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Overview 

The purposes of the Coroner's investigation as described in the preamble to the Coroners Act 2008 
(Vic) ('the Act') include to contribute to the reduction of the number of preventable deaths and the 
promotion of public health and safety and the administration of justice. A primary means by which this 
purpose is achieved, is through making recommendations in findings that are delivered at the 
completion of an investigation.1 Under Section 72(2) of the Act: 

A coroner may make recommendations to any Minister, public statutory authority or 
entity on any matter connected with a death or fire which the coroner has investigated, 
including recommendations relating to public health and safety or the administration of 
justice. 

This document contains a thematically organised compilation of 430 Coronial recommendations 
made in 180 findings since the Act came into operation on 1 November 2009. These 
recommendations address Victoria's mental health system and the treatment, care and support of 
mentally ill people in Victoria. The recommendations were compiled to assist the Royal Commission 
into Victoria's Mental Health System to provide the Victorian community with a clear and ambitious 
set of actions that will change Victoria’s mental health system and enable Victorians to experience 
their best mental health now and into the future. 

Identification of recommendations 

The Coroners Court of Victoria maintains a database of recommendations made by Victorian 
Coroners in deaths investigated from 1 January 2000 onwards. The database was searched on 17 
June 2019 to identify relevant recommendations.  

Inclusion and exclusion criteria 

A recommendation was generally deemed to be relevant and was included if it addressed any aspect 
of mental ill health, the mental health system, and/or suicide prevention. 

The main exception was recommendations regarding drug dependence and misuse. If a 
recommendation in this area focused on drug dependence and treatment within a mental health 
context (for example, dual diagnosis services) it was included, but otherwise it was excluded on 
grounds of potential irrelevance. 

Themes 

Relevant recommendations were compiled by theme. The organising principle for the themes was 
the area of the health system to which the recommendation was addressed (for example, community 
mental health, inpatient mental health, emergency department or general practice). Within each 
theme, recommendations were listed in chronological order by the date they were made.  

Please note that each recommendation was only listed under a single theme. If a recommendation 
addressed multiple themes, a decision was made as to which theme was the best fit in the context of 

                                                

1  A Coroner is not required to include recommendations in a finding, and the overwhelming majority of 
findings do not include recommendations. In financial year 2017-2018, for example, Coroners completed 
investigations and made findings in approximately 6500 deaths; recommendations were included in 48 of 
these findings. 
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the Coroner’s finding. Therefore, when searching for relevant recommendations on a particular topic, 
it is important to be aware that they might be spread across multiple themes. For example, a 
recommendation regarding a patient absconding from an emergency department might be listed 
under the Emergency Department theme, or Police, or New Guidelines and Processes, depending on 
the Coroner's focus.  

Summaries 

A brief one line summary outlining the nature of each death was prepared to assist readers to 
understand the context in which the recommendations were made. Please note that these 
summaries are selective and reductive and are not intended to be substitutes for the findings 
themselves. If a reader is interested in any particular recommendation contained in this compilation, 
the reader is urged to review the complete Coroner's finding rather than relying on the summary for 
context. 
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summary. 

3.  Having regard to this same issue, I further recommend a withdrawal of the 
stipulation presently found in the Reception Summary form, which suggests that a 
reference to a psychiatrist for psychiatric assessment or medication review should 
only be ordered in respect of prisoners classified as PI or P2. 

4.  I also recommend that the training of Forensicare psychiatric nursing staff should 
better instruct on this matter, and better emphasize the need to seek advice 
upwards concerning the position of a prisoner, who like Mr Casey, has a 
documented history of suicidal behaviour and who demonstrates a fluctuating 
mental state presentation. 

5.  In the circumstances, I therefore recommend,  

a)  That the Office of Correctional Services Review undertakes a comprehensive 
review of conditions at Scarborough south and other similarly designed units 
at the PPP, and advises the State of its findings and recommendations.  

b)  That unless or until the State is able to introduce appropriate structural 
changes at Scarborough South, that the Commissioner of Corrections directs 
that the housing of 'at risk prisoners' in all unrenovated cells at the PPP, be 
suspended indefinitely.  

6.  I recommend therefore that the Office of Correctional Services Review [OCSR] 
consider staffing arrangements at the Scarborough South Unit, with a view to 
determining whether staffing levels permit prison officers the opportunity to 
undertake their duty of care to prisoners, to an appropriate level. I make this 
recommendation despite the fact that current staffing levels have received the 
approval of the APOA. 

7.  I further recommend that the OCSR undertake a review of Exhibits 14(c), 32(d) 
and (e), and other G4S materials relevant to training reference 'at risk' prisoners, 
as required, (to include training and update training records), to seek to ensure 
that both training and training updates are being carried out in a timely way with 
appropriate course content, having particular regard to the need for all PPP Prison 
Officers and RRT Staff to fully comprehend: 

a)  The role of the caseworker and backup caseworker;  

b)  The purpose and ambit of 'meaningful conversations', in regard to a prisoner 
on observation watch and the recording of that matter;  

c)  First principle identification of SASH risk issues, as set out in training manual 
Exhibit and  

d)  The importance of proper minute taking in all Risk Review Team [RRT] 
meetings, which minutes should fully reflect any division in views, which may 
occur at any such review meeting. 

8.  Having regard then to Counsel’s submissions and to the above discussion, and to 
help best ensure that these roles are understood especially by those who will 
continue to work on the RRT, I recommend that the suggestions made in the 
Department of Justice [DOJ] submission outlined above, be formally adopted by 
the Governor of Corrections Victoria and be included within an amended G4S 
Operational instruction 107. 

9.  To avoid doubt on the matter of ordering, I further recommend that a full clinical 
review, the observations and findings of which are recorded on a properly 
developed risk assessment tool, should be sought prior to presentation of the 
particular matter to the RRT or like, and that any recommendation should not go 
before the RRT unless or until the analysis document tool, recommends with 
cause, a downgrade of the relevant classification. 

10.  Instruction 107 should also be amended to reflect this ordering. Port Phillip Prison 
- 'At Risk' Prisoner medication. 

11.  I recommend that Pacific Shores Pty Ltd and St Vincent's Corrections Health 
Service, in consultation with the Commissioner of Corrections and G4S, develop 
protocols, which recognize that the provision of appropriate drug substitution 
medication within PPP, is a medical rather than an administrative issue. Further, 
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