continue
to implement and expand services to make sure the
jurisdiction recognises and respects their cultural
traditions and needs.

Throughout 2018—19, the Court has also sought to
improve awareness and understanding of the coronial
jurisdiction amongst the broader community. In
collaboration with the Victorian Institute of Forensic
Medicine (VIFM), we produced a web series that
provides insight into the day-to-day work of coroners
and pathologists in an accessible and modern way. The
great strength of the legal model of death investigation
is its close intersection with science and forensic
medicine. The series will launch in November 2019 and
help the community to understand our role and thus
build confidence in the coronial system.

Given the focus of our work, we continue to take
steps to support the health and wellbeing of coroners
and staff.

| extend my thanks to State Coroner Judge Sara
Hinchey for her leadership of the Court. | also
acknowledge Deputy State Coroner lain West and
Coroner Peter White, both of whom retired this year
and thank them for their many years of service to the
Court and to the Victorian community.
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“Throughout 2018-19,
the Court has also
sought to improve
awareness and
understanding of the
coronial jurisdiction
amongst the broader
community.”

| thank and acknowledge our colleagues at VIFM. |
also acknowledge the significant support the Court
receives from Victoria Police through the Police
Coronial Support Unit, and | thank the volunteers from
Court Network who provide support for families and
court users.

| thank our interim CEO, Clare Morton and welcome
and acknowledge the leadership of our current CEO
Carolyn Gale. To all the staff, | thank you for your
commitment and professionalism throughout the year.

Finally, | thank my coronial colleagues for their support,
and acknowledge their enduring passion for the
important role of our Court, as together we honour the
privilege of bearing witness.

Caitlin English
Acting State Coroner




From the CEO

| joined the Court as the ongoing Chief Executive Officer in February 2019. Firstly, |
would like to extend my thanks to interim CEO Clare Morton, who oversaw the Court for
much of the reporting period and set the Court on a new and positive trajectory.

It is an honour to join this fascinating jurisdiction.
Some might imagine that given the difficult

issues and cases we investigate, the Court is a
sombre place to work. | have found it to be quite
the opposite — the focus on supporting families
and preventing deaths gives the workplace a
meaningful and positive drive. This is evident in the
dedicated and skilled coroners and staff that show
such commitment and passion in their work.

During the 2018-19 financial year there have been
plenty of achievements at the Court.

The Court is committed to valuing and respecting
Victoria’s culturally diverse community. For the

first time the Court introduced several initiatives to
improve outcomes for the Aboriginal and Torres
Strait Islander community in the coronial jurisdiction.
To make the Court a safer place, the Court has
introduced smoking ceremonies and Welcomes to
Country at the commencement of hearings. And a
dedicated Koori Family Engagement Coordinator
was appointed to provide support to families
throughout investigations. Our coroners and staff
also participated in Sorry Business training to ensure
they have the cultural information required to assist
with the coronial process and support families.

This is important work. Reforms that make the Court a

safer, better understood and more welcoming place
for Aboriginal and Torres Strait Islander families are
overdue and it is terrific to see this beginning.

For all families, involvement with the Court is not
something they have anticipated. How we make
our involvement with families the best it can be

is both our challenge and our responsibility. We
must always strive to be better. This year we have
designed a family survey to find out about their
experiences, what we do well and how we can
improve. As far as we can determine this is a first
for an Australian coronial jurisdiction. The survey
will commence in 2019-20 and the findings will
inform how we better meet the needs of families at
perhaps the most difficult time in their lives.

The work of the Court is highly collaborative

and strong relationships with our partners and
stakeholders are essential. This year the Court

set out to understand how our many partner
agencies view the Court and its functions.
Improving awareness of the work of the jurisdiction
and ongoing education tailored to the needs of
particular stakeholders such as hospitals, legal firms
and funeral services were key findings. We also
identified significant opportunities afforded by our
unique and rich data holdings for more research
partnerships focused on prevention opportunities.
These findings will be a key platform for the work of
the Court in 2019-20.

The year in review
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This yegr the Court has also invgsted inan “Reforms that make
expansion of health and wellbeing programs. The

Court investigates more than 6500 deaths annually the Court a safer,

and mo;t staff and all corone'rs are exppsed to' better understood and
the details of these cases daily. Protecting against .

the cumulative impacts of vicarious trauma and more welcoming place

responding quickly and effectively to distressing
circumstances is critical to the safety and wellbeing

for Aboriginal and

of coroners and staff. Court initiatives have included Torres Strait Islander
mandatory regular debriefings and counselling ore

for all staff and coroners; staff training in mental families are overdue
health first aid; a staff led redesign of the working and it iS terrific to see
environment to increase workstations and breakout . . .

areas and incorporate ergonomic furniture; and the this beglnnlng.”

introduction of a Court (therapy) dog program.

Ensuring the Court is modern and meets current

and emerging needs of all its users is vital. During | would also like to express my appreciation to
2018-19, the Court accessed additional funding former Acting State Coroner lain West for his
streams for the first time to commence a digital support, wise counsel and invaluable introduction
transformation program, implement a suite of in-court to the Court. And finally, | would like to sincerely
technology upgrades, and make improvements to thank Acting State Coroner Caitlin English for her
the Court’s working space. Each of these initiatives inspirational guidance, enthusiasm and support in
will form the basis of a digital future and position the my role as new CEO.

Court to deliver more efficient, accessible, state of
the art services to the Victorian community.

In closing | would like to extend my thanks to all A s i

the coroners and staff for their professionalism and

dedication, and to our key partner agencies; the

Victorian Institute of Forensic Medicine, Victoria Carolyn Gale

Police and our Court Network volunteers for their Chief Executive Officer
ongoing support and service.
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The
coroners

Coroners are independent judicial officers appointed by the Governor
in Council at the recommendation of the Attorney-General.

In Victoria, all coroners are either magistrates or directly appointed under the Coroners
Act 2008 (the Coroners Act). To be directly appointed, a coroner must be an Australian
lawyer who has been practising for at least five years.

During the 2018-19 reporting year, the Coroners Court of Victoria farewelled at retirement
age Deputy State Coroner lain West and Coroner Peter White.

State Coroner Judge Sara Hinchey commenced a leave of absence in August 2018. As
at 30 June 2019, the Court’s 11 coroners are led by Acting State Coroner Caitlin English.

State Coroner

Judge Sara Hinchey — BSc LLB

Prior to her appointment as a County Court Judge in May 2015, Her Honour had
extensive experience as a barrister, appearing in numerous high-profile inquests, as
well as maintaining a broad-ranging practice including commercial law, occupational
health and safety, corporate crime, professional negligence and professional
disciplinary matters. Her inquisitorial experience included briefs in relation to the
royal commissions into Institutional Responses to Child Sexual Abuse and the 2009
Victorian Bushfires. Throughout her career, Her Honour regularly appeared in the
higher courts of Australia including the Federal and High Courts.

The coroners
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Acting State Coroner
and Deputy State Coroner

Caitlin English — BA(Hons) LLB MPP

Coroner Caitlin English was appointed as Deputy State Coroner in April 2019 and
since then has served as Acting State Coroner. Prior to becoming a coroner in
2014, Coroner English was a magistrate for more than 13 years, including six years
at the Broadmeadows Magistrates’ Court where she sat on the Koori Court and
Children’s Court. Her Honour started her career as a solicitor at Minter Ellison,
followed by the Legal Aid Commission of Victoria (now Victoria Legal Aid) and the
Public Interest Law Clearing House (now Justice Connect). In 1999 she completed
a Churchill Fellowship, reporting on the delivery of pro bono legal services in the
United States and England.

In her capacity as Acting State Coroner, Her Honour is a member of the Courts
Council, the Coronial Council, the Asia Pacific Coroners Society, the National
Coronial Information System (NCIS) Board of Management, the Board of the Judicial
Commission, the Board of the Judicial College of Victoria, the Interim Board of the
Law Library of Victoria, the Victorian Disaster Victim Identification Committee, the
Council of Chief Coroners and the Victorian Judicial Officer’s Aboriginal Cultural
Awareness Committee. She is also Chair of the Coroners Education Committee and
the Coroners and Pathologists Advisory Group, and is a member of the Victorian
Institute of Forensic Medicine (VIFM) Council, the Courts Koori Portfolio Committee
and the Magistrates’ Court Judicial Wellbeing Committee.

Deputy State Coroner

lain West (retired April 2019) — B Juris LLB

Deputy State Coroner lain West was admitted to practise in 1975. He was a
barrister for 11 years before being appointed a magistrate in 1985. He was
appointed the Deputy State Coroner in 1993. Coroner West was a member of
the Coroners and Pathologists Advisory Group and the Victorian Disaster Victim
Identification Committee.

His Honour served as Acting State Coroner from August 2018 until his retirement
in April 2019.




Coroner

Phillip Byrne — LLB

Coroner Phillip Byrne became a magistrate in 1982 and has more than 30 years’
experience as a coroner. He joined the Magistrates’ Court in 1961, working as a
clerk of courts for 20 years, supporting the day-to-day operations of metropolitan
and regional courts. He obtained his Bachelor of Laws from the University of
Melbourne during this time and following his appointment as a magistrate spent 19
years in Bendigo as a co-ordinating magistrate for the Wimmera Mallee region.

Coroner Byrne retired in 2000 but returned to work as a coroner from 2003 to
2006. He has been a reserve coroner since 2013.

Coroner

Rosemary Carlin — LLB(Hons) BSc

Coroner Rosemary Carlin commenced her legal career as a solicitor for the
Commonwealth Director of Public Prosecutions (DPP). In 1991 she became a
barrister and for the next 16 years prosecuted criminal trials; holding the positions
of Crown Prosecutor for Victoria, Senior Crown Prosecutor for the Northern
Territory and In-house Counsel for the Commonwealth DPP. In 2007 she was
appointed a magistrate and in 2014 became a coroner.

Coroner Carlin is a member of the Donor Tissue Bank of Victoria Committee, the
Coroners Education Committee, the Victims of Crime Consultative Committee and
the Asia Pacific Coroners Society.

Coroner

Jacqui Hawkins — BA(Hons) LLB

Coroner Jacqui Hawkins was appointed a coroner in January 2014. Prior to her
appointment, she was the Court’s Senior Legal Counsel and established the
in-house legal service. Coroner Hawkins was previously a partner at Lander

& Rogers in their workplace relations and safety group. She specialised in
occupational health and safety and was the partner responsible for the specialist
inquest panel on the Victorian Government Legal Services Panel.

Coroner Hawkins is a member of the Asia Pacific Coroners Society, and Court
Services Victoria’s Information Technology Portfolio Committee.

The coroners
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Coroner

Audrey Jamieson — BA LLB Grad Dip Bioethics

Coroner Audrey Jamieson was appointed a magistrate in December 2004 and
has been a coroner since June 2005. Coroner Jamieson started her career as
a nurse before obtaining arts and law degrees from Monash University. She did
her articles of clerkship at Holding Redlich Lawyers before moving to Maurice
Blackburn Lawyers in 1992 where she became a partner and an accredited
specialist in personal injury litigation with the Law Institute of Victoria.

Coroner Jamieson is a member of the Court’s Research Committee, the Judicial
Advisory Group on Family Violence, the Chief Magistrate’s Family Violence
Taskforce and the Asia Pacific Coroners Society. Coroner Jamieson also sits on
VIFM’s Ethics Committee as the Court’s representative; assisting in the ethical
assessment of research applications.

Coroner

John Olle — LLB BEc

Coroner John Olle was appointed a coroner in September 2008. Having started
out as a solicitor with McCarthy & Co in Rye on the Mornington Peninsula, he
joined the bar just three years into his legal career in 1983. As a barrister of more
than 25 years’ experience, Coroner Olle appeared mostly in civil matters and
criminal defence trials in the County Court of Victoria jurisdiction, as well as before
inquests at the Coroners Court of Victoria.

Coroner Olle is a member of the Asia Pacific Coroners Society, the Court’s
Occupational Health and Safety Committee, the Coroner’s Education Committee,
and sits on VIFM and the Court’s joint Missing Persons Working Group.

Coroner

Paresa Spanos — BA LLB

Coroner Paresa Spanos was appointed a magistrate in 1994 and has worked
exclusively as a coroner since 2005. Coroner Spanos graduated from the
University of Melbourne in 1981 and was employed as an articled clerk/litigation
lawyer in private practice. She worked for 10 years with the Commonwealth DPP,
primarily in trials and appeals. As Senior Assistant Director, Her Honour headed
the major fraud and general prosecutions branches.

Coroner Spanos is the Court’s Judicial Member of the Courts Council Human
Resources Portfolio Committee, is a member of the Court and VIFM’s Coroners
and Pathologists Advisory Group and is a member of Hellenic Australian
Lawyers. From 2005 to 2013 she was also a member of the Victorian Child
Death Review Committee.
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Coroner

Peter White (retired November 2018) — LLB LLM

Coroner Peter White was appointed as a coroner in March 2007. After starting his
career in Melbourne, Coroner White moved to Papua New Guinea in 1973 to work
as a government lawyer, Crown Prosecutor and parliamentary advisor. Following

the country’s independence, Coroner White was appointed legal counsel to the
Ombudsman Commission and later as a regional senior Magistrate. In 1983, Coroner
White took up an appointment as a magistrate in Hong Kong, where he was later
appointed as a coroner.

Coroner White was a member of the Judicial Officers’ Aboriginal Cultural
Awareness Committee.

His Honour left the Court at retirement age in November 2018.

Coroner

Darren Bracken — LLB(Hons)

Coroner Darren Bracken was appointed a coroner in February 2018, after more
than 20 years’ experience as a barrister in Australia and overseas. As a barrister
His Honour appeared in all Victorian jurisdictions, the Federal Court of Australia
and the High Court of Australia, in addition to many appearances before the
Coroners Court and the 2009 Victorian Bushfires Royal Commission.

Coroner Bracken is the President of the Medico-Legal Society of Victoria, a
member of the Coroners’ Education Committee and most recently has contributed
to the Court’'s operational review of its forms, processes and regulations.

Coroner

Michelle Hodgson — BA LLB

Coroner Michelle Hodgson commenced as a fulltime coroner in July 2018.
Appointed a magistrate in 2008, Her Honour has presided in all jurisdictions of
the Magistrates’ Court and worked on a number of coronial matters as Regional
Coordinating Magistrate for the Grampians Region from 2013 to 2015.

Her Honour began her legal career as a solicitor in 1993, and practiced in criminal
law on behalf of Victoria Legal Aid, the Victorian Aboriginal Legal Service and the
Fitzroy Legal Service. Starting as a barrister in 1998, Her Honour established a broad
criminal-based practice, prosecuting and defending in complex criminal trials in the
County and Supreme Court. Her Honour also appeared before the High Court, the
Federal Court and the Coroners Court.

Her Honour has been a judicial member of the Adult Parole Board of Victoria
since 2018.

The coroners
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Coroner

Simon McGregor — BA LLB

Coroner McGregor was appointed a coroner in September 2018. After being
admitted to practice in 1994, His Honour became a member of the Victorian Bar
in 1997. As a barrister he appeared before the Court of Appeal, Supreme, County
and Magistrates’ Courts in a variety of matters, including professional negligence
and personal injury law, human rights, discrimination and commercial law. He has
also appeared in a range of other matters, including the Royal Commission into
Institutional Responses to Child Sexual Abuse and as counsel assisting in several
coronial inquests, including deaths in custody.

Coroner McGregor is a member of the Common Law Bar Association Committee
and a co-convenor of the Victorian Bar Charter of Human Rights Discussion
Group. He is also the Court’s Managing Coroner for the Court’s new Direct Pro
Bono Referral Scheme.

Coroner

Sarah Gebert — LLB, BSc, PostGradDip (ForensicSc)

Coroner Gebert was appointed in June 2019, after serving for eight years as the
Court’s principal in-house solicitor; assisting with investigations, preparing matters
for inquest, and managing Supreme Court appeals. Her Honour obtained degrees
in law and science from Monash University in 1988 and was admitted to practice
as a barrister and solicitor in the same year. As a solicitor she held roles with
Victoria Legal Aid, Mirimbiak Nations Aboriginal Corporation and Women’s Legal
Service Victoria. From 2007 to 2011 she managed the Coronial System Reform
Project, overseeing the development and passage of the Coroners Act which
established the Court as a specialist inquisitorial court.

Coroner Gebert also holds a postgraduate diploma in forensic science from La
Trobe University, which she completed in 2002.




About the
Coroners Court
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QOur roles

The Court’s functions, powers and obligations are

detailed in the Coroners Act 2008 (the Coroners Act).

Independently investigating
deaths and fires

Certain deaths and fires are reported to the
Court for independent investigation. Coronial
investigations seek to establish the facts — when,
where, how and why the death or fire occurred.

From page 20

Reducing preventable deaths

Wherever possible, a coroner will comment or make
recommendations to prevent similar deaths based
on the evidence.

From page 26

Promoting public health and safety

The Court regularly reports on data and trends
regarding preventable deaths in Victoria to help
inform public health and safety responses.

From page 34

(il

Our history

Victoria’s first coroner was appointed in 1841, 30
years before Victoria established its first morgue in
Melbourne in 1871. It was not until 1888 that the first
permanent coroners’ courthouse was constructed
and 100 years later, in 1988, the Court moved to the
purpose-built Coronial Services Centre in Southbank.

The Court as it is today was established on

1 November 2009 when the Coroners Act came
into effect. This was the most significant reform
of the Victorian coronial jurisdiction in 25 years —
replacing the former State Coroner’s Office and
establishing the Court as Victoria’s first specialist
inquisitorial court.

About
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Coronial services
in Victoria

Victoria’s coroners are supported by a number of
different organisations to deliver coronial services,
including Victorian Institute of Forensic Medicine
(VIFM) and the Police Coronial Support Unit (PCSU).

Among many important roles, VIFM supports
coroners by:

- receiving notifications of reportable deaths

- taking deceased persons into the care of the
Court and managing the mortuary

- undertaking medical examinations, autopsies and
toxicology scans as directed by a coroner

- providing expert reports on the cause of death
for the investigating coroner.

PCSU supports coroners by helping Victoria Police
members compile thorough coronial briefs, as

well as appearing as the Coroner’s Assistant at
some inquests. PCSU members provide training to
Victoria Police in relation to the coronial jurisdiction
and assist those police members who take on the
role of coroner’s investigators
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Our place in Victoria’s
court system

The Court is part of Court Services Victoria (CSV),
a statutory body established in July 2014 to protect
and promote the independence of each of the
courts and the judiciary.

The Court is responsible for judicial business

in accordance with law, and CSV provides and
supports administrative and corporate functions.
The State Coroner, as head of jurisdiction, is
supported by CSV jurisdiction-based staff under the
management of the Court’s Chief Executive Officer.

The Court operates differently to other courts.
Unlike other courts which are adversarial in nature,
the Coroners Court of Victoria is an inquisitorial
jurisdiction where coroners actively investigate
cases. Additionally, while all cases that come before
the Court are thoroughly investigated, the vast
majority of matters do not proceed to a hearing in a
courtroom. Rather, a finding is made ‘in chambers’.




Achievements

2018-19

Improving communication
with families

Families who come into contact with the coronial
system have often lost their loved one in
unexpected and tragic circumstances. During this
difficult time, it is vital that they have the information
they need to understand the coronial process and
make important decisions.

Coronial information can be complex to understand.

To help families, the Court aims to provide them
with timely, clear and sensitive information and
advice through:

- Family letters, which provide information on the
initiation and closure of an investigation, as well
as progress updates throughout the coroner’s
investigation.

« The Coroners Process booklet which contains
information about coronial process, such as why
the coroner may be notified of a death, why
medical examinations and autopsies may be
needed and when a funeral can be organised.

In 2018-19, the Court commenced a review and
update of the family letters and The Coroners
Process booklet, including redrafting of content
into plain language, to ensure material provided to
families is consistent, informative and respectful.

To support families from culturally and linguistically
diverse backgrounds, the Court commenced
translating the brochure for families What happens

now? into 15 languages. Translation and interpretation

services are also offered to families and friends for
whom English is not their preferred language and
who need to communicate with the Court.

To better understand the needs of families, the
Court developed a family survey during the
reporting period. The survey will be implemented
in 2019-20 and provides an evidence based
approach to guide and improve future
communication with families.

Supporting Aboriginal
and Torres Strait
Islander families

To better serve Aboriginal and Torres Strait Islander
families and ensure culturally safe practices are
intertwined with Court practices, several initiatives
were implemented in 2018-19.

A Koori Family Engagement Coordinator was
recruited to provide support to the families and
friends of deceased Aboriginal and Torres Strait
Islander people. The coordinator works with families
and communities and offers to put cultural practices
in place in the early stages following a passing —
incorporating Sorry Business requirements within
the coronial process.

During the reporting period the Court introduced
smoking ceremonies and Welcomes to Country
at the commencement of inquests where
culturally appropriate.

Achievements
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In June 2019, the Court held a two-day workshop
on site, facilitated by Yarn Strong Sista to create a
possum skin cloak for use by Aboriginal and Torres
Strait Islander families at the Court. It was attended
by community representatives, Court staff and
coroners. The cloak is used for viewings, hearings
and meetings to wrap families in culture and healing
during times of grief and Sorry Business.

All coroners and staff completed Koori awareness
and Sorry Business training. Knowledge of the
requirements and traditions surrounding Sorry
Business will assist staff in properly communicating
with Aboriginal and Torres Strait Islander families
and understanding cultural practices and protocols.

Pro Bono Scheme

To improve access to justice and support for those
affected by the coronial process, a new Pro Bono
Scheme was launched between the Court and the
Victorian Bar in June 2019. Under the scheme, pro
bono counsel is available to families to provide
legal advice about the appointment of senior

next of kin, autopsies and the release of a body.
A referral for pro bono assistance throughout the
investigation may also be made in exceptional
circumstances — where it is both necessary and in
the interests of justice.

The scheme is facilitated by the generous support
of the barristers of the Victorian Bar who, at

the request of the Court, volunteer to provide
independent legal assistance. The scheme will be
reviewed after 12 months to assess its success,
future viability and areas for improvement.
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Stakeholder Needs Analysis

Coronial investigations are supported by various
stakeholders, including police, forensic specialists,
legal and medical professionals. To ensure the
Court maintains strong relationships with its
stakeholders that contribute to thorough coronial
investigations, the Court undertook a Stakeholder
Needs Analysis project in 2018-19. Through the
analysis 35 external stakeholders were interviewed
to gain insight into what services they value, or
would value, most from the Court. This feedback is
critical to ensuring the Court is responsive and will
assist in the development of the Court’s strategic
engagement priorities in 2019-20.

Launch of new website

The Court’s website is an important source of
information for families and the community. In
2018-19 more than 186,000 users visited the site,
an almost five per cent increase compared to
2017-18.

To improve the quality of information available to the
Victorian community and others interested in learning
about improving public health and safety, the Court
launched a new website in December 2018.

The Court took a user-focused approach to the
website design and content. The new site has a
variety of features designed to help families and
members of the community, including:

- Improved homepage navigation to help families
quickly find information about what happens
when the death of their loved one is reported
to the coroner.

- One-click navigation to the findings page — the
site’s most visited page — allowing easy access to
the findings handed down by the coroner, as well
as related orders and rulings, and any responses
to recommendations made within a finding.

The Court will continue to monitor traffic and
feedback to create further improvements to the site.




Output
performance

The Court’s output performance measures are included in the Victorian Budget Papers
(BP3), and detailed below:

Table 1: Performance against BP3 measures

Unit of 2017-18 2018-19 2018-19

Major outputs/deliverables measure actual estimates actual
Quantity
Average cost per case $ 3376 3688 4311

The average cost per case in 2018-19 was $4311. Average cost per case is calculated on the Court’s
financial year budget, divided by the number of cases closed. In 2018-19, for the first time, the Court
accessed additional funding streams to invest in court-wide improvements, including funding for new
Koori justice initiatives, staff health and wellbeing programs and digital upgrades to court infrastructure.

Case clearance % 979 100 89

A total of 6010 matters were finalised against the 6757 matters initiated with the Court in 2018-19.

Quality

Court file integrity: availability, accuracy and % 876 90 67
completeness

The Court File Integrity Measure consists of three main components: availability, accuracy and
completeness. Quarterly audits are carried out on a random selection of court files to measure integrity. A
file must pass all three tests to meet integrity standards. In 2018-19, 67 per cent of cases selected in the
audits passed all tests. In reviewing the results, the Court has identified a deficit in staff induction around
tracking court file location, or availability, and is working to remediate this.

Timeliness

Ontime case processing — matters resolved or % 85.4 80 82.8
otherwise finalised within established timeframes

Of the 6010 cases finalised, a total of 4978 were closed within agreed timeframes (being less than 12 months).

Achievements
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Certain deaths and fires require independent investigation by the Coroners Court

of Victoria. Through their investigations, coroners seek to establish facts — when,
where, how and why the death or fire occurred — and inform public health and safety
strategies to reduce preventable incidents. This chapter provides an overview of these
investigations, their management and their outcomes.

Investigations

Types of investigations

Certain types of deaths are required by law to be
investigated by a coroner. They include:

« unexpected, unnatural or violent deaths

» deaths resulting directly or indirectly from an
accident or injury

« deaths during or after a medical procedure
where a registered medical practitioner would
not have reasonably expected the death

- deaths of people in custody or care

- cases where the identity of the person or their
cause of death is not known.

Coroners may also investigate fires, even where
there is no loss of life, if they consider it to be in the
public interest. Investigations into fires comprise a
very small number of investigations.

Closure rate

In 2018-19, the Court commenced more
investigations than it finalised, resulting in an 89
per cent closure rate for investigations into deaths
and fires.

Of the 6010 cases closed in 2018-19, 99.1 per cent
were closed following a coronial investigation. The
remaining closures were administrative closures,
which do not require a coronial determination

Many of the cases initiated but not finalised in
2018-19 are the subject of ongoing investigations
or court proceedings in other jurisdictions.

They include criminal proceedings, Worksafe
investigations, and investigations by the Disability
Services Commissioner.

The closure rate increased in the last six months
of the reporting period from 82.7 per cent for the
period 1 July to 31 December 2018 to 95.3 per cent
for the period 1 January to 30 June 2019.

Table 2: Investigations opened and finalised
2014-15 2015-16 2016-17 2017-18 2018-19
Number of investigations commenced 6336 6305 6248 6642 6757
Number of investigations finalised 6884 6596 6285 6500 6010
Closure rate 108.6% 104.6% 100.6% 97.9% 89%
Table 3: Duration of closed investigations
2014-15 2015-16 2016-17 2017-18 2018-19
0-12 months 5667 5289 5047 5526 4978
12-24 months 730 785 855 722 785
>24 months 487 522 383 252 247

Investigations into deaths and fires
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Investigations into deaths and fires

Table 4: Average duration of cases before they are closed

2014-15 2015-16 2016-17 2017-18 2018-19
Duration (days) 244.5 2535 2367 205.8 2133
Timeliness Inquests

Each death and fire investigation requires an
individual approach, and the duration of each
investigation varies. The complexity of the matter
and whether an inquest will be held are two factors
that contribute to the duration of a case. In some
cases, investigations by other authorities need to
take place before a coronial investigation can be
finalised. If the case is before another jurisdiction,
such as in criminal and appeal proceedings,
these matters must also be finalised prior to the
completion of the coronial investigation. In most
cases this will result in an increase in the time
needed to finalise a coronial investigation.

The average duration of investigations closed in
2018-19 was 7.1 months with 46 per cent of these
finalised within three months. In most of these
cases, the coroner’s investigation deemed them to
be natural cause deaths.

Table 5: Cases closed with inquests

An inquest is a public hearing into a death or fire. It
is an inquisitorial rather than an adversarial process
and the coroner does not make findings of guilt or

apportion blame.

A small proportion of investigations require an
inquest. Mandatory inquests are held for deaths
that occur in custody or care (where the coroner
considers the death was not due to natural causes)
and homicides (where no person has been charged
in relation to the death).

Whenever possible, the Court uses directions and
mention hearings to reduce the need for inquests.
This is done principally to reduce the time in which
families and friends who have lost loved ones are
involved in the coronial process. These hearings
allow coroners to obtain relevant evidence and
develop a scope of enquiry early in an investigation,
which may reduce the need for an inquest.

Of the cases finalised in 2018-19, 59 were closed
with an inquest. It should be noted that not all
investigations closed with an inquest had their
inquests held during this reporting period. In the
reporting period 41 inquests were held at the Court.

2014-15 2015-16 2016-17 2017-18 2018-19
Number 9f ca§es closed following 170 122 77 43 51
metropolitan inquests
Nur'nber ?f cases closed following 26 9 " 6 8
regional inquests
Percentage of investigations closed with 28% 2.0% 13% 07% 1%

an inquest

*Correction: In the 2017-18 Annual Report number of metropolitan cases closed following inquest was reported as 72. The

correct figure is 71.
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To reduce the duration of inquests, the Court has
instituted several initiatives. These include hearing
multiple experts give evidence concurrently and
allowing witnesses from interstate or overseas

to give evidence by video conference. The
approaches reduce time and cost for families,
witnesses and the Court.

Findings

At the end of their investigation, a coroner will
hand down a finding. Findings can be made with or
without an inquest.

A coroner investigating a reportable death must
find, if possible:

- the identity of the person who died

« the cause of death

- the circumstances of the death.

A coroner investigating a fire must find, if possible:
- the cause and origin of the fire
- the circumstances in which the fire occurred.

In a finding a coroner may comment on any

matter connected with the death, or make
recommendations on any matter connected with a
death or fire, relating to public health and safety and
the administration of justice.

The findings, comments and recommendations
made following an inquest must be published on
the internet; unless the coroner otherwise directs.

Findings following an investigation into the death
of a person in custody or care, where the death
was found to be due to natural causes, must

also be published. The findings, comments and
recommendations made following an investigation
may be published on the internet.

If a public statutory authority or entity receives
recommendations made by the coroners, they
must provide a written response within three
months to the coroners specifying a statement of
action that has or will be taken in relation to the
recommendation. This may include alternatives to
or non-acceptance of the recommendation. The
coroner must publish that response on the internet.

Investigations into deaths and fires
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Case study 1

Open flue gas heaters removed from public
housing after carbon monoxide death

Ms S was found deceased in her Department of
Health and Human Services (DHHS) unit. Witnesses
reported that there were no immediate indications
of the cause of death, but that upon entering the
unit they were met with an intense heat and had
difficulty breathing. Toxicology tests later revealed
that Ms S had died from carbon monoxide toxicity.

The investigating coroner found that Ms S was
exposed to fatal levels of carbon monoxide from the
Vulcan Heritage Gas Space Heater Series 48 Open
Flued Gas Heater (OFG heater) installed in her unit.

At an inquest the coroner established that a number

of events led to build-up of carbon monoxide in Ms

S’s apartment. Namely that:

- the addition of weather seals on doors in the unit
prevented ventilation

- the use of an internal exhaust fan in the kitchen
created conditions known as ‘negative pressure’
where the heater did not effectively combust and
then released high levels of carbon monoxide
into the room

- the heater had been inadequately tested for
carbon monoxide leaking.

In reviewing these factors the coroner noted the
serious risk posed by OFG heaters. ‘When there
is inadequate ventilation, combined with the use
of internal exhaust fans, this type of heater is not
only unsuitable for use in these conditions, but
potentially, life-threatening’ said the coroner.

At the time of the inquest, DHHS reported that
more than 6,500 OFG heaters were installed in
public housing.
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To prevent similar deaths occurring, the
investigating coroner made eight recommendations
including the phasing out of all OFG heaters,
mandatory professional development for gas

fitters and plumbers, and the implementation of a
widespread media and public awareness campaign
highlighting the dangers of OFG heaters.

In response to the recommendations the Victorian
Government committed to a complete replacement
of all heaters in public housing, and Energy

Safe Victoria banned further sales of this type of
heater in Victoria. The Australian Gas Association
also committed to supporting the coroner’s
recommendation to phase out all OFG heaters.

The manufacturer of the heater published a
consumer safety notification in The Age and the
Herald Sun about the necessity of regular servicing
and maintenance of these heaters. The Victorian
Building Authority in partnership with Energy
Safe Victoria delivered negative pressure and
carbon monoxide testing training to more than
2,500 plumbers and gasfitters, provided online
instructional training videos, and introduced an
online exam in order to renew a plumbing or gas
fitting registration or licence.




In response to the
recommendations the Victorian
Government committed to a
complete replacement of all
OFG heaters in public housing.
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Throughout their investigations, coroners consider all opportunities to provide
comments and recommendations to prevent similar deaths or fires. This chapter
explains how recommendations are formed and responded to, and the Court’s role in

reviewing family violence deaths.

Recommendations

While coroners seek to establish the individual
circumstances of every death and fire reported

to the Court, their investigations also focus on
identifying lessons and addressing systemic issues
to prevent similar incidents in the future.

Following a reportable death, agencies involved
often conduct their own internal reviews and
identify and implement health and safety strategies.
In other cases the coroner may identify prevention
opportunities in the circumstances of the death.

Where prevention measures are identified, the
coroner will make recommendations to any relevant
minister, public statutory authority or entity. Any
matter connected with a death may be included,
such as recommendations relating to public health
and safety or the administration of justice. A coroner
may also report to the Attorney-General in relation
to a death or fire they have investigated.

Coronial recommendations are rigorously prepared
to ensure they are informed by and based on the
evidence before the Court.

Coroners made recommendations in 2.1 per cent

of findings in 2018-19. This figure excludes natural
cause deaths where the person was not in custody
or care and deaths where a coroner determined the
case was not reportable and therefore the coronial
investigation was discontinued.

The number of recommendations increased in
2018-19 to 154. It should be noted that the number
of recommendations made each year is entirely
dependent on the matters before the coroners and
associated opportunities for prevention. The Court’s
focus, as always, was on providing robust and
evidence-based recommendations to protect the
Victorian community.

Any agency or person who receives a
recommendation from a coroner must respond, in
writing, within three months stating what action, if
any, has or will be taken.

In the past year, 91 recommendations made

by coroners were accepted in full or part for
implementation and 13 further recommendations
are under consideration. There were 10
recommendations that were not accepted for a
variety of reasons.

Table 6: Recommendations made in closed investigations

2014-15 2015-16 2016-17 2017-18 2018-19
NEmeer of mvestlg'atlons closed " 105 65 48 69
with recommendations
Number of recommendations made 305 296 127 108 154
Figure 1: Responses to recommendations from closed investigations
6.5% 23.4%

Recommendations not accepted

Awaiting response

59.1%
Recommendations

accepted in full or in part

Recommendations
under consideration

8.4% 2.6%
Response not received within

three-month response period*

* The party receiving recommendations from the coroner must respond within three months detailing what action

(if any) they will take in response to the recommendations.
‘Awaiting’ includes those not yet required to respond.

Reducing preventable deaths
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Expert advice

When developing coronial recommendations,
coroners draw on a range of resources including
the Coroners Prevention Unit (CPU), external
agencies, independent experts and

paediatric registrars.

Coroners Prevention Unit

The CPU was established within the Court’s
administrative arm to assist coroners in identifying
opportunities to strengthen public health and
safety through the formulation of well-researched,
evidence-based recommendations. It is the only
multidisciplinary team of its kind in Australia.

Coroners made 671 referrals to the CPU about
deaths under investigation. The advice coroners
sought input on included:

- the circumstances in which the death occurred,
including factors that may have contributed to
the outcome

- the frequency of previous and subsequent similar
deaths in Victoria, and common risk factors

- previous interventions that have been proved or
are suspected to reduce the incidence of future
similar deaths

- regulations, standards, codes of practice or
guidelines that might be relevant to reduce
similar deaths

« previous coronial recommendations and other
feasible, evidence-based recommendations to
reduce similar deaths.

HEALTH MENTAL

AND MEDICAL HEALTH
383 134
(571%) (20%)

Figure 2: Theme of coroner’s referrals for 2018—19
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During 2018-19, coroners made referrals into four
expert streams within CPU:

Health and medical: for deaths where coroners
required clinical advice on the healthcare provided
(or not provided) to the deceased and whether this
might have contributed to the death.

Mental health: for deaths of people with
suspected or diagnosed mental illness and the
treatment provided (or not provided) in the lead-up
to their deaths.

Family violence: for deaths that occurred in a
context of family violence as defined by the Family
Violence Protection Act 2008.

General: for cases where non-clinical advice is
required such as deaths from drug overdoses or
motor vehicle accidents.

Paediatric placement program

The Court has a relationship with Monash
Children’s Hospital and in 2019 engaged two
paediatric registrars who are undertaking advanced
clinical training. Funded by the Commonwealth
Government, the paediatric registrar is based at
the court for two days a week and provides clinical
advice to coroners and assists with case reviews of
deaths under investigation.

External experts

To complement in-house specialist knowledge,
coroners also consult with independent experts. In
2018-19, the Court engaged 40 external experts
to supply reports and give testimony as part of

an inquest. External experts assist coroners to
understand specific complex matters and are
selected for their qualifications, training and
specialist knowledge.

FAMILY
VIOLENCE GENERAL
&3 Ulet
74 80
(11%) (11.9%)




Trends and patterns

The Court has developed and maintains a
comprehensive set of records on reportable deaths
in Victoria — the Victorian Surveillance Database.
Monitoring all reportable deaths in a systemic

way provides coroners with a unique insight into
emerging trends in certain kinds of deaths; assisting
the development of coronial recommendations that

reduce the incidences of similar deaths in the future.

The preliminary analysis of causes of death is
reported annually. This data includes open and

Table 7: Cases reported to the Court in 2018-19

closed criminal and coronial investigations and

is therefore subject to re-classification as further
information becomes available. Data presented in
this report differs slightly from the 2017-18 Annual
Report because of this re-classification process.

In 2018-19, causes of death reported to the Court
were consistent with previous years. Just over
40 per cent of deaths reported to the Court were
caused by natural causes, 31.5 per cent were
accidental (due to falls, road accidents, drowning
and similar), and 11.1 per cent were suicides.

Cause of death Number Percentage
Natural causes 2816 4.7
Unintentional 2131 SIS
Falls 1306 19.3
Poisoning 334 49
Transport 304 4.5
Drowning 50 0.7
Other 137 2.0
Suicide 749 14
Hanging 365 54
Poisoning 149 2.2
Firearm 44 0.7
Rail 45 0.7
Jump from height 26 0.4
Other 120 1.8
Assault 53 0.8
Complications of Medical or Surgical Care 350 5.2
Other death* 246 3.6
Not reportable 342 51
Still inquiring 70 1.0
Total 6757 100

*‘Other’ comprises of 106 (1.6 per cent) deaths from unascertained causes, 41 (0.6 per cent) other reportable deaths,
2 (0.03 per cent) fires without death, 96 (1.4 per cent) deaths from undetermined intent, 1(0.01) legal intervention cases.

Reducing preventable deaths

29



Reducing preventable deaths

Victorian Overdose Death Register

The Victorian Overdose Death Register (VODR)
was established by the Court in 2012 and provides
detailed information for Victoria regarding overdose
deaths involving pharmaceutical drugs, illegal drugs
and/or alcohol. The number of Victorian overdose
deaths during 2018-19 was similar to the previous
two reporting periods. Frequencies reported

from the VODR can change over time as coronial
investigations progress and more information
becomes available.

Table 8: Drug overdose deaths reported

In 2018—19 suicides comprised 11 per cent of all
deaths reported to the Court. The annual number
of suicides gradually but steadily rose between
1July 2014 and 30 June 2018 reporting periods
(averaging around three per cent increase). It is not
clear at present whether the increase in suicide
deaths between 2017 and 2018 reflects a new trend
or is a temporary departure from the longer-term
trend. The Court is monitoring suicides closely to
gain further understanding.

Table 9: Annual reports of suicide

Financial year Number of deaths

Financial year Number of deaths 2014-15 627
2014-15 396 2015-16 644
2015-16 472 2016-17 660
2016-17 528 201718 685
2017-18 515 2018-19 749
2018-19 526

Victorian Suicide Register

Established by the Court in 2011, the Victorian
Suicide Register contains detailed information
relating to suicides that have occurred in Victoria
since 2000.

The primary purpose of the register is to support
coroners in conducting investigations and
identifying evidence-based opportunities to
reduce suicide. In addition, the register serves
as an important resource for government and
community organisations in the development of
suicide prevention policy and initiatives, and for
academic research.
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Victorian Homicide Register

The Court created and manages the Victorian
Homicide Register (VHR), which contains detailed
information on all Victorian homicides reported
to the Coroner since 1 January 2000. It captures
information such as:

« socio-demographic characteristics
+ location

. presence and nature of physical and
mental illness

« service contact

- in cases of family violence, information on the
presence and nature of the violence.

The VHR serves as the data source for the
Victorian Systemic Review of Family Violence
Deaths (VSRFVD).

In 2018-19, the VHR recorded that there were 50
homicide fatalities in Victoria, down from 61 in the
previous financial year. This is the lowest number
of homicides reported in Victoria in the previous
five years and continues the trend of an overall
reduction in homicides during the past four years.




Family Violence
Death Reviews

Victoria’s coroners have long been engaged in
efforts to understand why family violence-related
deaths occur and how they may be prevented.

In 2009 the Court established the VSRFVD, to
further strengthen the response to family violence
across the state. Led by the State Coroner and
managed by a dedicated team, the VSRFVD unit
conducts in-depth reviews of deaths suspected to
have resulted from family violence to identify risks,
examine patterns in family violence-related deaths,
and support coroners in making prevention-focused
recommendations.

In March 2016, the Royal Commission into Family
Violence recommended the Victorian Government
establish a legislative basis for the Court’s
VSRFVD unit, and this was given effect through an
amendment to the Coroners Act. The amended
Coroners Act:

. specifies the VSRFVD'’s functions

- enables the Court to include information relating
to family or domestic violence intervention orders
in its findings, recommendations and reports, and

- requires the Court to report on the operation of
the VSRFVD in its annual report.

Table 10: Homicides by relationship

The VSRFVD examines deaths where:

« the deceased and offender were or had
previously been in an intimate or familial
relationship as defined by the Family Violence
Protection Act 2008 (Vic) or in a family like
relationship, such as a kinship relationship as
defined by the Victorian Indigenous Family
Violence Taskforce (2003)

- the death occurred during an episode of family
violence or

- there was an identifiable history of family
violence proximate to or causal to the death.

In the past financial year, coroners referred 77
cases to the VSRFVD team for consultation and
investigation. In this same year the VSRFVD
completed 51 referrals.

Homicides by relationship

During 2018-19, 30 per cent of homicides occurred
between family members including intimate
partners, parents and children and other intimate or
familial (including kinship) relationships.

Data from the VHR indicates that family violence
related homicides most commonly occur between
current or former intimate partners. In the 2018-19
financial year, intimate partner homicides accounted
for 80 per cent of all family violence related
homicides in Victoria. This remains consistent with
data presented in previous years.

Of the remaining family violence homicides, one
was identified as a filicide, and two were recorded
as occurring between parties in ‘other intimate or
familial relationships’ such as between siblings or
extended family members (including in-laws).

2014-15 2015-16 2016-17 2017-18 2018-19 Total
Intimate partner 10 15 14 12 66
Parent-child 7 8 3 1 30
Other intimate or familial 6 3 1 2 20
(including kinship)
Not intimate or familial 35 31 33 24 160
Unknown 1 7 10 1" 31
Total 59 64 61 50 307

This data includes open and closed criminal and coronial investigations and is therefore subject to re-classification as further
information becomes available. Data presented in this report differs slightly from the 201718 Annual Report because of this

re-classification process.

Reducing preventable deaths
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Contributing to a joint approach to
family violence responses

Australian Domestic and Family Violence Death
Review Network

The Court is a founding and active member of the
Australian Domestic and Family Violence Death
Review Network (the Network). The Network
represents a unique collaboration between
domestic and family violence death review
mechanisms operating across Australia.

The Network was established in 2011 to:

- improve knowledge regarding the frequency,
nature and determinants of domestic and family
violence-related deaths

- identify practice and system changes that
may improve outcomes for people affected by
domestic and family violence and reduce these
types of deaths

- identify, collect, analyse and report data on
domestic and family violence-related deaths

- analyse and compare domestic and family
violence-related deaths, findings and
recommendations.

In 201819, the VSRFVD remained an active
member of the Network and contributed to
progressing its objectives.

Victorian Family Violence Database

The Court has become a regular contributor of data
to the Victorian Family Violence Database, which

is maintained by the Crime Statistics Agency. This
data is drawn from the VHR and encompasses
family violence homicides which occurred in
Victoria between 2013 and 2018. This data includes
information about family violence homicide
incidents and demographic information about family
violence homicide offenders and victims.
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Judicial Committees

The Court is represented by Coroner Audrey
Jamieson on the Judicial Advisory Group on Family
Violence and the Chief Magistrate’s Family Violence
Task Force.

The Judicial Advisory Group on Family Violence,
established by the Courts Council in 2016,

provides advice to CSV’s governing body on the
implementation of the Royal Commission into Family
Violence’s recommendations from a Victorian court
system-wide perspective.

The Chief Magistrate’s Family Violence Taskforce
provides a link to Government for critical, strategic,
and cross-sector advice on issues related to
justice and family violence. The Taskforce involves
key justice sector stakeholders to co-design a
broader response to implementing the Royal
Commission’s recommendations.

Upcoming projects

In 2019, the VSRFVD commenced work on a
detailed report on family violence-related homicides
that occurred in Victoria between 2011 and 2015.
This report will also consider key themes arising
from coronial findings and will supplement the
court’s 2012 report examining family violence
deaths from 2000-10. It is projected that this report
will be released in late 2019.




Case study Z

Mental health support for international students

Mr L, an international university student from
China, died after he jumped from his apartment
balcony. His mental health had deteriorated since
arriving in Australia, with his sister reporting that
he faced language barriers with local students

and felt depressed and frustrated from difficulties
understanding his university classes. The coroner
investigated to see what could be done to prevent
similar deaths occurring.

A review of coronial records found 27 suicides of
other international students in Victoria between
2009 and 2015. To explore if there were distinct
factors that contributed to suicides of international
students, the circumstances of the death were
compared with a cohort of suicides among
Australian-born students. The analysis indicated a
systemic issue with engaging international students
in mental health services in Victoria with:

- alower prevalence of diagnosed mental iliness
among the international student suicides (14.8 per
cent) than in the Australian-born student suicide
cohort (66.7 per cent)

. that only 22.2 per cent of the international
student suicide cohort attended a health service
for a mental health related issue within six
weeks of death. By contrast, 57.1 per cent of the
Australian-born student suicide cohort had such
an attendance within six weeks of death.

This conclusion was supported by multiple studies
that reveal international students in Australia

were less likely than domestic students to seek
assistance for mental health issues because of
cultural, financial, linguistic and other obstacles.

The coroner stated that while engagement with
mental health services may not have prevented
Mr L's death, “..at the very least this would have
created prevention opportunities that did not
otherwise exist’.

27 suicides of other
international students
in Victoria between
2009 and 2015

During the investigation the coroner found that the
Australian Government Department of Education
has a code of practice which requires international
student education providers to make a written
record of any critical incident (including deaths)
and remedial action taken. However, the standard
does not require education providers to act
beyond maintaining a record, which the coroner
commented was a ‘'major missed opportunity from
a prevention perspective’.

The investigating coroner recommended the

Department:

- update the code of practice to require incident
records for deaths of international students be
provided to the coroner

- consult with Victorian organisations that provide
education and support to international students,
to identify strategies to engage vulnerable
students with mental health services.

The Federal Minister for Education accepted the
coroner’s recommendation to consult with Victorian
education providers and accepted in principle the
recommended changes to the code of practice,
subject to practical and legal implications.

Reducing preventable deaths
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The Court is committed to ensuring coronial data and findings are shared to improve
community awareness and support the development of improved public health and safety
knowledge and policies. This chapter outlines some of the research being undertaken by
and with the Court, and the demand for the Court’s services and information.

Research at the Court

In 2018-19, the Court analysed data from the Victorian
Suicide Register to compile several submissions to
assist the Royal Commission into Victoria’s Mental
Health System. The Royal Commission is an important
opportunity for Victoria to accelerate improvements in
access to mental health services, service navigation
and models of care.

The following data, drawn from the Court’s
submissions to the Royal Commission, focuses
particularly on differences between suicide in
Metropolitan Melbourne and Regional Victoria.

Annual Frequency

Approximately two-thirds of Victoria’s suicides each
year occur in Metropolitan Melbourne (Table 11).
However, approximately three-quarters of Victoria’s
population resides in Metropolitan Melbourne.

This means that while the frequency of suicides is
greater in Metropolitan Melbourne than Regional
Victoria, the rate of suicide (measured as the
suicide rate per 100,000 population) is lower in
Metropolitan Melbourne than Regional Victoria.

The suicide rate in Victoria varies not just by
location of usual residence (Metropolitan Melbourne
versus Regional Victoria), but also by age group and
sex. The graphs on page 34 illustrate this variation.

The first graph (Figure 3) shows the suicide rate
by sex and age group in Metropolitan Melbourne.
For both males and females, the rate is lowest
among those in the youngest age group, then
increases to a peak in middle age, before
declining again in the older age groups, though
for men there is a second peak in the rate among
those aged 85 years and older. The suicide rate
among women is substantially lower than among
men in all age groups.

The second graph (Figure 4) shows the suicide
rate by sex and age group in Regional Victoria.
While rates generally follow the same pattern as in
Metropolitan Melbourne, for almost all age groups
the suicide rates for men in Regional Victoria

are significantly higher than in Metropolitan
Melbourne, while the suicide rates for women are
very similar between Metropolitan Melbourne and
Regional Victoria.

Table 11: Annual frequency of suicides among usual residents of Metropolitan Melbourne

and Regional Victoria, 2009-18

Year Metropolitan Melbourne Regional Victoria Total
2009 395 182 577

2010 345 182 527
201 370 168 538
2012 383 202 585
2013 408 184 592
2014 392 223 615

2015 433 184 617

2016 434 204 638
2017 461 201 662
2018 467 225 692

Promoting public health and safety
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Figure 3: Average annual rate of suicides by deceased sex, age group and usual place of residence,

Victoria 2009—-18 — Metropolitan Melbourne
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Figure 4: Average annual rate of suicides by deceased sex, age group and usual place of residence,

Victoria 2009-18 — Regional Victoria
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Table 12: Annual frequency of suicides among usual residents of Metropolitan Melbourne

and Regional Victoria, 2009-15

Metropolitan Melbourne |

Regional Victoria

Mental illness Male Female ‘ Male Female
Diagnosed 53.9 70.9 427 58.8
Suspected (no diagnosis) 22.9 14.6 25.0 20.4
Neither diagnosed nor suspected 23.2 14.5 323 20.8
Total 100.0 100.0 100.0 100.0
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Suicide and mental health

Across both Metropolitan Melbourne and Regional
Victoria, a higher proportion of female suicide
deceased had a diagnosed mental illness, and

a higher proportion of male deceased had a
suspected mental illness or no mental illness.
Further analysis of this data (not shown here)
revealed a markedly higher proportion of females
than males had diagnosed mood disorders
(primarily depression), neurotic and stress-related
and somatoform disorders (primarily anxiety),

and disorders of adult personality and behaviour
(primarily borderline personality disorder). This

is consistent with findings from interstate and
international research.

Comparing between suicide deceased by usual
residence location, a higher proportion of the
Metropolitan Melbourne residents (both male
and female) had a diagnosed mental illness than
Regional Victoria residents.

Health service contacts for mental
health related issues

In the 12 months leading up to suicide, about 60
per cent of deceased had contact with a health
service for mental health related issues (Table
13). Women had higher levels of contact than men
and people residing in Metropolitan Melbourne
had higher levels of contact than people residing
in Regional Victoria. Of particular note, contact
with specialist mental health services such as
psychiatrists, psychologists or a Crisis Assessment
and Treatment Team (CATT), was much lower in
Regional Victoria than Metropolitan Melbourne.

The data further indicates that general practitioners
were the most frequently involved clinicians in
providing treatment to all people (male and female,
residing in Metropolitan Melbourne and Regional
Victoria) for mental health related issues in the 12
months leading up to suicide.

The data that the Court collated and submitted to
the Royal Commission into Victoria’s Mental Health
System, suggests there are differences between
suicides in Metropolitan Melbourne and Regional
Victoria with respect to demographic profile,
diagnosed mental illness, and contact with health
services for mental health related issues.

Table 13: Proportion by sex and usual place of residence and involved clinician, of deceased who received
treatment for mental health related issues within 12 months of suicide, Victoria 2009-15

Metropolitan Melbourne |

Regional Victoria

Mental health treatment within

12 months of suicide Male Female ‘ Male Female
Any treatment within 12 months 62.2 77.5 49.8 65.5
Psychiatrist 297 46.4 20.4 32.2
Psychologist 15.0 21.8 10.8 15.3
Other mental health practitioner 213 33.0 18.7 29.4
General practitioner 451 58.0 354 49.8
Emergency department clinician 16.4 227 121 16.9
CATT 1.5 18.9 3.6 5.1
Drug and alcohol clinician 5.5 47 3.9 51
No treatment within 12 months 37.8 225 50.2 345
Total 100.0 100.0 100.0 100.0
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Supporting research

During 2018—19 the Court’s Research Committee

met eight times to assess 60 applications for access

to coronial data.

Of these applications, 58 were approved, one
was rejected, and one is still under discussion
with the applicants.

In making its decision, the committee considers the
resource implications for the Court and the impact
such access might have on families and friends of
deceased people. The committee provides advice
on the appropriateness of applications to the State
Coroner, who determines whether the Court will
endorse the research.

The applications assessed covered a broad range
of topics, including:

- fatal house fires

« suicide and employment

- motor vehicle collisions

- deaths in aged care

- suicide among older members of the
Victorian community

. fatal heroin overdose in Victoria.

Access and education

The Court is regularly approached to assist external
organisations with coronial data for the purposes of
death prevention. In 2018-19, the Court responded

to 39 requests from external organisations for data

and other assistance, including:

« Requests from Victoria Police, local councils and
local community groups for data on suicides
in particular regions, to inform local suicide
prevention initiatives.

« Requests from the Victorian Department of
Health and Human Services for comprehensive
suicide data spanning the state, to support the
development and implementation of suicide
prevention strategies.

« Requests from the Victorian Department of
Health and Human Services as well as local
councils for data on overdose deaths to inform
drug harm reduction initiatives.

- Requests from coroners in other jurisdictions for
findings and data in a range of areas, to assist
their consideration of prevention-focused issues.
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Contributing to national data collection

To support and inform research and prevention
efforts on a national scale, the Court codes all
closed investigation files for contribution to the
National Coronial Information System (NCIS). This
database contains information on reportable

and reviewable deaths and all identified factors
determined to have contributed to the death.
The NCIS provides access to detailed coronial
information from Australia and New Zealand to
those who need it.

Requests for documents

In 2018—19 the Court received 5741 external
requests to access information and documentation
contained in coronial files. Such information may
include medical examination reports, toxicology
reports or unpublished findings. These applications,
continue to grow, with the number of requests
received by the Court increasing by 32.7 per cent
during the past five years.

Table 14: Requests for coronial documents

201415 4327
2015-16 4668
2016-17 5063
201718 5237
2018-19 5741




Information and support

It is important for Victorian families and the wider
community to understand the coronial process,
particularly in the days and months following the
death of a loved one. The Court is committed to
providing better ways to offer support throughout
this difficult time, in part through the provision of
clear and readily understood information.

Family Liaison Officers provide critical support to
families and friends affected by loss, explaining
coronial processes and findings. This team also
works closely with Court staff, liaising with families
on sensitive matters.

The Court also produces a number of
communications resources to assist families in
understanding the coronial process and to provide
information about support available to families

and friends whose loved one’s death is being
investigated. These include a family brochure What
happens now? and The Coroners Process booklet

Translation and interpretation services are also
offered to families and friends for whom English
is not their preferred language and who need to
communicate with the Court.

Stakeholder education and engagement

During 2018-19, coroners delivered over 30
presentations and Court staff provided a further
five presentations on topics including overdose
from illegal and pharmaceutical drugs and coronial
recommendations.

These formal and informal presentations to key
stakeholders and industry events provide the
community with information and insights into the
coronial process. Stakeholders include Victoria
Police, clinicians, allied health professionals,
radiologists, medical students and legal
practitioners.

Hospitals and health practitioners

Hospitals and health practitioners are important
participants in the coronial process as they are
obligated to report certain medical deaths. To help
them understand when a death must be reported,
and the coronial investigation process for health
care related deaths, the Court holds quarterly
information sessions. These sessions are offered
to all staff within the healthcare sector and provide
a detailed overview of the coronial process — from
the time of initial reporting, to Coronial Admissions
and Enquiries through to the delivery of findings.
These information sessions are further supported
by a range of publications and other targeted
resources produced by the Court.

In 2018—19 more than 200 practitioners attended
the sessions, primarily from hospitals across
Metropolitan Melbourne and Regional Victoria. To
help educate more practitioners, especially those
in regional settings, the Court has produced a
series of films addressing the key points from the
presentation. This new resource will be distributed
to hospital education specialists in 2019-20 to
support them in their in-hospital training sessions.

Community

As part of an ongoing program to help the
community understand the coronial process,

the Court is developing a proactive community
education program to address a range of common
misconceptions about the Victorian coronial system.

Key areas of focus are medical examinations, the
intersection of coronial and criminal investigations,
investigation timeframes and the proportion of
investigations that go to inquest. To improve
community awareness and understanding of the
Victorian coronial process, the Court and VIFM have
co-produced an 9-episode web series, Afterlife,
which explores the day-to-day activities of coroners,
staff from the Court, VIFM and Coronial Admissions
and Enquiries.

Law Week

During the Victoria Law Foundation’s 2019 Law
Week, the Court and VIFM held two screenings of
the first episode of the Afterlife web series, each
followed by a panel discussion on the coronial
system with Acting State Coroner English and key
Court and VIFM colleagues.

More than 350 people attended across both events
— including members of the public, legal students
and other stakeholders — to learn about why the
Court becomes involved in the investigation of
certain deaths and what the medico-legal death
investigation process looks like. The Court has
received very positive feedback.
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Case study 3

Domestic violence responses

reviewed following murder

There was a known history of family violence
against Ms R prior to being murdered by her
partner, Mr M.

A few months before her death, Mr M threatened
Ms R with a knife and chocked her after she asked
him to move out of her house. Police applied for a
family violence intervention order (FVIO) but there
was a delay in recording the relevant details onto
Law Enforcement Assistance Program (LEAP), the
Victoria Police database.

Mr M was eventually bailed to appear at a hearing
of the FVIO application and was released on the
condition that he did not contact or approach Ms

R. However, days later, he attended Ms R’s house
and a dispute ensued. Police attended but as

his bail conditions had not been entered into the
police database, attending police members did not
know he had breached his bail conditions. Police
obtained a Family Violence Safety Notice, which
was an interim protective measure to protect Ms R
until another FVIO application could be heard at the
Magistrates’ Court.

The two FVIO applications were consolidated and
heard in the Magistrates’ Court. A 12-month FVIO
was issued by consent. The order prohibited Mr M
from approaching or contacting Ms R.

Mr M was also charged in relation to the first family
incident in which he held a knife to Ms R’s throat
and threatened her. He was summonsed to appear
at the Magistrates’ Court at a later date.

Despite the FVIO, Ms R and Mr M resumed contact
and during an argument Mr M killed Ms R. Mr M
pleaded guilty to Ms R’s death and was jailed for a
minimum of 16 years.
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The coroner investigated to see what opportunities
Victoria Police had to prevent Ms R’s death.

The evidence identified eight failures by Victoria
Police to comply with policies and procedures,
including the Code of Practice for the Investigation
of Family Violence, prior to the fatal incident.

To improve responses to family violence, the
coroner recommended that Victoria Police conduct
systemic reviews of family violence-related deaths
where there was a known history of family violence
between the offender and deceased.

Her Honour recommended that the Victorian
Government also annually review the adequacy of
resources and funding provided to family violence
support services to ensure that the demand for
services in Victoria is met.

To improve victim safety, the coroner also
supported the creation of strangulation as a stand-
alone indictable offence to increase perpetrator
accountability noting that the introduction of such
an offence would help ensure these serious crimes
are treated commensurate with the risk it poses

to victims.

Victoria Police agreed to implement the coroner’s
recommendation to conduct a systemic review. In its
response, Victoria Police committed to ensuring that
a review process is esta