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30 July 2020 
The Hon. Jill Hennessy MP 
Attorney-General 
121 Exhibition Street 
MELBOURNE VIC 3000 
 
 
 
Dear Attorney-General 
 
On behalf of the Coronial Council of Victoria (the Council), I am pleased to present to you the final report 
of the Council’s Review into the appropriate and responsive care of deaths in multifaith and multicultural 
communities by the Coroners Court of Victoria and related entities involved in coronial processes (the 
review). The report is submitted under section 110 of the Coroners Act 2008 (Vic). 
 
This review was informed by an analysis of death and funeral practices within a cross-section of ethnic 
groups and faiths in Victoria; coronial and death investigation laws in both domestic and international 
jurisdictions; operational practices and guidance material for key staff within the coronial system; and 
academic research on areas for coronial process improvement.  
 
The review has further been supported by submissions and targeted consultations with a wide range of 
stakeholders, including the Coroners Court of Victoria (the Court), the Victorian Institute for Forensic 
Medicine (VIFM), Victoria Police, multicultural and multifaith leaders and communities, and other agencies 
involved in the coronial process.  
 
This review recognises that the majority of world ethnic groups observe cultural and religious end-of-life 
rites considered both sacred and necessary to prepare the deceased for their next journey, and that these 
practices intersect with all aspects of the coronial process. The recommendations proposed by the Council 
respond to issues of cultural and religious significance but note these matters will also ensure the coronial 
process is responsive and sensitive to a broad range of cohort needs.  
 
Should you require any further information, please do not hesitate to contact me on 0419 537 931 or the 
Council Secretariat on 03 8684 7503 or coronial.council@justice.vic.gov.au. 
 
Yours sincerely 

 
Clare Morton 
Chair, Coronial Council of Victoria 
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1. Glossary of terms  

Term Definition 

Autopsy 

An autopsy is a detailed medical examination of the body conducted by a 
forensic pathologist. References to autopsy in Victoria may include:  

• internal examination or dissection of the body (excluding for the 
purposes of identification). This may include examination of the 
abdomen, chest and head regions, or other areas as deemed 
necessary by the forensic pathologist  

• autopsy with conditions, that is, where the coroner defines a 
specific area of the body to be examined.  

Note: external examination may also include postmortem 
cross-sectional imaging, which uses computed tomography (CT) 
and magnetic resonance imaging (MRI) technology. These scans 
may be used either instead of, or in addition to, internal autopsies.1 

Coroner 

As defined by section 3(1) of the Coroners Act 2008 (Vic), a coroner refers 
to: 

a) the State Coroner, including a person acting under section 12H of 
the County Court Act 1958 (Vic) 

b) the Deputy State Coroner 
c) a magistrate or reserve magistrate engaged under section 9C of 

the Magistrates' Court Act 1989 (Vic) assigned to be a coroner of 
the Coroners Court under section 93 

d) a person appointed as a coroner of the Coroners Court under 
section 94   

e) a reserve coroner who is engaged under section 102N to perform 
the duties of a coroner during any period of engagement or acting 
under section 102S. 

In the case of cross-jurisdictional comparisons, a reference to a coroner (or 

equivalent) is defined in the relevant jurisdiction’s legislation. 

Culture/cultural 

practices 

References to culture may include: 

• ‘The way of life, especially the general customs and beliefs, of a 
particular group of people at a particular time.’2 

• ‘The culture of a particular organisation or group, the habits of the 
people in it and the way they generally behave.’3 

 
 
1 Human Tissue Authority, Guide for the public on postmortem scanning (14 October 2016) Government of the United Kingdom 

<https://www.hta.gov.uk/sites/default/files/HTA%20Guide%20for%20the%20public%20on%20scanning_0.pdf>  

2 Online Cambridge Dictionary, Definition of culture (2020) Cambridge University Press 

<https://dictionary.cambridge.org/dictionary/english/culture>   

3 Online Collins Dictionary, Definition of culture (2020) Collins <https://www.collinsdictionary.com/dictionary/english/culture>   

http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#state_coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/cca1958185/
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#deputy_state_coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#reserve_magistrate
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/mca1989214/
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroners_court
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroners_court
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s93.html
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroners_court
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s94.html
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#reserve_coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s102n.html
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s102s.html
https://www.hta.gov.uk/sites/default/files/HTA%20Guide%20for%20the%20public%20on%20scanning_0.pdf
https://dictionary.cambridge.org/dictionary/english/culture
https://www.collinsdictionary.com/dictionary/english/culture
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Term Definition 

Deaths subject to 

Coroners Court 

inquiry 

Each jurisdiction in Australia has their own Coroners Court legislation. 
However, all state and territory statutes describe the scope of the function 
of the coroner similarly, in having the power to investigate deaths: 

• where there are unexpected, unnatural or violent causes (including 
homicides and suicides) 

• when the identity of the deceased is unknown 

• when the cause of death is unknown 

• when a person who was in care or custody dies. 

Multifaith 

Multifaith means ‘involving several different religions’.4 For the purposes of 

the review, this is not limited to, but will focus on, the following multifaith 

groups: Baha’i, Buddhist, Hindu, Jain, Jewish, Muslim, Orthodox Christian, 

and Sikh faiths.  

The review acknowledges Aboriginal spirituality and notes the Coroners 

Court is working separately with Aboriginal communities to provide a 

culturally appropriate approach to handling the deaths of Aboriginal people. 

Preliminary 

examination  

Within Victoria, a preliminary examination is usually performed by the 
forensic pathologist to inform a decision on whether an autopsy is required. 
This procedure may include:  

• a visual examination 

• the collection and review of information about the deceased 

• the taking of bodily fluids, such as blood, urine, saliva and mucus 

• the taking of samples from the surface of the deceased 

• imaging of the person who has died, such as through computed 
tomography (CT scans), X-rays, ultrasound and photograph 

• analysing fingerprints.5 

Religion/religious 

practices 

Although there is no strict scholarly consensus, a central theme defining 

most religions is the practice of systems of behaviours and morals and 

recognition of sacred texts, religious leaders and places of worship.6 

Reportable deaths 

The Coroners Act 2008 (Vic) (the Coroners Act) requires coroners to 

investigate all deaths defined as being ‘reportable’ or ‘reviewable’ deaths. 

Section 4 of the Coroners Act defines a death as being ‘reportable’, if:  

a) the body is in Victoria, or  
b) the death occurred in Victoria, or  
c) the cause of the death occurred in Victoria, or 

 
 
4 Online Macmillan Dictionary, Definition of multifaith (2020) Macmillan Education Limited 

<https://www.macmillandictionary.com/dictionary/british/multi-faith>   

5 Coroners Court of Victoria, Forensic process (18 December 2018) <https://www.coronerscourt.vic.gov.au/families/first-48-hours-

families/forensic-process>  

6 Online Encyclopaedia Britannica, Definition of religion (2020) Encyclopaedia Britannica Inc. <https://www.britannica.com/topic/religion>   

https://www.macmillandictionary.com/dictionary/british/multi-faith
https://www.coronerscourt.vic.gov.au/families/first-48-hours-families/forensic-process
https://www.coronerscourt.vic.gov.au/families/first-48-hours-families/forensic-process
https://www.britannica.com/topic/religion
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Term Definition 

d) the person ordinarily resided in Victoria at the time of death – and 
the death was a death specified in subsection (2).7 

The Coroners Act A reference to the Coroners Act 2008 (Vic). 

1.1 Clarification on language used 

Throughout the review, there are references to both cultural and religious implications stemming 
from coronial processes. It is important that the distinction between these two terms is clarified. 

Generally, a religion is regarded as a set of beliefs and practices, usually involving 
acknowledgment of a divine or higher being or power, by which people order the conduct of their 
lives both practically and in a moral sense. Traditional religions often have sacred texts, laws and 
holy days, and are organised systems. 

Culture refers to the characteristics and knowledge of a particular group of people, encompassing 
shared values, identity, beliefs, expectations, attitudes, assumptions and norms formed through 
similar experiences. These shared patterns of behaviours and interactions, cognitive constructs 
and understandings of the world, develop through socialisation processes and result in a cultural 
identity fostered by social patterns unique to a group. 

Culture is not limited to ethnicity. Ethnicity is the shared identity of a group of people based on 
commonalities such as common geographic origin, language, religion and history. Rather, culture 
is dynamic. It is the shared system of learned and shared values, beliefs and rules of conduct 
which influence people to perceive, believe, evaluate and behave in a certain way. 

This report addresses both religious and cultural considerations in recognition of the significant 
role both play around death and funeral processes across Victoria’s multicultural and multifaith 
communities. While religious obligations can be stipulated in interpretations of sacred texts, 
cultural practices hold equal relevance for many communities. 

  

 
 
7 Subsection (2) defines a number of deaths as in scope, including: a death that appears to have been unexpected, unnatural or violent or to have 

resulted, directly or indirectly, from an accident or injury; deaths that occur during or following a medical procedure; death of a person in custody 

or care; death of a mental health patient (under the Mental Health Act 2014); and death of an unknown person.  
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2. Executive summary 

Overview 

The Coronial Council of Victoria (the Council) is a statutory body established under the Coroners 
Act 2008 (Vic). The Council’s role is to provide advice and make recommendations to the 
Attorney-General on issues of importance to Victoria’s coronial system.  

On 5 February 2020, the Attorney-General requested that the Council review the handling of 
deaths in multifaith and culturally and linguistically diverse (CALD) communities by the Coroners 
Court of Victoria and related entities involved in coronial processes (‘the review’, see the attached 
reference at Appendix A).  

This report presents the findings of the review. The report addresses whether the Court operates 
in a way that is sufficiently sensitive to diverse cultural and religious practices, and provides 
recommendations on what changes should be made to improve the experience of multifaith and 
multicultural families. It has been approved by the Council and is being submitted to the 
Attorney-General for consideration by the Victorian Government.  

This review acknowledges that the coronial process can sometimes be at odds with cultural and 
religious beliefs and practices. This is especially the case where there is a religiously stipulated or 
culturally enforced rule against postmortem examination and/or where religious obligations 
stipulate that rites must be performed shortly after death or immediately prior to burial or 
cremation. Balancing the need for proper oversight of preventable deaths with the need to 
minimise intrusion into the lives of bereaved families is a recurring theme in the review of coronial 
processes. 

In conducting this review, the Council considered the way the coronial system and law enable the 
observance of cultural and religious practices. The review found that case law, legislation and 
academic research on the intersections between culture and religion with the coronial process 
focus on objections to postmortem examination. However, consultations with key cultural and 
religious stakeholders, as well as a review of cultural and religious materials, revealed that 
handling the body with respect and care was equally important to the practice of cultural and 
religious end-of-life rites.  

Noting that the majority of world religions observe end-of-life rites that are both sacred and 
considered necessary to prepare the deceased for their next journey, this review also analyses 
the literature on death and funeral practices across various cultures and faiths, with a focus on 
the Baha’i, Buddhist, Hindu, Jain, Jewish, Muslim, Orthodox Christian and Sikh faiths. 

The recommendations acknowledge that cultural and religious practices intersect with all aspects 
of the coronial process, beginning with the initial investigation process, to how the body is 
handled and stored while in the care of the Victorian Institute of Forensic Medicine (VIFM), 
through to release of the body and the coronial investigation.  

The report analyses and makes recommendations in relation to:  

• cultural and religious preferences for handling the deceased 

• improving the community’s understanding of the coronial process 

• improving engagement between the community and coronial stakeholders 

• opportunities for dedicated learning and development programs both within the multifaith and 
multicultural communities and for coroners and staff working in this area.  

The review also considers opportunities to improve privacy requirements, the use of digital 
scanning and other technologies, and considers how cultural and religious rights could be better 
incorporated within disaster victim identification processes. In responding to issues of cultural and 
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religious significance, the review makes recommendations for broad reform, including a 
trauma-informed and restorative justice-based approach.  

While not part of this reference, the need for a dedicated counselling service was often raised in 
the consultation process. The review recommends that further work be undertaken to develop a 
model for a coronial counselling service.  

Throughout the review, a number of opportunities were identified to meaningfully respond to 
Victoria’s diverse ethnic and religious communities, and to ensure that the coronial process is 
responsive and sensitive to a broad range of cohort needs.  

Victoria’s multifaith and culturally and linguistically diverse (CALD communities 

Data on Victoria’s population reveals an increasingly multifaith and CALD community. Australian 
Census data from 2016 shows that 8.2 per cent of Australians are affiliated with religions outside 
Western Christianity. This is more than three times the proportion recorded in the 1991 Census 
(2.6 per cent of the population). 

In 2016, Victoria had a greater overall proportion of people born overseas (35 per cent) compared 
with the national population (28 per cent). Furthermore, compared with the national population, 
there is a larger proportion of people living in Victoria who were born in Oceania (which includes 
New Zealand and Pacific Island countries), Southern and Central Asia, and South-East Asia.  

This data is important as it shows the degree of cultural diversity in both Victorian and national 
populations, and the increasing importance of ensuring laws and policies are responsive and 
sensitive to a broad range of cultural and religious beliefs. 

The approach to analysing system efficacy and developing recommendations 

In reviewing the efficacy of the coronial system’s response to the needs of multifaith and CALD 
communities, the Council employed a systems-thinking approach. This analysis was underpinned 
by a comprehensive literature review and targeted stakeholder consultation, which examined:  

• cultural and religious practices – this included a review of the literature on death and 
funeral practices within a cross-section of ethnic groups and faiths 

• case law and legislation – this included an analysis of coronial or death investigation 
laws and regulations in domestic and international jurisdictions, and the extent to which 
these take cultural and religious considerations into account 

• operations and governance – this involved a review of the practice and guidance 
material available for key staff and stakeholders who work within the coronial system, to 
determine the extent to which cultural and religious considerations are incorporated into 
everyday work. This analysis considered practice and guidance material available to the 
coroners, Victoria Police, and staff at the Coroners Court and VIFM 

• community input – this involved targeted stakeholder consultations with community 
members representing a diversity of ethnic and religious groups, as well as surveys 
designed to gauge community knowledge of, and experiences with, the coronial 
process 

• synthesis of system linkages – this process helped identify key areas for process 
improvement, based on a synthesis of research on religious doctrines; academic 
articles; case law; legislation; and, stakeholder feedback 

• recommendations and actions – this included discussions on how to integrate 
findings into recommendations for embedding long-term and meaningful change.  
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Analysis of coronial processes by jurisdiction 

Domestic jurisdictions 

It has been widely acknowledged in other jurisdictions (see, for example, the United Kingdom’s 
(UK) 2003 Luce Review) that the Victorian coronial system is high performing, particularly in 
relation to its efficiency, efficacy, innovative autopsy practices and its practice of taking into 
account the views of bereaved relatives.  

Currently, all jurisdictions in Australia, except for South Australia, provide for the next of kin to 
object to a postmortem examination. The Australian Capital Territory, Victoria, and Queensland 
are the only Australian jurisdictions which explicitly mandate that multicultural and religious 
factors be considered in the coronial process.8 

However, in Victoria, decisions on the extent to which cultural or religious matters are considered 
have developed through the shared practices of coroners but have not been explicitly 
incorporated into legislation, legal guidance, or practice handbooks. 

An analysis of international jurisdictions  

Internationally, most jurisdictions, except for New Zealand and the state of New Mexico in the 
United States, do not specifically legislate for either objections by next of kin to postmortem 
examination, or for religious and cultural considerations to be taken into account in the coronial 
process.  

In analysing international jurisdictions, the Council undertook research on comparable common 
law jurisdictions such as Canada, New Zealand and the United Kingdom. The review additionally 
considered the medical examiner system in Switzerland, a country that has established itself as a 
pioneer in forensic radiological imaging, as well as the coronial systems in India, Malaysia, the 
Middle East, United States, and Western African countries.  

Considering coronial legislation alone, New Zealand is considered most progressive. The 
Coroners Act 2006 (NZ) has undergone a series of reforms that have increasingly afforded 
greater recognition and protection of the cultural practices and religious beliefs of communities, in 
particular, those of the Maori community. These reforms protect the observance of cultural and 
religious rights; afford bereaved relatives specific rights in relation to remaining with or near the 
deceased’s body; and mandate that bereaved relatives must be kept updated on significant 
changes to case management and progress throughout the coronial investigation.  

Although the United Kingdom’s legislation is silent on the specific rights of bereaved relatives, 
case law appeals on coronial decisions have also emphasised an increasing trend towards 
recognising cultural rights and religious views. Case law has successfully introduced precedents 
subsequently codified into judicial guidance released by the UK Chief Coroner’s office. For 
example, guidance number 28 deals specifically with expedited case management and provides 
that coroners must consider expediting coronial cases on cultural or religious grounds.9  

Feedback from stakeholders 

Stakeholder concerns raised through consultations and the survey process revealed a lack of 
understanding of the coronial process, and the extent to which cultural and religious views can be 
taken into consideration within this process. Many stakeholders also disclosed a lack of 

 
 
8 Under the Coroners Act 1997 (ACT), section 17A provides that cultural attitudes or spiritual beliefs should be taken into account, in making a 

decision on the need for a postmortem examination. Section 19(5) of the Coroners Act 2003 (Qld) similarly states that the Coroner must take into 

consideration the cultural traditions or spiritual beliefs of the deceased’s family. 

9 Chief Coroner UK, Guidance No. 28: Report of death to the Coroner: Decision making and expedited decisions (17 May 2018) Courts and 

Judiciary Tribunals UK <https://www.judiciary.uk/wp-content/uploads/2018/05/guidance-no-28-report-of-death-to-the-coroner-2010517.pdf>  
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understanding of the role of the Coroners Court, Victoria Police and VIFM, and how deaths are 
classified as ‘reportable’.  

Although stakeholders acknowledged coronial process information was available through the 
Court’s website, they stated that, for people with English as a second language, the material was 
far too long to read and comprehend. In fact, a number of stakeholders requested that material 
be made more accessible to a wider cohort. This included publishing materials in a wider range of 
languages including localised dialects, rather than only classical or formal versions of languages 
that many community members may not understand. Stakeholders also queried their rights within 
the process and were uncertain as to whether they could object to an autopsy, and under what 
grounds this was permissible.  

Throughout the review, Council engaged with an Expert Panel composed of representatives from 
the Coroners Court, Victoria Police and VIFM. The Council notes that some of the concerns 
regarding accessibility began to be addressed during the course of the reference. For example, 
the Court has recently drafted a two-page document on the coronial process, which will shortly be 
uploaded to its website.  

A recurring theme in the feedback was timelines for release of the body, and how the body is 
treated once in the care of VIFM. This is important for many cultural and religious end-of-life 
practices. Many religions specify timelines for end-of-life practices and funerals, and stakeholders 
expressed concerns about delays to these processes. 

Process improvement opportunities 

The death of a loved one is a distressing time in a person’s life and a lack of ability to practice 
sacred end-of-life cultural and religious rites can exacerbate the trauma experienced by bereaved 
relatives. 

The importance of the issues raised in this review is even more pronounced in times of pandemic 
or mass fatalities. As well as considering improvements to ongoing operations, the review 
considered how cultural and religious practices can be incorporated into emergency planning, 
including disaster victim identification. The COVID-19 public health emergency in 2020 
highlighted the importance of considering culture and religion in coronial processes, particularly in 
light of international case studies in the literature review. The review identified the following 
themes, which informed the recommendations in section 3:  

• cultural and religious preferences in respect of handling the body 

• dedicated learning and development programs to facilitate improved incorporation of CALD 
and multifaith needs into the coronial process 

• stronger incorporation of therapeutic jurisprudence principles 

• development of a counselling service that is finely tuned to cultural and religious needs 

• strengthened communications between the Court and bereaved relatives, including in the 
communication of sensitive information 

• improved privacy requirements 

• preferencing other methods, including digital scanning and other technologies, over internal 
autopsy 

• ensuring religious and cultural considerations are incorporated into disaster victim 
identification and emergency planning processes. 
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Some of the issues and recommendations proposed for coronial system reform within the context 
of the current reference are not new. Some were raised in the Council’s fourth reference 
regarding rights to appeal coronial findings and reopen investigations.10 

Recommendations in relation to restorative justice, the need for bereaved relatives to have 
access to counselling services, and for improved privacy address key issues that could 
significantly assist bereaved families as they progress through the coronial process.  

In particular, a restorative justice process could meet some bereaved families’ needs in ways that 
traditional coronial court processes do not by providing an opportunity to focus on repairing the 
harm experienced. 

The Council would like to thank the Expert Panel of members from the Coroners Court, Victoria 
Police and VIFM, as well as the Reference Group of multicultural and multifaith leaders across 
Victoria and all the community stakeholders interviewed who helped shape this work. Through its 
partnership with these stakeholders, the Council was able to respond to community concerns and 
co-design effective initiatives that will lead to improved coronial processes which are more 
responsive and sensitive to a broad range of community needs. 

Through a strong co-design and stakeholder consultation process, multicultural and multifaith 
communities were able to be part of the process of developing initiatives that may affect them 
and their families, at some of the most difficult and crucial times of their lives. Communities have 
indicated their support for this reference, embracing its importance and sharing their experiences 
with us, as well as their cultural practices and beliefs. The extent of support and contributions 
from the community have helped the Council develop a rigorous framework for change, and will 
ensure strong community buy-in in implementing outcomes from this review. 

The Council would like to thank the Victorian Multicultural Commission (VMC) for their vital and 
generous contribution to this important work, both in terms of grant funding towards stakeholder 
consultations, and in Maria Dimopoulos’s contributions in co-leading this work with the Council 
Chair, Clare Morton. The Council notes that it will be important for VMC to be engaged on the 
implementation of the recommendations. 

 

  

 
 
10 Coronial Council of Victoria, Fourth reference: rights to appeal coronial findings and re-open investigations (July 2020) Victorian Government 

<https://www.justice.vic.gov.au/justice-system/courts-and-tribunals/coronial-council-of-victoria-fourth-reference-rights-to-appeal> 

https://www.justice.vic.gov.au/justice-system/courts-and-tribunals/coronial-council-of-victoria-fourth-reference-rights-to-appeal
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3. Summary of recommendations 

This section summarises the recommendations proposed by the Council.  

The recommendations relate to the Council’s reference into the appropriate and responsive care 
of deaths in multifaith and multicultural communities. However, the Council also recommends that 
there be consideration of future work on how the coronial system can effectively respond to other 
needs not captured through the scope of the current review including, the needs of bereaved 
families as they go through the coronial process, and the broader needs of the Victorian 
community. 

3.1 Cultural and religious preferences for handling of a body 

Recommendations one to 13, below, respond to the accessibility issues raised by the community 
throughout the stakeholder consultation process. In particular, stakeholders cited a lack of 
knowledge about the process (including the roles of the Court, VIFM and Victoria Police) and key 
timelines.  

These recommendations seek to improve the community’s understanding of coronial processes 
and to improve engagement between the community and coronial stakeholders. This will enable 
an open dialogue and a means to continually review the efficacy of the process in responding to 
cultural and religious needs. It will give members of the community assurance that their loves 
ones are being treated with honour and care. These recommendations will also enable the 
coronial process to be more aligned with cultural and religious preferences and timelines.  

 

Theme Recommendation that there should be consideration of: 

Cultural and religious 

preferences in respect 

of handling the body 

 

1. Legislative reform to enshrine greater protection of religious and 
cultural rights into the Coroners Act 2008 (Vic) and to have values 
and obligations identified in the legislation rather than through 
directions. This could include incorporating: 
▪ a reference to religious issues, practices and beliefs within 

section 8(c) 
▪ information on the handling of the body while in the care of 

VIFM. This could include amendment to section 22 (control of 
the body) to take into account the cultural or religious beliefs of 
the deceased and their family whose customs may require 
viewing, touching, or remaining with or near the body 

▪ changes to section 25 (autopsies) and the need for VIFM to 
take into account cultural and religious considerations while 
performing postmortem examinations  

▪ more detailed and specific reference to the rights of bereaved 
families within the coronial process. This could include 
amendment to section 21 (providing relevant persons with 
coronial process information) to provide more clarity on the 
information and resources bereaved family members are 
entitled to access. 

 
2. The Victorian Government funding two multicultural and multifaith 

engagement officers at the Coroners Court who will be responsible 
for tasks including, but not limited to: 

• working with the Coroners Court and VIFM to identify and 
prioritise assistance to multicultural and multifaith families 
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Theme Recommendation that there should be consideration of: 

• engaging with multicultural and multifaith communities, 
including educating communities on the process, and 
identifying ongoing opportunities for improved engagement 
between communities and the Court 

• educating the Court and VIFM on best practice in terms of 
responding to multicultural and multifaith community needs 
within the coronial process 

• reviewing pro-forma correspondence to ensure that these are 
written in a culturally and religiously sensitive manner 

• where appropriate, referring clients to the Coroners Court 
Direct Pro Bono Referral Scheme for certain appeals to 
decisions made by the Court, for example, disputes regarding 

autopsy or release of the body11 

• providing briefings and reports to the coroners on multicultural 
and multifaith coronial cases 

• working with the Koori Court Officer to share lessons learned 
and identify best practice, as well as opportunities for process 
improvement 

• consulting with the VMC for insights on the most effective 
means of ensuring strong community engagement. 

Note: The Council also recommends that future work be 
undertaken to consider a diversity-focused role that responds to 
the broader diversity needs of the Victorian community, which is 
not captured within the scope of the current review.  

  
3. The Coroners Court and VIFM, in collaboration with the VMC, 

establishing a Reference Group comprising leaders of ethnic and 
faith groups and Court leadership, which would meet periodically to 
advise the Court on multicultural and multifaith community needs. 
This will include seeking VMC expertise and input on membership 
to ensure strong representation across Victoria’s multifaith and 
multicultural communities. 
 

4. The VIFM and Coroners Court strengthening data collection 
processes to improve reporting and the ability of VIFM and the 
Court to cater to a diverse range of cultural and religious needs 
throughout the process. This will include incorporating optional 
questions requesting that families provide details of their: 

 

• nationality 

• ethnicity 

• religion.  
 

 

 
 
11 Coroners Court of Victoria, Direct pro bono referral scheme guide (June 2020), Victorian Bar Association 

<https://www.vicbar.com.au/sites/default/files/Coroner%27s%20Court%20Direct%20Pro%20Bono%20Referral%20Scheme%20Guide%202019.p

df>  

https://www.vicbar.com.au/sites/default/files/Coroner%27s%20Court%20Direct%20Pro%20Bono%20Referral%20Scheme%20Guide%202019.pdf
https://www.vicbar.com.au/sites/default/files/Coroner%27s%20Court%20Direct%20Pro%20Bono%20Referral%20Scheme%20Guide%202019.pdf
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Theme Recommendation that there should be consideration of: 

5. Exploring opportunities for VIFM to better consider cultural and 
religious preferences for handling the deceased person’s body 
while in their care. This could include consideration of: 

 

• respecting end-of-life rites that pertain to not removing any 
jewellery, religious objects, or hair from the body of the 
deceased. This is a key consideration for Sikhs 

• playing ceremonial music 

• the white shroud provided by families remaining on the body, 
where possible and practical 

• the VIFM staff member and forensic pathologist who have 
physical contact with the deceased being the same sex as the 
deceased person 

• that only non-smokers handle the body of the Sikh deceased.  
 

6. Where practical, VIFM and the Coroners Court adopting expedited 
case management processes for cultural and religious cases 
(similar to the UK model). 
 

7. In partnership with the multifaith and multicultural leaders, the 
Coroners Court and VIFM auditing current coronial process 
material for culturally and religiously diverse communities to ensure 
it is fit for purpose.  
 

8. In partnership with multifaith and multicultural leaders, the 
Coroners Court and VIFM simplifying current coronial process 
material, including the creation of video clips available in multiple 
languages.  

 
9. The Coroners Court and VIFM developing and publishing a guide 

on cultural and religious considerations for distribution to, and input 
by, Victorian multicultural and religious communities. 

 
10. The key coronial stakeholders developing and disseminating 

resources on their roles, responsibilities, processes and timelines. 
While this exists for the Court, there is limited public information on 
VIFM and Victoria Police. 
 

11. Increasing interaction between the Coroners Court and VIFM and 
community in the form of: 

• open days 

• Q&A sessions 

• workshops for funeral directors 

• workshops with the multicultural community and multifaith 
leaders and the Coroners Court. 

 

12. The Coroners Court and VIFM developing a contact list of 
multicultural and multifaith leaders that can be updated on a yearly 
basis. 
 

13. The Attorney-General sending a copy of this report to other state 
and territory Attorneys-General to promote best practice in 
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Theme Recommendation that there should be consideration of: 

ensuring that the coronial process responds effectively to the 
needs of CALD and multifaith communities. 

 

3.2 Dedicated learning and development programs to facilitate improved 
incorporation of CALD and multifaith needs into the coronial process 

Recommendations 14 to 17, below, describe a range of learning and development programs that 
could be implemented to improve the incorporation and understanding of cultural and religious 
practices into the coronial process. 

These include specific professional development opportunities for coroners and staff working 
within the Court, VIFM, and Victoria Police to improve ways of working with and responding to 
multicultural and multifaith communities, as well as training opportunities for multicultural and 
religious leaders on the coronial process. 

 

Theme Recommendation that there be consideration of:  

Dedicated learning and 

development programs 

to facilitate improved 

incorporation of CALD 

and multifaith needs 

into the coronial 

process  

 

14. The Coroners Court and VIFM revising induction processes for all 
staff involved in the coronial process, extending to: 

• coroners 

• forensic pathologists 

• staff working in the Court and VIFM. 

The revised induction processes will strongly align with the 
objectives of section 8(c) of the Coroners Act 2008 (Vic), in 
ensuring that the coronial process considers the needs of multifaith 
and multicultural communities. 

 
15. The Victorian Government funding the Coroners Court to work with 

the Judicial College of Victoria to revise the Coroners Court 
Benchbook to provide more information on matters to take into 
account when working on cases involving multicultural and 
multifaith communities.  
 

16. The Court, VIFM and Victoria Police working with multicultural and 
religious leaders to develop an ongoing training program for staff in 
the coronial process that addresses best practice approaches for 
working with diverse cohorts, including members of multicultural 
and multifaith communities.  

 
17. The Court, VIFM, and Victoria Police providing coronial process 

information sessions for funeral directors and multicultural and 
religious leaders in Victoria.  
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3.3 Stronger incorporation of therapeutic jurisprudence principles 

Law reform commission reviews12 and academic reports13 acknowledge the importance of a more 
trauma-informed approach in the coronial process. A therapeutic jurisprudence and restorative 
justice-based approach can be achieved by implementing initiatives that ‘create a balance 
between achieving justice and reducing the potential for harm to be caused by the legal 
process’.14 

Recommendations 18 to 22, below, address feedback from stakeholders that bereaved families 
are unable to be actively involved in the coronial process and that a restorative justice approach 
should be adopted by the court. The Council heard that while families can give statements, 
beyond this, they feel unable to ask questions throughout the process.  

However, the recommendations below need to be understood in light of the individual facts of 
each coronial case. For example, a portion of coronial cases involve family violence or a family 
member being involved in the deceased’s death, where it would be inappropriate for bereaved 
relatives to be involved in the process.  

Council recognises that restorative justice is complex and that a critical factor for success is that 
families are well supported by experienced staff throughout the conference process. Council 
recommends that further work be undertaken, possibly through a new reference, in partnership 
with the Centre for Innovative Justice, RMIT, to develop a restorative justice conferencing model.  

 

Theme Recommendation that there be consideration of:  

Stronger incorporation 

of therapeutic 

jurisprudence principles 

 

18. The Court inviting family members to write a paragraph for input 
into the coroner’s findings, describing their loved one in their own 
words. 
 

19. Enabling families to develop and read a family witness statement. 
 

20. The Coroners Court providing a document setting out the rights of 
the family. 
 

21. Providing opportunities for bereaved family members to be more 
active during the inquest process, which could include voicing their 
views on the circumstances of death or raising questions at various 
points in the process. 
 

22. Where it would be identified as strongly beneficial for families, the 
Victorian Government funding a restorative justice program to 
enable families to resolve outstanding issues and questions 
following the conclusion of a coronial investigation.  

 
 
12 For example, the Victorian Parliament Law Reform Committee’s 2006 inquiry into the review of the Coroners Act 1986, and the Law Reform 

Commission of Western Australia’s 2012 Review of Coronial Practice in Western Australia.  

13 See for example, Ian Freckleton, ‘Minimising the counter-therapeutic effects of coronial investigations: in search of balance’, (2009) Volume 16, 

Issue 3 QUT Law Review, and Michael S King, ‘Non-adversarial justice and the coroner’s court: a proposed therapeutic, restorative, problem 

solving model’ (2009) Volume 30, Faculty of Law, Monash University Research Paper.  

14 Ian Freckleton, ‘Minimising the counter-therapeutic effects of coronial investigations: in search of balance’, Volume 16, Issue 3 QUT Law 

Review, pg. 6. 
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3.4 Development of a counselling service that is finely tuned to cultural and 
religious needs 

Recommendations 23 to 25, below, explore opportunities for a dedicated coronial counselling 
service. 

Currently, within the Court, family liaison officers and registrars interact with the family and 
provide them with information on coronial processes and timelines, as well as advice about 
external counselling and support services. 

Similarly, within VIFM, medical liaison nurses are trained and experienced in clearly 
communicating medical procedures and terminology in a sensitive manner to distressed families 
during initial stages of the investigation. However, there is currently no dedicated specialist 
counselling service supported by the Court itself, and individuals and families requiring 
counselling are referred to external services. 

Further work would be required, potentially through another reference conducted by the Council, 
to develop a model for a dedicated coronial counselling service. 

 

Theme Recommendation that there be consideration of:  

Development of a 

counselling service that 

is finely tuned to 

cultural and religious 

needs  

 

23. Further work being undertaken, possibly by the Council, to develop 
a model for a coronial counselling service that is finely tuned to 
cultural and religious needs, to support bereaved people and 
families throughout the coronial process. In developing the model, 
consideration needs to be given to where the service should be 
located. 
 

24. Prior to the counselling model being developed, the Coroners 
Court working with multifaith and multicultural leaders to develop a 
directory of counsellors or support workers from diverse ethnic and 
religious backgrounds. 
 

25. As part of development the counselling model, that budget is 
provided for interpreting support to be provided, where needed, at 
counselling appointments.  

 

3.5 Strengthening communications between the Court and bereaved 
relatives, including in the communication of sensitive information 

Law reform reports on the coronial process have identified the role that communication and 
consultation with families plays in minimising or exacerbating the pain and suffering of a sudden 
death. These reports also highlight that a lack of timely and appropriate information can lead to a 
poor understanding by families of the coronial process, and their rights within this process.15 

Furthermore, enhanced communications between the Court and bereaved family members 
regarding particularly sensitive information (for example, where the deceased may have 

 
 
15 See for example, the work undertaken as part of the Law Reform Committee’s 2006 review of Victoria’s coronial legislation (the report), 

Myndscape Consulting. Stakeholder responses from the review demonstrated the families’ lack of understanding about the roles, functions and 

processes of the Coroner exacerbated their difficulty with the process. Clear information was seen by participants of the study to be important in 

helping regain a sense of control during their difficult time of grief. 
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contributed to the circumstances of their death) or certain forms of death (such as suicide), are 
especially important when communicating to culturally and religiously diverse families. The 
majority of religions see suicide as a sin against life and the body. Families also reported being 
particularly distressed at having to present death certificates with the cause of death to third 
parties.  

Recommendations 26 to 28, below, explore opportunities for improved communications between 
the Court and bereaved relatives throughout the coronial process.  

 

Theme Recommendation that there be consideration of:  

Strengthened 

communications 

between the Court and 

bereaved relatives, 

including in the 

communication of 

sensitive information 

 

26. Updating the existing Court survey process to include cultural and 
religious questions (similar to the questions asked in the project 
survey). 
 

27. Communicating reasons for delays to families, as soon as 
practicable. 
 

28. Births, Deaths and Marriages developing an abridged death 
certificate in addition to the full form of the death certificate, which 
can be provided to third parties, and omits any graphic information 
in relation to the cause of death.  

 

It is noted that Births, Deaths and Marriages is currently evaluating a pilot that would enable it, 
with the permission of families, to notify relevant agencies and service providers of death 
registrations. This reduces the burden on bereaved relatives, enabling service providers to make 
the first contact with bereaved relatives to confirm next steps. The Council notes that this work 
will be instrumental in providing greater support to bereaved families, especially in the 
communication of sensitive information. 

3.6 Improved privacy requirements 

Coronial inquests are deemed to be in the public interest and are therefore held in public and 
exempt from privacy legislation. However, an unregulated media reporting process on coronial 
inquests may reduce the privacy of bereaved relatives during a difficult time. 

Open justice is an important principle underpinning the coronial process, but there needs to be a 
balance between this and the rights of the family. This is because open justice practices can 
result in the disclosure of personal information that may cause distress without serving any 
objective that enhances the quality of justice provided.16 In the absence of any express privacy 
provisions for families in coronial legislation, coroners need to ensure that any release of 
personal information is essential to aiding the investigation or the Court’s preventive function.17  

The recommendations below provide opportunities to increase the privacy and comfort of 
bereaved relatives during a distressing time. 

 
 
16 Rebecca Scott Bray and Greg Martin, ‘Exploring fatal facts: current issues in coronial law, policy and practice’ (2016), Volume 12, Issue 1 

International Journal of Law in Context, pg. 127.  

17 Ibid.  
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Theme Recommendation that there be consideration of:  

Improved privacy 

requirements 

 

29. Engaging court architects/designers to advise on optimal use of 
available space within the Coroners Court and VIFM, with a view to 
enhancing the capacity for distressed and grieving people to have 
private spaces to speak with one another, to grieve and to speak 
with legal representatives. 
 

30. Providing dedicated prayer rooms within the premises of the 
Coroners Court and VIFM.  
 

31. When the Court is dealing with pictorial or factual evidence that is 
foreseeably distressing to family members, steps are taken to alert 
family members in advance, so that they can choose whether or 
not to be present in Court if evidence or submissions are likely to 
touch on such matters. 
 

32. Developing a protocol between the Coroners Court and the media, 
to attempt to provide for greater sensitivity to be given to cultural 
and religious considerations in media reporting on coronial cases. 

3.7 Preferencing other methods over internal autopsy 

Within multicultural and religious communities there is a lack of understanding of when an internal 
postmortem examination is required. Within Islam and Judaism, internal postmortem 
examinations are considered objectionable, unless required by law.  

Recommendations 33 and 34, below, consider opportunities to decrease the use of internal 
autopsy.  

Theme Recommendation that there be consideration of:  

Preferencing other 

methods, including 

digital scanning and 

other technologies, over 

internal autopsy 

 

33. Updating the Coroners Court process booklet and materials issued 
to the community to incorporate information on the circumstances 
in which less-invasive postmortem examinations can be prioritised.  
 
There will, of course, be exceptions to this in cases subject to 
police investigation, and where the family prefers an autopsy to be 
conducted.  
 

34. Additional funding for improved digital imaging technologies, 
including photography and radiology (CT and MRI) to enable 
non- or minimally invasive postmortem analysis and diagnosis, 
facilitate the rapid issuing of medical certificates of cause of death, 
assist in case reviewability, improve evidence presentation in the 
courts, and ensure forensic pathologists are able to deliver on 
these recommendations. 

3.8 Disaster victim identification processes 

Disaster victim identification (DVI) refers to the formal and coordinated way multiple bodies are 
identified after a mass fatality. This is a relevant issue in the current COVID-19 environment, and 
it can be at odds with cultural and religious beliefs.  
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The below recommendation considers ways to not only improve the incorporation of cultural and 
religious beliefs into coronial processes, but to ensure Victoria’s coronial system is well prepared 
in terms of any DVI or mass fatality events.  

Theme Recommendation that there be consideration of:  

Ensuring religious and 

cultural considerations 

are incorporated into 

disaster victim 

identification and 

emergency planning 

processes  

  

35. Incorporating cultural and religious considerations into the 
standardised DVI and emergency planning guidelines on the 
coronial system. This will ensure that Victoria’s coronial system is 
well prepared for any future emergency responses. 
 

 

3.9 Recommendations considered but not included in the review 

In addition to the above recommendations, the Council considered two additional 
recommendations. These were not included because either they were not practical for the Court 
and its stakeholders, or they involved matters already being explored through other avenues.  

3.9.1 Recommendation for coroners, to be available on weekends in special cultural or 
religious cases 

One of the key themes from stakeholder consultations was that there are delays to funerals 
caused by the coronial process, and specifically, the time taken to release the body. A majority of 
community members interviewed lacked understanding as to what needs to happen before the 
body can be released. However, many of the multicultural and religious community leaders 
understood that the initial postmortem examination and testing does not happen on the weekend, 
meaning that the coroner’s decision to release the body usually takes until, at least, the next 
business day.  

A recommendation was originally drafted specifying that in special or religious cases, coroners 
should be available on weekends. However, further investigation revealed this is impractical for a 
number of reasons, including: 

• budgetary implications requiring significant additional funding 

• resourcing limitations, as there is a shortage of forensic pathologists available to service this 
requirement 

• public policy considerations and weighing up considerations of potential unfairness to other 
cohorts within the coronial process.  

Reducing delays to multicultural and religious coronial cases can be supported by other initiatives 
already under way. This includes consideration of the circumstances in which forensic 
pathologists can sign death certificates. This was a recommendation of the Review into 
reportable deaths. Adopting this recommendation could reduce the Court’s coronial case 
workload by 15 to 20 per cent. Further consideration also needs to occur to understand whether 
the increasing use of online environments could expedite coronial processes.  
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Furthermore, if accepted, recommendation six would support the incorporation of expedited case 
management of coronial cases based on cultural and religious views, reducing delays to the 
release of the body.  

3.9.2 Recommendation for VIFM to consider opportunities to pilot programs to reduce the 
amount of tissue samples used and retained in coronial investigations 

Where an internal autopsy is required, the need for retention of tissue or body parts by the 
forensic pathologist can be a contentious issue. This is especially difficult where the bereaved 
family require the return of all body parts in order to observe their cultural or religious burial or 
cremation funeral rites. 

Although most Australian jurisdictions will, where possible, try to minimise the amount of tissue 
retained, the New South Wales Agency for Clinical Innovation introduced a project in 2015 that 
aimed to reduce the amount of tissue retained as well as the number of cases where tissue is 
taken, without decreasing the quality of services provided.  

The review originally considered a similar pilot program for VIFM. However, VIFM already 
considers ways to reduce tissue sample retention within its practice, so a dedicated 
recommendation was not required.  
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4. Overview of the project approach 

To ensure rigorous project management, the Steering Committee for the reference compiled a 
project management plan that outlined the project scope, milestones, deliverables, risks and 
timelines.  

This approach is summarised below, and a copy of the full project management document is 
available at Appendix B.  

4.1 Project scope 

In alignment with the reference provided by the Attorney-General, this review evaluated 
opportunities to improve the incorporation of cultural and religious considerations into coronial 
processes. It had specific regard to:  

• existing operation of the Court and its interaction with related agencies and support providers 

• how coronial processes are communicated and explained to multifaith and CALD families 

• the interests of families and justice, and the efficiency of the coronial system 

• the role of agencies in the coronial process, including, but not limited to, VIFM and Victoria 
Police 

• the likely effect of any proposed changes to resourcing for the Court 

• other likely effects of proposed changes on families and the coronial system more broadly. 

 

The following issues were defined as out of scope: 

• While the review acknowledges Aboriginal spirituality, the Court is working separately with 
Aboriginal communities to provide a culturally appropriate approach to handling the deaths of 
Aboriginal people.  

• The review did not consider the experiences of other diverse groups in Victoria, such as the 
LGBTIQA+ community. 

• The review did not examine whether multifaith and CALD families, on average, engage with 
the coronial system more or less frequently than other Victorians, and why this might be the 
case.  

4.2 Project governance 

Project governance for the reference consisted of strategic oversight and input from the full 
membership of the Coronial Council, as well as guidance from the Steering Committee on project 
strategy, deliverables, timelines and management of risks and issues.  

The project leads, Ms Clare Morton, Chair of the Coronial Council, and Ms Maria Dimopoulos, 
Deputy Chair, VMC, designed the project strategy, oversaw all aspects of project management, 
and compiled supporting deliverables, including the final report. To ensure effective stakeholder 
consultation, they also engaged, and oversaw the work of, a project consultant to develop and 
conduct targeted stakeholder consultation. 

This consultant helped established a Reference Group comprising key multicultural and multifaith 
leaders across the Baha’i, Buddhist, Christian, Hindu, Interfaith, Jain, Jewish, Muslim and Sikh 
faiths. Although not a decision-making body, the Reference Group provided expertise and advice 
on their respective communities’ experiences of the coronial system. This group was critical in 
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ensuring effective co-design and a meaningful partnership with Victoria’s religious and cultural 
communities.  

The work of the Reference Group was further supported by an Expert Panel, comprising 
representatives from the Court, VIFM and Victoria Police. This ensured expertise from the key 
entities working within the coronial process guided the work of the project and Reference Group, 
and analysed the feasibility of potential reforms.  

4.2.1 Council members 

The Council is independent of the Victorian Government and the Coroners Court. Established 
under section 109 of the Coroners Act 2008 (Vic), the Council’s role is to provide advice to the 
Attorney-General in respect of: 

• issues of importance to the coronial system in Victoria (this includes the identification of 
emerging themes, trends and patterns; legislative issues; and proposed law reform) 

• matters relating to the preventive role played by the Court 

• the way in which the coronial system engages with families and respects the cultural diversity 
of families 

• any other matters relating to the coronial system that are referred to the Council by the 
Attorney-General. 

The full membership of the Council meets bimonthly to discuss the above matters and were 
instrumental in guiding the strategic direction of this reference. As of July 2020, the Council 
comprises the following members:  

• Chairperson: Ms Clare Morton 

• State Coroner John Cain 

• Deputy Commissioner Wendy Steendam, Victoria Police 

• Professor Noel Woodford, Director, VIFM 

• Ms Maria Dimopoulos, Deputy Chair, Victorian Multicultural Commission 

• Professor Ian Freckleton QC, Barrister 

• Christopher Hall, CEO, Australian Centre for Grief and Bereavement 

• Michele Lewis, CEO, Mecwacare 

• Adjunct Clinical Associate Professor Robert Roseby, Monash Children’s Hospital.  

4.2.2 Steering Committee members 

The Steering Committee met regularly throughout the review and comprised the following 
members: 

Project leads 

• Ms Clare Morton, Chair, Coronial Council of Victoria 

• Ms Maria Dimopoulos, Deputy Chair, Victorian Multicultural Commission 

Steering Committee members 

• Christopher Hall, CEO, Australian Centre for Grief and Bereavement 

• Michele Lewis, CEO, Mecwacare. 
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4.2.3 Reference Group 

The Reference Group met three times throughout the project, and comprised the following 
Victorian multicultural and religious leaders:  

• Mr Jain Ayan, Jain Community of Australia 

• Mr Makarand Bhagwat, Victorian Chapter, Hindu Council of Australia 

• Mr Murray Davies, Baha’i Community of Victoria 

• Sheik Alaa El Zokm, Elsedeaq Heidelberg Mosque and Australian National Imams Council 

• Rabbi Gabi Kaltmann, ARK Centre 

• Peggy Page, Buddhist community of Victoria 

• Mr Jasbir Singh, Sikh Interfaith Council of Victoria 

• Reverend Ian Smith, the Victorian Council of Churches 

• Reverend Helen Summers, the Interfaith Centre of Melbourne 

• The Venerable Phuoc Tan, President of the Buddhist Council of Victoria and Vietnamese 
Mahayana Buddhist Priest (Head of Vietnamese clergy).  

4.2.4 Expert Panel 

The Expert Panel met regularly with the project group and provided ongoing expertise during the 
project that was vital in developing the proposed recommendations. The panel comprised: 

• Detective Senior Sergeant Julian Horan, Victoria Police 

• Dr Jodie Leditschke, Manager, Forensic Technical Services and Coronial Admissions and 
Enquiries, VIFM 

• Lucille Thomas, A/Principal Registrar, Coroners Court of Victoria. 

4.2.5 Stakeholder consulted 

Council acknowledges the stakeholders who kindly provided their feedback and time, to 
contribute to the work of the reference. 

Through the stakeholder consultation process, more than 100 people were interviewed across 11 
faiths and 33 ethnic backgrounds. Furthermore, through the project survey, 53 multicultural and 
religious leaders and 131 community members were engaged. 

Additionally, a number of organisations met with Council to provide either provide feedback or 
input into the report. The Council also thanks those representatives from the following 
organisations: 

• Births, Deaths and Marriages 

• The Centre for Innovative Justice at RMIT 

• The Judicial College of Victoria 

• The Data and Insights division at the Department of Justice and Community Safety, for their 
assistance in developing the project survey 

• The Victorian Multicultural Commission.  
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4.2.6 The project group 

The project group comprised the stakeholders developing the materials and delivering on the 
project and consisted of: 

• Ms Clare Morton, Chair, Coronial Council of Victoria 

• Ms Maria Dimopoulos, Deputy Chair, Victorian Multicultural Commission 

• Mr Mohamed Mohideen, President of the Islamic Council of Victoria, and Project Consultant 

• Ms Nastaran Jafari, Senior Community Engagement and Policy Adviser, Victorian 
Multicultural Commission 

• Ms Shereen Boland, Senior Policy Officer, Department of Justice and Community Safety. 

The Council acknowledges and thanks all those who contributed to this reference through sharing 
their experiences and knowledge. In particular, the Council acknowledges the work of Shereen 
Boland, who was instrumental in the success of the review, providing valuable support throughout 
the project including drafting the project documentation and coordinating meetings. 

The Council acknowledges the work and expertise of Mohamed Mohideen in leading the 
consultation process and the assistance provided by Nastaran Jafari on behalf of the VMC.
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4.3 Project phases and timelines 

Work on the reference commenced in February 2020 and consisted of the following key phases, milestones and activities, as outlined in 
Figure 1 and Table 1, below.  

Timelines 

Figure 1: Project timelines 
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Project phases and activities:  

Phase and timelines Steps The activities in this phase involved:  

Phase 1: Scoping 
and review – 
February–April 2020 
 

Scoping 

a) Development of a project plan, budget and project team 

b) Establishment of the Steering Committee and Reference Group membership  

c) Stakeholder consultation planning 

Data analysis 

a) Demographic data analysis 

b) An examination of data to:  

a. understand the number of multifaith communities in Victoria and the population 
of the various communities 

b. analyse trends and current demand 

c. project future demand for coronial services 

Current pathways and 
processed mapped 

a) Mapping current pathways for the referral of multicultural and multifaith deaths to the 
Coroner, including current support processes for family members 

Interstate/international 
comparison and literature 
review 

a) A desktop review of national and international approaches to multicultural and multifaith 
deaths 

Phase 2: 
Stakeholder 
consultation and 
surveys – April–
June 2020 

Initial targeted stakeholder 
engagement 

Development of a stakeholder engagement strategy designed to:  

a) identify clear goals and objectives for targeted and broader stakeholder meetings 

b) identify key stakeholders to inform the strategy 

c) identify key themes and questions for stakeholder engagement 

d) help establish and distribute surveys for official members of multicultural and religious 
communities, as well as members of the general public 

Note: Consultations were undertaken during the COVID-19 pandemic. As a result, the 
stakeholder consultation strategy was reconsidered in light of public health advice to ensure 
the safety of everyone involved. In line with public health advice, these consultations were 
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Phase and timelines Steps The activities in this phase involved:  

facilitated via individual and group video conferences and complemented by a dedicated 
survey process designed and distributed by the project team 

Stakeholder consultations 

a) Engaging with identified stakeholders through face-to-face meetings (for example online 
one-to-one meetings and stakeholder forums) 

b) Distributing and promoting surveys 

c) Analysing outputs from stakeholder consultations, surveys and written submissions 

d) Reviewing the findings with the Reference Group and Steering Committee 

Phase 3: 
Consolidation of 
findings – June 
2020 

Options and draft 
recommendations to Steering 
Committee 

a) Identifying and documenting options for improving the way in which the coronial system 
engages with multicultural and multifaith communities 

b) Assessing the options against agreed criteria, identifying immediate priorities, and 
drafting recommendations for consideration of the Steering Committee and Council 

Phase 4: 
Finalisation of the 
report – July 2020 

Report 

a) Drafting of the final report 

b) Formal review of the final report undertaken by Steering Committee 

c) A final report provided to the Council for comment and approval 

d) The Council providing the final report to the Attorney-General 

Table 1: Project phases and activities 

Further information on these steps, including the analysis of key demographics, the design and analysis of findings from stakeholder 
consultations and the literature review process, is documented below in sections 5 to 8.  
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5. Demographics  

The review focused on the following multifaith groups: Baha’i, Buddhist, Hindu, Jain, Jewish, 
Muslim, Orthodox Christian and Sikh faiths.  

These multifaith groups were selected because 2016 Australian Census data shows them to be 
the faiths with the highest number of religious affiliations (outside of Western Christianity) within 
the Victorian population. They also represent some of the world’s top-20 most populous religions.  

The literature review did not address Aboriginal spirituality, as the Court is working separately 
with Aboriginal communities to provide a culturally appropriate approach.  

According to 2016 Australian Census data for Victoria: 

• 218,495 or 3.7 per cent of the population identified as being Orthodox Christian 

• 197,030 or 3.3 per cent of the population identified as being part of the Islamic faith 

• 181,938 or 3.1 per cent of the population identified as being part of the Buddhist faith 

• 134, 939 or 1.9 per cent of the population identified as being part of the Hindu faith 

• 52,762 or 0.9 per cent of the population identified as being part of the Sikh faith 

• 42,457 or 0.7 per cent of the population identified as being part of the Jewish faith 

• 2,831 people identified as being part of the Baha'i faith 

• 1,285 people identified as being part of the Jainism faith 

 

Figure 2: 2016 Census data – Victorian population by country of birth 
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The current data available on religious affiliations both in Victoria and the wider Australia 
population is derived from 2011 and 2016 Australian Census data. Although the National Coronial 
Information System provides a secure database of information on deaths reported to coroners in 
Australia and New Zealand, the religious affiliation of deceased persons is not currently captured 
by Coroners Courts in this database. 

Figures 2 and 3 show that the breakdown of Victoria’s population by country of birth (Figure 2) is 
quite similar to the national population (figure 3). One of the key differences is that Victoria has a 
greater overall proportion of people born overseas (35 per cent) compared with Australia as 
whole (28 per cent).18 Compared with the national population, Victoria has a greater proportion of 
people who were born in Oceania (New Zealand and Pacific Island countries), Southern and 
Central Asia and South-East Asia.19  

National data from the 2016 Census also shows that while England and New Zealand are the 
next most common countries of birth after Australia, the proportion of people born in China and 
India has increased between the 2011 and 2016 Census (from 6 per cent to 8.3 per cent and 5.6 
per cent to 7.4 per cent, respectively).20  

According to 2016 Victorian Census data, people born in China and India make up just under 
6 per cent of the population. The next most common countries of birth are New Zealand, 
Vietnam, Italy, Sri Lanka, Philippines and Malaysia, respectively.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: 2016 Census data – Australian population by country of birth 

 
 
18 Australian Bureau of Statistics, Cultural diversity in Australia (11 July 2018) Australian Government 

<https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/2071.0~2016~Main%20Features~Cultural%20Diversity%20Data%20Summar

y~30>. 

19 Ibid.  

20 Ibid.  
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Apart from a person’s country of birth, ancestry is another strong indicator of the cultural group a 
person most closely identifies with. In Australia in 2016, the most commonly reported ancestries 
were English (36 per cent) and Australian (34 per cent).21 However, Chinese (5.6 per cent) and 
Indian (4.6 per cent) were also represented in the top-10 reported ancestries.22 

This data is important as it shows the degree of cultural diversity in both the Victorian and 
national populations, and the increasing importance of ensuring laws and policies are responsive 
and sensitive to a broad range of cultural and religious beliefs. 

Ancestry and country of birth are also significant factors because they shape religious practices 
and cultural beliefs. As described below, each major religion observes various death and funeral 
preparation practices. The coronial process can sometimes be at odds with these beliefs and 
practices. This is especially the case where there is a strict preference against postmortem 
examination and/or where religious rites must be performed on the body immediately after death 
or prior to burial or cremation.  

 

 
 
21 Ibid.  

22 Ibid.  
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6. Cultural and religious beliefs 

Table 2 provides a summary of cultural and religious beliefs about end-of-life processes and funeral practices.23 

 

Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

Baha’i 

 

• No embalming unless required by law. 

• No means of speeding up the natural process of decomposition. 

• Internment within one hour’s journey from the place death occurred (this 

includes internment of the body for organ donation purposes). 

No 
As soon as possible is 
preferred 

Buddhism 

 

• Recommended that a Buddhist monk be contacted and that a peaceful 

environment be maintained for the deceased, which may include 

ceremonial music to be played continuously.  

• In the Theravada school (traditionally practised in Burma, Cambodia, 

India, Sri Lanka and Thailand), there are no specific preferences on 

how the body should be handled or treated after death, except that it be 

kept clean until cremation or burial.  

• In the Mahayana school (traditionally practised in China, Japan, Korea 

and Vietnam), it is recommended that the body not be touched for the 

first eight hours after death. 

• Members of the Mayhana school may require that the funeral take place 

within three days of the death. 

• Chinese members of the Mahayana school may also practise feng shui 

(or the practice of spacing objects in particular way to influence the flow 

of energy, or chi). This typically will relate to placement for burial but 

Allowed – where required by law 

Members of the 
Mayhana school may 
require that the funeral 
take place within three 
days of the death 

 
 
23 Note: all references for Table 2 are provided in the literature review.  
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Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

may also relate to positioning of the body after death and before burial 

or cremation. 

• In the Vajrayana school (traditionally practised in Bhutan, Mongolia and 

Tibet) the body should not be handled for at least three hours, and 

preferably up to three days, after death. 

Hinduism 

  

 

• The preference is for the deceased to die at home as hospitals cause 

distress. 

• Relatives must be consulted before anybody touches the body after 

death.  

• The 10th day after death is very significant to the Hindu faith. 

Ceremonies are performed on the 10th day, in order to liberate the soul 

for its ascent into heaven.  

• No jewellery, sacred threads or other religious objects should be 

removed from the body. 

No 

Where possible, the 
preference is for funerals 
to take place within 24 
hours of death 

Islam 

 

• The body must be shrouded in a white cloth and should be handled as 

little as possible and, ideally, typically by family members, or a person 

of the same sex. The shrouding practices for males and females may 

differ. All white cloths used must have no stitching.  

• The body is to be washed and cleansed. If the death takes place in a 

hospital, the hospital staff are permitted to do a preliminary wash and 

clean.  

• At the time of burial, the face of the deceased should be turned in the 

direction of Mecca.  

• Burial should take place as soon as possible after death, preferably 

within 24 hours.  

• Embalming is not permitted. Donation of organs can sometimes be 

permitted, if done before death. 

Postmortem examinations are 
considered objectionable, with a 
preference for these not to be 
conducted, unless required by 
law 

 

As soon as possible 
after death, preferably 
on the same day 

Burial is preferred over 
cremation 
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Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

Jainism 
• Although family may wash and prepare the body after death, there are

no restrictions on healthcare staff performing last rites.

• Cremation within 24 hours of death, where possible.

• Abstaining from crying for the deceased, as it is believed this will

prohibit the dead from rising.

No 

Where there is no 
autopsy or organ 
donation, it is expected 
that cremation would 
happen within 24 hours 
of death 

Judaism 

• Touching of the body is kept to a minimum.

• The body should be covered or screened from view.

• The position of the body should be so oriented that the feet face the

doorway.

• From the moment of death to the time of burial, the deceased should

not be left alone (referred to as ‘watching over’).

In general, Jewish law forbids 
the desecration of the human 
body unless necessary. A 
decision on postmortem 
examination may be considered 
desecration of the body, and it 
needs to be made in 
consultation with Rabbinic 
authorities 

The body should be 

buried as soon as 

possible after death, 

preferably within 24 

hours 

Cremation is generally 

forbidden 

Orthodox 
Christianity 

• Wakes are widely practised and occur before the funeral. They can last

up to three days.

• Cremation is generally forbidden. In rare circumstances, the family

could be refused a religious funeral if their loved one has been

cremated.

• Embalming is generally allowable, in preparation for a funeral.

• Just before the burial, the priest may pour olive oil and earth in the

shape of a cross on the coffin. Wheat may also be poured, if the service

is based on Slavic or Arabic traditions.

No 

Not specified 

Cremation is generally 
forbidden 

Sikhism 
• The body is washed, preferably by family but there is no objection to

healthcare staff doing this.

• The Five Ks [Kesh (uncut hair); Kanga (a comb to keep the hair in

place); Kara (a steel bangle); Kirpan (a small sword or dagger); and

Kacchera (short trousers or breaches)] must be left intact, and the body

is to be covered with a white sheet with no religious emblems.

No 
Cremation within 24 
hours of religious 
proceedings 
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Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

• Smokers are not permitted to touch the body of a member of the Sikh 

deceased, as smoking is forbidden in Sikhism.  

• Should organ donation or autopsy be required, then religious 

proceedings will begin afterwards and cremation within 24 hours of this. 

Table 2: Summary of cultural and religious beliefs 
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7. Stakeholder consultation process 

The review undertook extensive community consultation which was crucial in order to understand 
and incorporate the experiences and views of the major cultures and religions practised within the 
Victorian community in relation to coronial processes.  

In addition to engagement with government agencies, the Reference Group and the Expert 
Panel, a dedicated stakeholder consultation strategy was designed and implemented. This 
strategy detailed the stakeholders for consultation, platforms for engagement and questions to be 
asked. Due to the COVID-19 pandemic, these consultations were facilitated via individual and 
group video conferences.  

The stakeholder conferences were also supported by information received from the current 
Coroners Court ‘friends and family survey’, as well as a dedicated survey process designed and 
distributed by the project team. The latter survey expanded on the information collected in the 
Coroners Court survey, focusing specifically on the knowledge and experiences of the Victorian 
multicultural and religious communities within the coronial process.  

Further information on each of these aspects of the stakeholder consultation process is detailed 
below.  

7.1 Stakeholder consultations  

Mr Mohamed Mohideen OAM was recommended by the Victorian Multicultural Commission to 
lead stakeholder consultations. Mr Mohideen has more than 24 years’ experience working with 
community stakeholders across a number of faith groups. In addition to his role as President of 
the Islamic Council of Victoria, Mr Mohideen is Vice-President of the Faith Communities Council 
of Victoria and a former member of the Monash City Council Multicultural Advisory Committee.  

Through his work on the reference, Mr Mohideen provided the Council with extensive information 
on Victorian multicultural and multifaith communities that could not otherwise have been 
accessed. During the project, more than 100 people were interviewed across 11 faiths and 33 
ethnic backgrounds. 

From April to June 2020, Mr Mohideen interviewed a range of religious and multicultural leaders, 
members of the faith, and intersecting support agencies, such as funeral homes and undertakers. 
His stakeholder consultations asked participants to:  

• state their background and provide information on their respective cultural and/or religious 
affiliations 

• provide information on their respective cultural and religious end-of-life rites and practices 

• explain the key requirements and practices of their cultures and faiths, with regards to the 
handling of the body of the deceased and funeral arrangements 

• describe their experience and understanding of the Court 

• state what they think to be their community’s expectations and understanding of the Court, 
and the broader coronial process 

• identify their multicultural and religious community leaders 

• specify any specific issues or matters they wanted covered by the review process.  

7.1.1 Key matters raised through stakeholder consultations 

Key findings from the stakeholder consultation report are summarised in the section below, and a 
full report is available at Appendix C.  



 Review into the appropriate and responsive care of deaths in multifaith and multicultural communities  

   

Page 38 of 68 Date: July 2020   

The following key issues and themes were raised during the consultation process: 

• There were concerns regarding timelines for the release of the deceased’s body. This was a 
key question raised by the majority of stakeholders during consultation.  

Many stakeholders understood that the Coroners Court does not work on weekends nor 
public holidays, and that the coroner must consult with the forensic pathologist before 
deciding whether further examination is required. However, stakeholders noted the inability of 
coroners to work on weekends or public holidays delayed the determination of next steps, and 
therefore release of the body for funerals. 

• Stakeholders raised issues about the transparency of the process, in particular, what happens 
from the time the body enters the Court to the time of its release. It was noted families often 
do not understand where the body is kept, for example whether the hospital morgue, the 
funeral director’s premises, the Coroners Court or VIFM. 

Many community members stated there was conflicting information provided to funeral 
directors and family about the release of the body.  

• A majority of stakeholders interviewed had a very limited understanding of the role of Victoria 
Police in the coronial process. Many of the people interviewed were either born in, or had 
ancestral connections to, countries where experiences of Coroners Courts and police were 
negative. These experiences contributed to their fear of the Victorian coronial process. 

• Many people interviewed were concerned about the respect given to the body during its 
handling by the Court and VIFM. They wondered how the body was treated and managed 
during this stage, and whether the family’s wishes would be respected and observed.  

• Many people wanted to know whether people of the opposite sex were dealing with their 
loved ones. In Islam, this is a key consideration and it is important that people of the same 
sex deal with their deceased family members. Furthermore, for Sikhs, it is vital the Five K’s 
are kept intact, and that the body not be touched by smokers, for fear of pollution. 
Stakeholders felt this is not something understood by the Court nor Victoria Police. 

• Many stakeholders felt there was a lack of understanding within communities about the 
process for organ and tissue retention by VIFM, and a lack of clarity around the situations 
where this would be required.  

• A range of people interviewed misunderstood this process, thinking that the organ donation 
process happened at the Court, rather than the actual process, which occurs before the body 
gets to the Court.  

• There is a need for further information on the death certificate process. Many people were not 
sure about the extent to which death certificates are accessible by third parties.  

• There is a need for the key coronial stakeholders to consider the varying ways different 
multicultural communities receive and disseminate information. For example, many cultures 
prefer verbal transmission of information, rather than through written records.  

• This is particularly prevalent in older populations who might be overlooked when the majority 
of information is circulated via online media. 

• Stakeholders expressed a desire for coronial proceedings to be kept private, noting that 
hearing details of the death is re-traumatising for many families.  

• Many community members are not sure of what constitutes a reportable death. For example, 
it was evident through the stakeholder consultation process that people are unsure why 
deaths need to be investigated by the Coroners Court. 
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• Many people had questions about the retention of tissue samples or body parts, and they 
wanted more information on why this was required and what happens to these samples. 
Religions such as Islam and Judaism require the body be buried with all body parts (including 
tissue samples) so this was a major concern raised by these faiths. 

• Another key theme regarded stakeholders wanting further information on whether they can, 
and how they would go about, refusing an autopsy.  

• Many people cited a lack of awareness of the autopsy process, including the ability for non-
invasive autopsy to be conducted, such as through CT scans.  

• Stakeholders emphasised the need for further information to be distributed on the rights of the 
family to access the body when it is with the Court (or VIFM).  

• Many families stated they were concerned about asking questions about the process, fearing 
this might lead to further delays. 

• Conversely, some communities flagged that it was not necessarily a priority for them to know 
about the coronial process. This is especially the case where communities have had minimal 
engagement with the Court to date. In fact, some people stated that for them, it was more 
important that funeral arrangements progressed and were on time.  

7.1.2 Recommendations for improvement, as suggested by community members 

Community members also offered a number of potential recommendations for consideration, 
which formed the basis for Council’s recommendations for this reference. These suggestions 
included that there be consideration of: 

• a role for community leaders in the coronial process in educating community members and 
disseminating information 

• the Coroners Court and VIFM retaining a list of key multicultural and religious community 
contacts, who they can contact to ensure coronial practices accord with best practice for 
multicultural and multifaith communities 

• the coroners making use of this list and maintaining regular engagement with multicultural 
and multifaith communities 

• partnership between the Coroners Court, VIFM and potentially the VMC with regards to 
running workshops and seminars for community members on the coronial process 

• the role that the Faith Communities Council of Victoria could perform in creating awareness of 
the coronial process in faith-based organisations. 

7.2 Coroners Court survey  

Within the past year, the Court has introduced a survey for bereaved families to capture their 
feedback on the coronial process.  

This survey will be instrumental in improving communications and in identifying ways to improve 
processes to better respond to the needs of bereaved families.  

7.2.1 Key matters raised through the Court survey 

The most recent data from April 2020 indicated that all survey participants felt the Court treated 
them with respect, and just under 90 per cent felt the information provided by the Court was clear 
and easy to understand. However, 21 per cent felt as though they were not kept adequately 
informed of the progress of the case, and nine per cent expressed that their individual 



 Review into the appropriate and responsive care of deaths in multifaith and multicultural communities  

   

Page 40 of 68 Date: July 2020   

preferences and values (including cultural and spiritual) were not considered.  

The qualitative aspects of the survey indicated the value placed on communications with, and 
support provided by, staff. Survey participants made the following comments: 

• ‘In all our dealings with the staff of the Court, we were treated with dignity, respect and 
compassion and the processes at each stage were explained fully.’ 

• ‘During this very emotional period following my daughter’s death, I felt I was treated with 
utmost consideration and respect throughout the whole process of the coronial inquest.’ 

Other qualitative aspects of the survey highlighted the need to improve: the length of the process; 
the time taken to issue a death certificate; and communications with Victoria Police (including 
when evidence/artefacts belonging to the deceased could be released and the way information 
had been captured in the police brief). 

7.3 Project survey  

In addition to one-to-one meetings and group conferences with stakeholders, two surveys were 
disseminated by the project group to gauge feedback on multifaith and multicultural community 
knowledge of, and experiences with the coronial system. 

The survey used in this reference expanded on the questions asked in the Court’s existing survey 
and included more cultural and religious considerations. 

The surveys were distributed to:  

1. members of peak multicultural and religious bodies, that is, people who interact with the 
coronial system in an official capacity 

2. members of CALD and multifaith communities – as recommended by the members of the 
peak multicultural and religious bodies. 

The latter survey focused on the community’s understanding of the process but did not ask 
personal questions relating to individual respondents, or their family’s experiences with the 
coronial process. This approach aligned with ethics review standards. While people who interact 
with the coronial system in an official role experience coronial matters in their employment or 
voluntary roles, questions relating to experiences of the process may be triggering or distressing 
for members of the general public.  

The surveys opened on Monday 18 May and closed 5 pm Wednesday 24 June. The results 
reflect the views of 53 multicultural and religious leaders and 131 community members.  

7.3.1 Demographics of participants 

Demographics of the multicultural and religious leaders 

Of the 53 religious and cultural leaders who took part in the survey, just under 80 per cent were 
over the age of 45 and just under 70 per cent were born overseas. The participating cultural and 
religious leaders identified themselves as being born in the following countries: Afghanistan, 
China, Egypt, India, Iran, Malaysia, Pakistan, Philippines, Singapore, South Africa, South Korea, 
Sri Lanka, Sudan, Syria, Tonga, Turkey and the United States. 

Participating multicultural and religious leaders represented the majority of major world religions, 
including: Baha’i, Buddhism, Hinduism, Islam, Jainism, Judaism, Orthodox Christianity and 
Sikhism. The 25 per cent of survey participants who fell outside of these religions identified 
themselves as being affiliated with Filipino culture or belonging to interfaith, evangelical Christian, 
Catholicism or other Christian faiths.  
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Demographics of the community members 

Similarly, more than 60 per cent of community members who took part in the survey were also 
over the age of 45. Additionally, of the community members surveyed, 56 per cent were born 
overseas. The participating community members identified themselves as born in the following 
countries: Bangladesh, Bosnia Herzegovina, Egypt, Fiji, Germany, Holland, India, Indonesia, Iran, 
Iraq, Israel, Lebanon, Malaysia, Morocco, New Zealand, Pakistan, Russia, Singapore, Solomon 
Islands, Somalia, South Africa, Sri Lanka, Tonga, Vietnam and Wales.  

Participating community members also represented the majority of major world religions listed in 
the previous section. The 13 per cent of community survey participants who fell outside these 
religions identified as being affiliated with: Aboriginal spirituality, Catholicism, Christianity 
(including Anglican and Pentecostal Reformed Christian faiths), Evangelisch-Lutherisch, Sufi, and 
Zoroastrianism faiths.  

Across both multicultural and religious leadership and community member cohorts, a number of 
languages were spoken other than English, including: Amazigh, Arabic, Bengali, Bosnian, 
Cantonese, Dara, Hebrew, Hindi, Farsi, Fijian, Filipino, German, Greek, Gujarati, Ilocano, Italian, 
Korean, Malay, Marathi, Pashto, Punjabi, Russian, Sindhi, Sinhala, Somalian, Syriac, Tagalog, 
Tamil, Tongan, Turkish, Urdu, Vietnamese, Welsh and Yiddish.  

7.4 Survey feedback 

7.4.1 Self-perceptions of the coronial process by multicultural and religious leaders, and 
community members 

Survey participants were asked to respond to a number of statements to which they could 
indicate whether they: strongly agree, agree, disagree, strongly disagree or are not sure/unable 
to answer. These statements asked participants to comment on their experiences with, and 
knowledge of, the coronial system. 

This included their knowledge of the process more broadly, as well as the roles of key 
stakeholders, and the extent to which they and their broader community understood this.  

The feedback from the survey is summarised below and a full list of survey questions is available 
in Appendix D.  

Figure 4 shows a large number of religious and multicultural leaders interviewed (66 per cent) 
understood the objectives of the coronial process. 

 

                     Figure 4: Religious and cultural leaders understanding of the coronial process 
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Similarly, Figure 5 shows more than half the community members surveyed (58 per cent) also 
understood the key objectives of the coronial process.  

 

 

                                     Figure 5: Community member understanding of the coronial process  
 

However, as Figure 6 shows, a significant number of multicultural and religious leaders (62 per 
cent) stated they either did not understand how, or explicitly disagreed that, the coronial process 
considers cultural and religious beliefs. Figure 7 shows this sentiment was also expressed by 
community members, with 32 per cent disagreeing that the coronial process takes into account 
cultural and religious considerations and a further 39 per cent being unsure or unable to answer 
this question. 

 

  

                                      Figure 6: Perception of leaders                            Figure 7: Perceptions of community members  
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Multicultural and religious leaders were also invited to provide free-text comments on their 
impressions of the process. Some of the responses on what they felt was lacking included the 
following:  

• ‘There should be more contact between coronial staff and community leaders/volunteers.’ 

• ‘To make the coronial process all-inclusive with next of kin.’ 

• ‘When collecting the body from the coroners, we would like the body to be placed in a body 
bag rather than a sheet of cloth.’  

• ‘[The Court] needs to seriously consider the delay in release of bodies, especially during 
holidays and weekends.’ 

• ‘[There needs to be a] better understanding of religious requirements and culture.’  

• ‘[There needs to be] clear information on where to find out about the coronial process and 
contact numbers need to be provided to individuals/families.’ 

• ‘I don't think that the officers of the court are particularly well versed in non-Anglo or 
non-European ways of thinking or being.’  

• ‘Whenever making any changes, recommendations or policies please consult or consider the 
Sikh community which is mostly not contacted.’ 

• ‘It is not culturally friendly as the information is hard to access.’ 

 

However, there were also a number of responses that acknowledged the responsive and 
respectful nature of the Court, including the following statements: 

• ‘[They were] professional, prompt, responsive, respectful.’ 

• ‘The Coroners Court respect all multicultural values and faith.’ 

• ‘My overall impression of the process, was that although indirect, it was adequate and timely.’  

• ‘The staff are usually very helpful and willing to do what they can to assist. I have only had 
positive interactions.’ 

7.4.2 How survey participants perceive their community’s understanding of the coronial 
process  

The survey also asked survey participants to reflect on their community’s perceived understanding 
of the coronial process. 

In response to the statement: ‘I believe that my community has a good understanding of the 
coronial process’, as per Figure 8 below, 64 per cent of multicultural and religious leaders explicitly 
disagreed with this statement and 13 per cent were unsure or unable to answer. 
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                    Figure 8: Leaders – community understanding of the process 

As per Figure 9 below, community members answered similarly, with 59 per cent also disagreeing 
with this statement and a further 26 per cent being unsure or unable to answer. 

 

                   Figure 9: Community members – community understanding of the process 

7.4.3 Accessibility of information 

In response to the statement: ‘There is adequate information available on the coronial process for 
members of my multicultural and/or multifaith community’, just under 43 per cent of multicultural 
and religious leaders surveyed disagreed, and a further 28 per cent were unable to answer the 
question. 

Community members answered correspondingly, with 45 per cent disagreeing with the statement 
and a further 26 per cent unable to answer.  
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Additionally, in response to the statement, ‘The information available on the coronial process is 
accessible to my multicultural and/or multifaith community, and is simple to read and understand’, 
Figure 10 shows that 38 per cent of religious and multicultural leaders either disagreed or strongly 
disagreed with this statement, and a further 36 per cent were unsure or unable to answer the 
question.  

 

                        Figure 10: Leaders – accessibility of information  

Community members answers were similar, as Figure 11 shows, and 43 per cent either disagreed 
or strongly disagreed with this statement, and a further 28 per cent were unsure or unable to 
answer.  

 

                        Figure 11: Community – accessibility of information 

The data from the project survey substantiated that leaders and community members broadly 
understand the key objectives of the coronial process. However, both leaders and community 
members alike do not understand how this process takes into account cultural and religious 
considerations and are not confident that their respective communities either understand or can 
effectively access information on this process. 
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7.4.4 Suggestions for best practice processes in supporting culturally and religiously 
diverse communities 

Furthermore, the survey asked multicultural and religious leaders to advise on what would be best 
practice in supporting and informing culturally or religiously diverse communities throughout the 
coronial process. Some of the suggestions included the following: 

•  ‘In real time when a family is going through a distressing time, to have a system of support 
volunteers who are trained/experienced who could be called upon to walk through the process 
with the distressed family. A volunteer from the same multicultural and religious background [is 
of] preference or a volunteer with a deep understanding. [This could operate] similar to the 
volunteer system in the courts where a trained volunteer accompanies a witness or someone 
who has to appear in court.’  

• ‘I think they need to set-up workshops in community languages so that community leaders can 
learn about the court.’ 

• ‘Have paid community workers in the courts with diverse languages and backgrounds who are 
able to talk to people and sit with them during hearings.’  

• ‘In my opinion, best practice is to have a person of that multicultural or ethnic group to support 
the families in times of loss. Traditions and cultures may have more influence than the faith.’  

• ‘Clear information explaining the process. Clear information explaining how the coronial 
process takes into account and caters for religious requirements. Clear information about how 
issues are escalated and resolved.’  

• ‘To have community contacts or members available to assist, as authorised or otherwise, to 
render aid and education during the process.’  

• ‘I think you need to allocate staff as “community contacts” or similar, who come from Muslim, 
Hindu, Sikh, Buddhist and other backgrounds, who are able to listen to families affected by the 
coronial process and who speak the community languages.’ 

• ‘Provision of a personal contact and response point who will get back to you with updated 
information.’  

• ‘To have your staff have/or attend an “open day” to enable more interaction with members of 
different faiths’.  

• ‘Have information in all languages (including Punjabi) and engage the various faith leaders to 
disseminate information to the places of worship and their communities. Preferably to have a 
faith leader to make a short video or audio recording on your website explaining the 
processes.’  

• ‘I think that materials in various languages other than English would be helpful. For the Baha'i 
community at this time, materials in Farsi (Persian) would be appreciated.’ 
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8. Literature review findings 

The literature review was undertaken in support of this project to facilitate an understanding of gaps 
in the Victorian coronial process and to identify potential reforms which could address a range of 
multicultural and multifaith needs within the coronial process. It does so by: 

• analysing the literature on death and funeral practices across a cross-section of cultures and 
faiths 

• exploring the extent to which coronial or death investigation laws and regulations in domestic 
and international jurisdictions take cultural and religious considerations into account 

• exploring the practices and guidance material available for key staff and stakeholders who 
work within the coronial system. This has included consideration of the practices and guidance 
available to the coroners, police and staff at VIFM and the Coroners Court  

• identifying key areas for process improvement, based on analysis of research on religious 
doctrines, academic articles, case law, legislation and stakeholder feedback.  

The below summarises some of the key findings from the literature review, however a full version 
of this document is available at Appendix E.  

8.1 Summary of Australian jurisdictional analysis 

Overview 

Coronial laws fall within the jurisdiction of the respective states and territories and are not uniform 
across Australian jurisdictions.  

Currently, all jurisdictions in Australia, except for South Australia, provide for the next of kin to 
object to a postmortem examination. The Australian Capital Territory, Victoria and Queensland are 
the only Australian jurisdictions that explicitly mandate cultural and religious factors be considered 
in the coronial process:  

• Section 17A of the Coroners Act 1997 (ACT) mandates that a coroner must have regard 

to minimising potential distress or offence to people holding cultural or spiritual beliefs, that 

may occur as a result of the exercise of their coronial functions or decision-making.  

• Section 8(c) of the Coroners Act 2008 (Vic) requires anyone exercising a function under 

the Coroners Act, to have regard and respect for the different cultural beliefs and practices 

surrounding the death.  

• Section 19(5) of the Coroners Act 2003 (Qld) provides that before ordering an internal 

examination of the body, the coroner must consider any distress caused to the deceased 

person’s family, because of cultural traditions or spiritual beliefs.  

Section 26(2) of the Coroners Act 2008 (Vic) (the Coroners Act) allows for next of kin to object to 
an autopsy within 48 hours of the notice being given. Section 26 of the Coroners Act also enables 
next of kin to appeal a coroner’s direction for autopsy to the Supreme Court of Victoria.  

Victoria is widely recognised as having a high-performing, efficient and innovative coronial system. 
It is progressive in its approach to human rights, sensitive to the views of bereaved families, and 
makes use of technologies such as forensic CT scanning that can reduce the need for invasive 
internal postmortem examinations. The Coroners Court of Victoria is conscious of, and tries as 
much as possible, to accommodate diverse cultural and religious beliefs and practices where 
possible. It has developed internal guidelines for the appropriate handling of deceased in a 
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culturally sensitive way and for communicating with multifaith and culturally and linguistically 
diverse families. 

Yet there are opportunities to improve how Victoria’s coronial system responds to, and allows for, 
the beliefs and practices of multifaith and multicultural communities to be observed, while 
continuing to recognise the delicate balance between the public interest, the duty of the coroner 
and wishes of bereaved families. Other jurisdictions provide some useful examples that Victoria 
may draw upon in considering how to best address these matters.  

Counselling, support and the involvement of bereaved relatives in the process  

The provision of counselling and support services to bereaved families varies across Australian 
jurisdictions. Counselling is particularly important for multifaith and culturally and linguistically 
diverse communities as they may face additional trauma and harm from their experience with 
coronial systems due to an incongruence between their spiritual beliefs or cultural practices and the 
coronial process.  

A dedicated Coroners Court funded counselling service is provided in the Australian Capital 
Territory; New South Wales; Queensland; South Australia; and Western Australia. These services 
are focused on assisting bereaved family members understand the coronial process, as well as 
providing support by attending formal identification and viewings. Short-term grief counselling is 
also provided, but the process supports referral to external (unfunded by the Court) counsellors for 
longer-term support. In Tasmania, bereaved relatives are referred to external counsellors for 
support.   

Currently, within the Victorian Coroners Court, family liaison officers and court registrars are tasked 
with providing information to family on coronial processes and timelines, as well as providing 
advice on external counselling and support services. Similarly, within the VIFM, medical liaison 
nurses are trained and experienced in clearly communicating medical procedures and terminology 
in a sensitive manner to distressed families during the initial stages of the coronial investigation. 
This typically happens within the first 48–72 hours, depending on the family’s preferences for 
communications. Many of the nurses have a background working in intensive care and are trained 
in grief counselling. However, there is currently no dedicated counselling service supported by the 
Court itself and counselling is facilitated by way of referral to external services.  

In contrast, the Australian Capital Territory funds Relationships Australia to provide counselling 
from their offices for a period including the inquest process and up to three months after this has 
concluded. Consideration of the development of a similar trauma-informed and dedicated 
counselling program for bereaved families in Victoria, for use throughout and after the process, 
could better support coronial process clients in Victoria. Such a program could help minimise the 
trauma caused by the coronial process for grieving families, in line with therapeutic jurisprudence 
principles. 

The Coroners Court of Victoria currently arranges for interpreting services to help people from 
culturally and linguistically diverse families to better access and understand the coronial process, 
including the translation of coronial documents. In 2018–19, the Court used interpreting services on 
30 occasions. This could also be extended to any dedicated counselling service that may be 
established and be supplemented by counsellors or support workers from diverse cultural and 
religious backgrounds.  

Restorative justice and the greater involvement of bereaved family and friends in the coronial 
process has been a major theme in both Victorian and Western Australian law reform processes. In 
the Australian Capital Territory, the Coroners Amendment Bill 2020 currently before Parliament 
also seeks to reinforce restorative principles by acknowledging, among other things, that, where 
appropriate, members of the immediate family of the deceased should be given the earliest 
opportunity to participate in and be kept informed throughout an inquest into the person’s death, 
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and that different cultures have different beliefs and practices about death that should, where 
possible, be respected. 

Preference for other technologies over internal autopsy 

Within multicultural and religious communities, there is a lack of understanding about when an 
internal postmortem examination is required. Furthermore, within Islam and Judaism, internal 
postmortem examinations are considered objectionable, unless required by law.  

Jurisdictions in Australian take different approaches to rules regarding the use of autopsy. In 
Victoria, the case of Rosenbaum v West [2014] VSC 583 demonstrates the application of the 
principles of ‘necessity’ and ‘appropriateness’ in determining whether an autopsy should be 
ordered.  

In making a decision in this case, Justice Ferguson considered the appropriateness and necessity 
for an autopsy to take place. In her decision, the Judge stated that the obligation on a coroner to 
investigate an unexpected death must be weighed against other factors, including those articulated 
under section 8 of the Coroners Act (which includes respecting cultural practices) and there being 
no suspicious factors involved, or evidence that would suggest an autopsy could aid in medical 
research to prevent other deaths occurring.  

In Queensland, the Coroners Act 2003 (Qld) provides that an order for an autopsy may consist of 
either an external examination, an external and partial internal autopsy, or an external and full 
internal autopsy. The coroner must consider whether the deceased’s family will be distressed by 
the making of an order, due to cultural traditions or spiritual beliefs. The State Coroner guidelines 
supplement these provisions by requiring adherence to the principle that the least intrusive 
examination should be observed.24 

Similarly, section 88 of the Coroner’s Act 2009 (NSW) requires that the dignity of the deceased be 
respected and the least invasive method for determining the cause of death be used. Where more 
than one procedure is available to establish the cause and manner of the deceased’s death, this 
provision directs the person conducting the examination to use the least invasive procedures that 
are appropriate in the circumstances, such as radiological examination.  

Further consideration needs to be given to funding digital imaging technologies for VIFM, including 
photography and radiology (CT and MRI) to enable non- or minimally invasive postmortem analysis 
and diagnosis, facilitate the rapid issuing of medical certificates of cause of death, assist in case 
reviewability, improve evidence presentation in the courts, and assist the work of the forensic 
pathologists. 

Restorative justice conferences 

Michael S King, a magistrate at the Magistrates’ Court of Victoria and former lecturer at Monash 
University, who has written on the coronial system in both the Victorian and Western Australian 
jurisdictions, notes that restorative justice can refer to a collection of practices. He states that the 
purposes of these are to ‘provide an opportunity for victims and perpetrators of harmful behaviour 
to discuss, through a mediated encounter what happened, why it happened and what is to be done 
to remedy the situation’.25 

As the definition suggests, restorative justice conferences have mainly been adapted within 
criminal law jurisdictions. For example, in Victoria, the Children, Youth and Families Act 2005 
enables a child’s participation in a group conference, as a pre-sentence option, to provide the child 

 
 
24 Queensland State Coroner, State Coroner’s Guidelines: Chapter 5 – What type of autopsy should be ordered (2013) 

<https://www.courts.qld.gov.au/__data/assets/pdf_file/0015/206124/osc-state-coroners-guidelines-chapter-5.pdf> pg. 9.   

25 Michael S King,’ Non-adversarial justice and the coroner’s court: A proposed therapeutic, restorative, problem solving model’ (2009) Research 

paper 30 Faculty of Law, Monash University, pg. 6.  

https://www.courts.qld.gov.au/__data/assets/pdf_file/0015/206124/osc-state-coroners-guidelines-chapter-5.pdf
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with the opportunity to tell their story of what happened and how the offence has affected them. 
Participants of the conference (including the young person; their family; the victim; legal 
representatives; police informants; and any community members) are invited to assist in 
developing an outcomes plan which will help inform sentencing.26 

Additionally, within Victoria, the Family Violence Restorative Justice (FVRJ) service facilitates 
restorative justice focused conversations for victim survivors of family violence. FVRJ staff meet 
with victim survivors to discuss their preferences, and to facilitate safe, restorative conversations 
around what happened and how to make the situation better. This may or may not include the 
perpetrator, depending on the preferences of the victim survivor.27 

Restorative justice within the settings of adult and youth criminal jurisdictions, as well as within 
victim support programs, is well established across many Australian jurisdictions, including in the 
Australian Capital Territory, New South Wales and Queensland.  

However, while many coronial jurisdictions in Australia employ a therapeutic jurisprudence-aligned 
approach, there are currently no coronial jurisdictions in Australia that incorporate restorative 
justice conferences into their coronial model. 

Although there is no offender per se within a coronial setting, families may be aggrieved by a 
perceived lack of justice and can be left with many unresolved questions. The Coronial Council’s 
2017 reference into appeals reviews noted that families are often unsuccessful in appealing 
coronial decisions, especially where there is a lack of legal grounds or an absence of an error of 
law. The 2017 reference found that families may decide to appeal decisions where they are 
frustrated with the outcomes and have unresolved issues or questions. This could be, in part, 
addressed through restorative justice conferences at the conclusion of the coronial process.  

This sense of disenfranchisement with the process has long been acknowledged as a matter for 
resolution in order to minimise the harm experienced by bereaved relatives within the process. Ian 
Freckleton QC, a barrister and academic on coronial law matters, recognises that a number of 
matters throughout the process can exacerbate the grief experienced by families throughout the 
process: 

‘It has become apparent that disenfranchisement from the process by inadequate communication 

from a court, by excessive inhibitions on providing information to a court, by lack of legal 

representation, and by delays and erroneous or unclear findings are experienced as toxic by many 

family members. Similarly, a failure to respect cultural and religious sensibilities and a propensity to 

prioritise throughput and resolution of cases over acknowledgment of the sensitive and individual 

circumstances of a death can arrest and distort grief, giving a fillip to anger and a propensity to make 

accusations and allegations, some of which may be based more in suspicion than in fact. Such 

experiences can disillusion family members, causing them to doubt the authenticity of the Coroner’s 

role and the rigour, thoroughness and independence of a coronial inquiry’.28 

Michael S King notes that restorative justice conferences could equally be applied within the 
coronial context, providing an opportunity to meet in a safe, non-adversarial environment that 
enabled bereaved relatives to discuss with coroners how the process has affected them, and reach 
an agreement about further therapeutic or support measures to assist healing and closure for 
bereaved relatives.29 

 
 
26 Children’s Court of Victoria, Group conferencing (July 2020) <childrenscourt.vic.gov.au/jurisdictions/criminal/group-conferencing>. 

27 Department of Justice and Community Safety, Restorative justice for victim survivors of family violence (April 2020) 

<justice.vic.gov.au.au/fvrjservice>. 

28 Ian Freckleton, ‘Minimising the counter-therapeutic effects of coronial investigations: in search of balance’, Volume 16, Issue 3 QUT Law 

Review, pg. 23.  

29 Michael S King, Above n 25, pg. 17.  
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One of the recommendations from the Council’s 2017 review was that the Victorian Government 
should fund a restorative justice program to enable families to resolve outstanding issues and 
questions after a coronial investigation. It was envisaged that this would both allow bereaved 
relatives the opportunity to have their questions answered after coronial findings have been made, 
and to address any sense of frustration with the outcomes. Although considered by the Victorian 
Government, this recommendation was not formally adopted. Council recommends that the 
Victorian Government now reconsider this matter and noting the long-standing issues regarding the 
experiences of some families within the coronial process, that work be undertaken to implement 
restorative justice conferencing as a component of the coronial process.  

Tissue retention 

Tissue retention is another area that can be particularly contentious for members of multifaith or 
multicultural communities, as certain practices and beliefs require the body to remain whole for 
end-of-life rites. Under the Coroners Act 2008 (Vic), coroners in Victoria can direct that any tissue 
be preserved, for any period of time they direct, where that tissue may bear upon the cause or 
circumstances of a person’s death. Medical liaison nurses contact families to explain why tissue 
retention is required and ascertain the family’s wishes for the handling of tissue once the 
examination is concluded.  

Similar provisions exist in most Australian jurisdictions. In some jurisdictions, such as New South 
Wales, there are also provisions requiring the least invasive methods be used where appropriate. 
In accordance with such provisions, most jurisdictions will seek to minimise the amount of tissue 
retained in recognition of the impact on bereaved families. The New South Wales Agency for 
Clinical Innovation introduced a project in 2015 that successfully lowered the incidence and amount 
of tissue retention in autopsies without affecting the quality of the reports produced.  

Research is also being undertaken internationally to improve the efficacy of technologies, such as 
in New Mexico where a project is underway to improve postmortem tissue imaging. 

Victoria has already incorporated the use of CT scanning and other technological approaches in its 
daily forensic practices which has reduced the need for more invasive procedures and the amount 
of tissue required to be retained in coronial investigations.  

8.2 Summary of international jurisdictional analysis 

Although coronial laws and practices vary across Australian jurisdictions, internationally the 
differences in laws governing death investigations and related processes are far more diverse. This 
is not surprising given the different histories, values, beliefs, societal structures and legal 
foundations that are unique to each country. For example, there are differences between secular 
states such as Australia, and those whose constitutional framework is based on religious laws, 
such as Shari’ah law in Saudi Arabia.  

The challenges posed in different countries also vary, for example where the experiences of 
communities in regional locations differ greatly from those in metropolitan areas. This can be seen 
in remote and rural parts of Western Africa, where the ancestral traditional beliefs practised by 
villagers are often at odds with the coronial legal systems operating in the metropolitan area of 
these countries. 

A review of a number of international jurisdictions and their respective coronial laws and practices 
reveals a breadth of innovative practices and legislative provisions that are useful in Victoria’s 
consideration of how best to incorporate religious and cultural beliefs and practices in its coronial 
system.  
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New Zealand 

A key example that Victoria can draw upon is the New Zealand coronial model. Within this 
jurisdiction, cultural practices and religious beliefs of communities, and in particular the Maori 
community, have been increasingly accorded greater recognition and protection in legislation as a 
result of law reform efforts through the New Zealand Law Commission and the Maori Affairs 
Committee. The Coroners Act 2006 (NZ) requires coroners to consider ‘the cultural and spiritual 
needs of family, and of others who were in a close relationship to a person who has died’, in 
making decisions on postmortem examinations. Legislative amendments in December 2018 also 
require coroners to take into account the ethnic origins, social attitudes or customs, or spiritual 
beliefs of the deceased and their family that customarily require viewing, touching, or remaining 
with or near the body. Further legislative changes also mandate that relatives must be notified of 
significant coronial process matters or updates. 

United Kingdom 

In England, coronial laws have been the subject of ongoing reform. Although this has led to 
legislative changes, the Coroners and Justice Act 2009 (UK) remains silent on the specific rights of 
families to object to postmortem examinations and to have their cultural and religious views 
considered. Nevertheless, developments made through case law have established precedents that 
give greater recognition to religious beliefs and cultural practices. One example is the requirement 
that coroners, in considering whether to expedite a particular case, be open to representations that 
a particular case should be treated as a matter of urgency and also afforded proper respect where 
that representation is based on religious belief. This is important because as outlined earlier in this 
report, certain religious practices require that burial of the deceased take place either as soon as 
possible, or within a particular timeframe following death. 

Other case law precedents (see for example the case of R (Rotsztein) v HM Senior Coroner for 
Inner London [2015] EWHC 2764 (Admin)) have been important in helping establish guidance on 
the minimum standards for use of postmortem imaging. 

The judgment of the High Court in this case embodied recognition that non-invasive autopsies (in 
the form of imaging and blood tests rather than dissection and organ removal) may be appropriate, 
especially where concerns are raised on the basis of cultural or religious grounds. In particular, the 
High Court found that the coroner must bear in mind, among other things, the wishes of the 
bereaved relatives or of the deceased (if known), and the need to adhere to Article 9 of the 
European Convention of Human Rights (freedom of thought, belief and religion). The findings of 
this case have  subsequently been enshrined into guidance issued by the UK Chief Coroner’s 
Office, which is used by coroners across England and Wales to inform their decision-making.  

New Mexico 

In the state of New Mexico in the United States, Article 11 – Medical Investigations, Chapter 
24 - Health and Safety of the 2018 New Mexico Statutes governs the functions and roles of the 
Chief Medical Investigator and affords special protection to the cultural and religious beliefs of 
members of an Indian nation, tribe or pueblo. Section 24-11-6.1 mandates that if a person is from a 
federally recognised Indian nation, autopsy must be avoided, unless otherwise legally required.  

Section 24-12-4 of the same statute, also provides that consent for autopsy must be given, unless 
the autopsy is necessary for the state to pursue a criminal investigation. In this instance, consent 
will not be needed.  

Western African countries 

Academic research on the coronial process and the Ebola outbreaks within Western Africa in 2014, 
have reflected on the fact that better sociocultural engagement could have led to improved 
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negotiations with village leaders that would have likely prevented further disasters and led to less 
outbreaks and violence.30 

The lessons learned from practitioners working in this area emphasised the importance of an 
approach that incorporates less-invasive autopsy technologies, such as virtopsy,31 along with 
sustained, sensitive communications and engagement with villagers to understand and respond to 
their cultural and religious beliefs.32 Engagement with village leaders or influential figures (including 
chiefs, village heads, pastors, religious or spiritual leaders and healers) was also identified as an 
essential method in ensuring information can be disseminated to community members.33  

Although the demographics within Victoria are vastly different to those in Western African 
countries, the lessons learned on the importance of community engagement for dissemination of 
information, are equally important in the current context. 

8.3 Intersection between religious laws and practices and the coronial 
system 

Although there is no scholarly consensus over what constitutes a religion, a central theme of most 
religions is the recognition of systems of behaviours and morals, sacred texts, religious leaders and 
places of worship.34 

Outside core religious belief systems and sacred texts, some religions specify practices and rules 
that apply to daily life. More than just religious texts, these practices and rules are observed as law. 
For example, for Muslims, Shari’ah law ‘guides all aspects of Muslim life, including daily routines, 
familial and religious obligations, and financial dealings’.35 Additionally, for Jewish people, Halakha 
guides the everyday life of Jewish people.  

Internationally, jurisdictions have taken varying approaches regarding the extent to which religious 
laws are incorporated into civil law. For example, in England, Shari’ah law has been recognised (to 
the extent that it is consistent with and adheres to the recognised common-law system) through 
Muslim Arbitration Tribunals. In Singapore, the Administration of Muslim Law Act 1968 provides for 
the administration of separate law specific to the Muslim population only.  

Similarly, within England and the United States, the respective Beth Dins or Rabbinical Courts (the 
United Synagogue in England and the Beth Din of America in the United States), oversee 
arbitration between Jewish people on civil or commercial matters, religious divorce and conversion 
matters. 

However, none of these jurisdictions specifically addresses Halakha or Shari’ah law 
recommendations or rulings, as they relate to the intersection between the religious law and 
coronial process.  

Although Australia does not recognise legal plurality, there are initiatives such as the Judicial 
Council on Cultural Diversity that aims to assist Australian courts, judicial officers and 
administrators to positively respond to the needs of culturally and linguistically diverse clients.  

 
 
30 O’Sullivan et. al, ‘Virtual autopsy and community engagement for outbreak response in Africa: traditional, religious, and sociocultural 

perspectives’ (2018) Volume 8, Issue 67 Egyptian Journal of Forensic Services, pg. 3.   

31 Virtopsy is a combination of the words ‘virtual’ and ‘autopsy’ and is a non-invasive dissection of the body using postmortem CT scanning, MRI 

and 3D photogrammetry. 

32 O’Sullivan et. al above n 30, pg. 4. 

33 Ibid.  

34 Online Encyclopaedia Britannica, Definition of religion (2020) Encyclopaedia Britannica Inc. <https://www.britannica.com/topic/religion>. 

35 Toni Johnson and Mohammed Aly Sergie, Islam: Governing under Sharia (25 July 2014) Council on Foreign Relations  

<https:/www.cfr.religion/islam-governing-under-sharia/p8034>. 

https://www.britannica.com/topic/religion
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In their 2016 report, Cultural diversity within the judicial context: existing court resources, the 
Judicial Council on Cultural Diversity noted that a number of courts at the federal and state level 
have adopted the International Framework for Court Excellence. The framework recognises the 
importance for Courts to incorporate: an approach that addresses the complexities and barriers 
experienced by different client groups; a flexible model of service delivery that accommodates the 
needs of each individual; and a role in providing information and linking clients to community 
organisations and support services.36 The Judicial Council also notes that many jurisdictions are 
starting to adopt bench books relating to equality before the law.37 

In Victoria, the Coroners Court bench book outlines cultural considerations in relation to the 
exercise of investigations by police (see section 4.1.4.1), as well as in relation to responding to the 
needs of cultural and religious communities during the coronial process (see section 6.8). 

Within the Victorian coronial system, increased and ongoing consultation with the key religious 
organisations including the Islamic Council of Victoria, Melbourne Beth Din and Melbourne Chevra 
Kadisha, as well as all other peak religious bodies such as the Buddhist Council of Victoria and 
Hindu Society of Victoria, could be a way of ensuring greater religious and cultural consultation and 
therefore improved responsiveness of the coronial process to a diverse range of cultural and 
religious beliefs.  

8.4 Summary of areas for improvement 

In addition to incorporating culture- and religion-specific considerations into legislation, other 
safeguards could be considered to ensure greater sensitivity and respect for the people affected 
by the coronial process. 

8.4.1 Cultural and religious preferences in respect of handling the body  

A majority of judicial bench books, practice handbooks and guidelines in jurisdictions across 
Australia readily acknowledge the importance of considering culture and religion throughout the 
coronial process. However, most guidance issued by the Coroners Courts in each Australian 
jurisdiction is silent on the specific cultural and religious considerations that can be taken into 
account, and how these can be addressed throughout the process. Although each jurisdiction 
issues guidance to next of kin on process and timelines, this does not make clear the extent to 
which the process may interfere with the observance of religious rites, and similarly, to what 
degree family can object to any parts of the process on the basis of cultural and religious 
grounds.  

The majority of religions observe end-of-life rites for the deceased that they consider both sacred 
and necessary to prepare the deceased for their next journey. However, much of the case law 
and research on culture, religions and the coronial process focuses on the tension between 
religious views and the requirement for an autopsy. 

While some key service providers (such as hospitals and aged care facility providers) issue 
publicly accessible guidance on end-of-life preferences for specific faiths, this appears to be 
missing in the guidance of Australian Coroners Courts and the entities that interface with them.  

It should be noted that although not publicly accessible, the Victorian Coroners Court has its own 
internal guidelines and publications on how to ensure a culturally sensitive approach when 
handling the body of a deceased member of a faith and in communicating with families from 
different cultural and religious backgrounds. This may be the case for other jurisdictions as well. 

 
 
36 Judicial Council on Cultural Diversity, Cultural diversity within the judicial context: existing court resources (2016) <https://jccd.org.au/wp-

content/uploads/2016/02/JCCD_Cultural_Diversity_Within_the_Judicial_Context_-_Existing_Court_Resources.pdf>, pg. 7.  

37 Ibid.  

https://jccd.org.au/wp-content/uploads/2016/02/JCCD_Cultural_Diversity_Within_the_Judicial_Context_-_Existing_Court_Resources.pdf
https://jccd.org.au/wp-content/uploads/2016/02/JCCD_Cultural_Diversity_Within_the_Judicial_Context_-_Existing_Court_Resources.pdf


 Review into the appropriate and responsive care of deaths in multifaith and multicultural communities  

   

Page 55 of 68 Date: July 2020   

Furthermore, it should also be noted that the Victorian Coroners Court has a wealth of online 
resources available that can be used as a starting point for improving and simplifying 
communications and information about coronial processes for CALD and multifaith cohorts.  

Feedback from stakeholder consultations during this project indicated a preference for materials 
to be made publicly accessible so the community understands the Court’s level of knowledge of 
cultures and religions, and so that these communities can review and contribute to these 
materials as necessary. Training for both coronial stakeholders and multicultural and religious 
leaders could also ensure greater access to coronial process information, as well as confirming 
that any materials developed are fit for purpose for communities and easy to comprehend.  

8.4.2 Learning and development programs to facilitate improved incorporation of CALD 
and multifaith needs into the coronial process 

In addition to cultural considerations being incorporated into coronial legislation and regulations, a 
few international and domestic jurisdictions have compiled specific bench books that address 
equality before the law. For example, in the UK, the Judicial College publishes the Equal 
treatment bench book; the Judicial Commission of New South Wales publishes the Equality 
before the law bench book; the Supreme Court of Queensland publishes the Equal treatment 
bench book, and the Department of the Attorney-General of Western Australia publishes the 
Equality before the law bench book. These bench books provide judicial officers with statistics 
and information about different cultures and potential barriers that may be faced in relation to 
equitable participation in court proceedings. They also provide guidance to judicial officers on 
how to take account of this information in court.  

In Victoria, this information is contained in the Coroners Court bench book, which outlines cultural 
considerations in relation to the exercise of investigations by police (see section 4.1.4.1), and in 
relation to responding to the needs of cultural and religious communities during the coronial 
process (see section 6.8). 

Compared with other areas of law such as criminal and civil law, the volume of coronial case law 
is small. This means the Coroners Court bench book is not updated as frequently as bench books 
covering other areas. In fact, the substance of the Coroners Court bench book has not changed 
much since 2008 with the introduction of the Coroners Act 2008 (Vic). Noting this, and the 
importance of ensuring that information within the bench book reflects best practice in addressing 
the needs of a range of client cohorts including CALD and multifaith communities, the Council 
has recommended that the Court engage the Judicial College of Victoria to update the Coroners 
Court bench book. 

The Council also identified the importance of ensuring court induction processes and ongoing 
learning and development include best practice processes for responding to CALD and multifaith 
communities. This is supported by a number of recommendations proposed by Council, including 
that the Coroners Court and VIFM revise induction and training processes to more strongly align 
with the objectives of section 8(c) of the Coroners Act 2008 (Vic) in responding to the needs of 
multifaith and multicultural communities. The Council has also recommended that the Court, 
VIFM and Victoria Police work with multicultural and religious leaders to develop training 
programs for staff involved in the coronial process.  

Additionally, the community told the Council that, given the role the multifaith and multicultural 
leaders in educating their communities, it was vital to engage their leaders in the coronial 
process, including through the Court meeting with and educating these leaders. Accordingly, the 
Council has proposed that the Court, VIFM, and Victoria Police provide information sessions to 
Victorian multicultural and religious leaders.  
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8.4.3 Stronger incorporation of therapeutic jurisprudence principles 

Law reform commission reviews38 and academic reports39 routinely acknowledge the importance 
of a more trauma-informed approach to the coronial process. Although the legislation in Victoria 
does not specifically refer to a therapeutic jurisprudence approach, this is increasingly being 
accepted in practice as an important component of the coronial process. 

Michael King notes that the role of the coroner, and the coronial process more broadly, already 
delivers a therapeutic approach, and that this could be further expanded to enhance the ability of 
the Coroners Court to exercise an ethic of care for affected stakeholders.  

The current therapeutic outcomes of the Court are evident in the coroner’s role in determining 
any public health or safety issues arising from the death, and whether any preventative actions 
need to be taken to prevent future deaths.40 He notes that an enhanced restorative justice-based 
approach for the Court could include a combination of: more intensive case management support 
for clients; inclusion of a family statement in the coroner’s findings; counselling support; and/or 
restorative justice conferences after the coroner’s findings have been made.41 The level of 
support provided could be scaled up or down, depending on the complexity of the case. 

Therapeutic jurisprudence is vital to minimise the harm bereaved family members experience 
during the coronial process. A restorative justice-based approach could also provide an 
opportunity for the expression of religious and cultural beliefs.  

Inclusion of bereaved relatives in the coronial decision-making process 

Research demonstrates that one way to achieve a balance between justice and the harm caused 
is through stronger incorporation of the views of family into coronial proceedings. This was a 
finding of the Victorian Parliament Law Reform Committee (2006) and Law Reform Commission 
of Western Australia (2012) reviews into the respective coronial legislation of each state. Both 
reports highlighted the fact that a lack of timely and appropriate information led to a poor 
understanding by families of the coronial process, and their rights within this process.  

Doctoral research from the University of Sydney undertaken in 2012-13 explored the experiences 
of the families of people who died as a result of a workplace fatality. This study surveyed families 
who expressed positive interactions with the coronial process to understand what they valued 
most, which included that: 

1) they were provided with previously inaccessible evidence 

2) they felt treated with respect 

3) they were able to raise opinions or questions in the inquest, either directly to the coroner or 
through their legal representation 

4) the inquest identified previously undiscovered findings about the systemic failings that 
contributed to the death.42 

 
 
38 For example, the Victorian Parliament Law Reform Committee’s 2006 inquiry into the review of the Coroners Act 1985, and the Law Reform 

Commission of Western Australia’s 2012 Review of Coronial Practice in Western Australia.  

39 See for example, Ian Freckleton, ‘Minimising the counter-therapeutic effects of coronial investigations: in search of balance’, Volume 16, Issue 3 

QUT Law Review, and Michael S King,’ Non-adversarial justice and the coroner’s court: a proposed therapeutic, restorative, problem solving 

model’ (2009) Research paper 30 Faculty of Law, Monash University. 

40 Michael S King, ‘Non-adversarial justice and the coroner’s court: a proposed therapeutic, restorative, problem solving model’ (2009) Research 

paper 30 Faculty of Law, Monash University, pg. 7. 

41 Ibid., pg. 10. 

42 Findings from this University of Sydney doctoral research project are summarised in Stephanie Dartnall et. al, ‘An opportunity to be heard: 

family experiences of coronial investigations into missing people and views on best practice’ (November 2019) Volume 10 Frontiers in 
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Conversely, family members felt the greatest dissatisfaction with the process where the inquest 
did not reveal anything further, or where the family was either legally unrepresented, or felt 
unable to challenge any of the key issues.43 

The outcomes of this research support the proposal for families to be more active during the 
inquest process, which could include them being able to voice their views on the circumstances 
of the death, or to raise questions at various points in the process. 

Restorative justice conferences 

In November 2017, the Council released its fourth reference, which reviewed the rights of 
bereaved relatives to reopen a coronial investigation or appeal coronial findings. This reference 
was prompted by concerns raised by a number of families who had engaged with the coronial 
system and felt that the process left unanswered questions and did not allow them to find closure. 
Others were not satisfied with the investigation, or disagreed with the conclusions reached by the 
coroner.44 

A lack of closure from the process continues to be an ongoing issue felt by some families both 
within CALD and multifaith communities, as well as the broader Victorian community. One of the 
recommendations of the 2017 review was that the Victorian Government fund a restorative justice 
program to enable families to resolve outstanding issues and questions following the conclusion 
of a coronial investigation. It was envisaged that this would allow bereaved relatives the 
opportunity to have their questions answered after coronial findings have been made, and to 
address their sense of frustration with the outcomes. Although considered by the Victorian 
Government, this recommendation was not formally adopted. 

In compiling the report for the previous reference, the Council consulted with RMIT’s Centre for 
Innovative Justice (CIJ), which provided advice on the operation of restorative justice 
conferences and best practice implementation of this within a coronial context. Since that time, 
CIJ has established Open Circle, a restorative justice body that can provide independent 
restorative justice conferencing services, as well as advice on developing restorative justice 
programs.  

Within the current reference, the Council also met with CIJ to discuss restorative justice 
approaches. As raised in their submission for the previous reference, CIJ reiterated that the 
dissatisfaction of some families with the coronial process was often due to the fact that it did not 
meet their justice needs. They noted that to resolve this, families often sought formal appeal or 
review processes that again failed to redress their sense of injustice with the process.45 

Consultation with multifaith and CALD communities has shown that this remains an issue for 
families, and therefore Council has again recommended that the Victorian Government consider 
funding a restorative justice conference program for families on an opt-in basis to use at the 
conclusion of the coronial process.  

The Council proposes that the restorative justice conference be supported through existing 
avenues such as the family liaison officers and medical liaison officers, in addition to the 
proposed role of a multicultural and multifaith engagement officer and a potential counselling 
service. The Council recognises that restorative justice is complex and that a critical factor for 
success is that families are well supported by experienced staff throughout the conference 

 
 
Psychology, pg. 3. See also: Lynda R Matthews et. al, ‘Bereaved Families and Coronial Response to Traumatic Workplace Fatalities: 

Organisational Perspectives’ (December 2015) Volume 40, Issue 3 Death Studies.   

43 Ibid.  

44 Coronial Council of Victoria, Fourth reference: rights to appeal coronial findings and re-open investigations (July 2020) Victorian Government 

<https://www.justice.vic.gov.au/justice-system/courts-and-tribunals/coronial-council-of-victoria-fourth-reference-rights-to-appeal>, pg. 4. 

45 Ibid, pg. 79. 
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process. The Council recommends that further work be undertaken, possibly through a new 
reference, in partnership with CIJ to develop a restorative justice conferencing model. A 
conference with coroners at the conclusion of the process will also alleviate any potential 
concerns for coroners regarding impartiality of coronial findings.  

Within the context of multicultural and multifaith communities, these conferences will provide 
families with a powerful opportunity to express their views in relation to the impact of the coronial 
process on their cultural and religious beliefs.  

8.4.4 Development of a counselling service that is finely tuned to cultural and religious 
needs 

Improved access to counselling and support services 

The degree of counselling and support services available to families in the coronial process 
varies across Australian jurisdictions.  

In New South Wales, Queensland, South Australia and Western Australia, counselling services 
are focused on assisting bereaved family members understand the coronial process, as well as 
providing support by attending formal identification and viewings. Short-term grief counselling is 
also provided, but the process supports referral to external (unfunded by the Court) counsellors 
for longer-term support. As previously stated, the Australian Capital Territory funds Relationships 
Australia to provide counselling from their offices during the inquest and up to three months 
afterwards.  

In a study of bereaved relatives’ experiences with the Sydney Coroners Court, almost 
three-quarters of participants recommended legal and counselling services, but felt that Court 
professionals and police should check whether families were aware that they could access these 
services.46 

In Victoria, there are no on-site counselling services provided by the Court itself, and counselling 
is facilitated by way of referral to external services. These are not funded by the Court, but a 
number are funded through the Victorian Government, through agreements with the Department 
of Health and Human Services, and some are funded by the Commonwealth Government or 
charitable organisations, or a combination of these resource streams. 

The majority of bereaved relatives who interact with the Court are referred to the Australian 
Centre for Grief and Bereavement. However, agency referrals depend on the circumstances of 
death. For example, for findings of suicide, next of kin and relatives are directed to speak to either 
the Suicide Hotline or Support After Suicide. Similarly, for parents of deceased children, the Court 
may refer them to Compassionate Friends. Other specific agency referrals may include Road 
Trauma Support Services and SIDS and Kids Victoria.  

The need for dedicated counselling expertise at the Court was also considered by Council’s 2017 
appeals review.47 Council acknowledges that the provision and location of a counselling service is 
a complex matter and needs further work to ascertain the best model to deliver therapeutic 
outcomes for bereaved relatives. This would include consideration of whether counselling should 
be delivered on or off site, the duration of engagement, as well as the extent of services offered. 

 
 
46 Stephanie Dartnall et. al, ‘An opportunity to be heard: family experiences of coronial investigations into missing people and views on best 

practice’ (November 2019) Volume 10 Frontiers in Psychology, pg. 8.  

47 Coronial Council of Victoria, Fourth reference: rights to appeal coronial findings and re-open investigations (July 2020) Victorian Government 
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Under any model, counsellors or support workers from diverse multicultural and religious 
backgrounds should be engaged, and interpreting support should be provided at counselling 
appointments where required.  

8.4.5 Strengthened communications between the Court and bereaved relatives, 
including the communication of sensitive information 

Communications 

Effective communication and consultation with families by coronial staff plays an important role in 
minimising the pain and suffering of a sudden death.  

As part of the Law Reform Committee’s 2006 review of Victoria’s coronial legislation (the report), 
Myndscape Consulting undertook interviews with stakeholders about their experiences with the 
coronial process. Responses demonstrated that families did not understand the roles, functions 
and processes of the coroner, which exacerbated their difficulty with the process.48 Study 
participants said that clear information was important to help them regain a sense of control 
during their difficult time of grief.49 

The report also set out feedback from family members about their needs to receive prompt and 
sensitive communication about the coronial process and steps involved in investigation.50 This is 
particularly important when communicating with culturally and religiously diverse people about the 
processes of exhumation, autopsy and access to the body of the deceased, and how this will 
affect the release of the body for burial or cremation. Under section 22 of the Coroners Act 2008 
(Vic), a coroner has control over the body and the family does not have access until the body is 
released for burial or cremation. In the study conducted, many participants stated that they would 
have been able to cope with delays to accessing the body, and the investigation in general, if the 
reasons for delays were communicated and an expected time frame provided.51 

Improved approaches to communicating sensitive information 

Enhanced communications between the Court and bereaved relatives regarding sensitive 
information (for example, where the individual may have contributed to the circumstances of their 
death) or deaths of a particularly complicated nature (for example, suicide), are especially 
important when communicating with families of a specific faith or culture. 

The majority of religions see suicide as a sin against life and the body. Historically, Christianity 
and Judaism would not allow members of the faith who had committed suicide to be provided 
with a religious funeral and burial. Additionally, from a cultural perspective, suicide is a sensitive 
topic as it is currently illegal in 25 countries, and punishable in 20 of the countries where Islamic 
or Shari’ah law is followed.52 

A study conducted in Ireland with families bereaved by suicide looked at their experiences of the 
coronial process. One of the key findings of this study was that ‘a lack of information heightened 
emotional responses’.53 The researchers concluded through the study that the process could be 
strengthened by: informing family members of the main aspects and purpose of the inquest 
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process beforehand; ensuring the privacy and comfort of the bereaved relatives throughout the 
process; and restricting graphic evidence being heard so as to minimise distress.54 

Although outside the control of the Court and the entities that interface with it, stakeholders 
consulted during this project commented that the exact type of suicide being printed on the death 
certificate was particularly distressing for family members, exacerbating the grief already 
experienced through the coronial process. The Council has previously provided 
recommendations for communicating sensitive information, and this continues to be a sensitive 
issue. In the context of this reference, it is felt keenly by multifaith and multicultural communities. 

Engagement between the Coronial Council and Births, Deaths and Marriages during the review 
process indicated that a way of addressing this concern might be through Births, Deaths and 
Marriages developing an abridged death certificate in addition to the full form of the death 
certificate, which can be provided to third parties, and omits any graphic information in relation to 
the cause of death. 

As previously noted, Births Deaths and Marriages is currently evaluating a pilot which was 
undertaken to enable it, with the permission of families, to notify relevant agencies and service 
providers of death registrations. This will greatly reduce the burden on bereaved relatives, 
enabling service providers to contact bereaved relatives to confirm next steps. The Council notes 
that this work will be instrumental in providing greater support to bereaved families, especially in 
the communication of sensitive information.  

8.4.6 Improved privacy requirements 

Coronial proceedings are deemed as being in the public interest and are therefore held in public 
and exempt from privacy legislation.55 For this reason, proceedings present privacy concerns for 
individuals whose personal information may be contained in the documents considered by a 
coroner. Academic research also demonstrates the role that proceedings can play in 
exacerbating the distress and grief of bereaved families and friends. 

In Victoria, coroners are exempt under section 6 of the Privacy and Personal Information 
Protection Act 1998 while carrying out coronial functions. Furthermore, section 73(1) of the 
Coroners Act 2008 (Vic) states that coronial findings, comments and recommendations made 
through an inquest must be published on the internet unless otherwise ordered by a coroner.  

Academic research notes that the digital age has led to coronial decisions globally being 
published online, showing a modern interpretation of what open justice means within the 
Coroners Court.56 Essentially, what was previously largely invisible though public process has 
become much more visible and accessible to people outside the proceedings.57 In Australia, this 
has been particularly prevalent in high profile cases such as the 2015–16 inquests into the 
Sydney Lindt Café siege deaths. 

In a study of the experiences of 15 bereaved relatives with the Sydney Coroners Court, the media 
focus on the case, especially where reports were inaccurate or sensationalist, provided a source 
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of great stress and concern for family members.58 Other study participants cited the difficulty of 
having members of the public sit in the gallery area while family members provided statements.59 

Open justice is an important principle underpinning the coronial process, but there needs to be a 
balance between this and the rights of the family as it relates to disclosing personal information 
that may cause unreasonable distress.60 In the absence of any express privacy provisions for 
families within coronial legislation, coroners need to balance these sometimes competing 
principles to ensure that any release of personal information is essential to aiding the 
investigation or preventative outcomes sought.61 

Dedicated prayer rooms, family breakout rooms and other designated family spaces could afford 
greater privacy and comfort to bereaved family members during this distressing time. Additionally, 
Council notes the re-traumatising role that insensitive and erroneous media reporting can have 
on bereaved relatives during a particularly difficult time of their life. The Council has identified the 
importance of educating the media on the potential ramifications of inaccurate and/or 
sensationalist reporting, and proposes that this could be achieved through a protocol between the 
Coroners Court and the media.  

8.4.7 Preferencing other methods, including digital scanning and other technologies, 
over internal autopsy  

One of the key issues regarding postmortem examination is not only that it interferes with the 
practice of specific cultural and religious beliefs, but also that bereaved family members do not 
have an accurate understanding of why an internal autopsy is conducted.  

Internal autopsies are predominantly performed to ascertain: natural death causes; accidental 
deaths; and if the death is caused by a disease that could be prevented, which is particularly 
relevant to surviving family members. 

To date, some jurisdictions have on limited occasions opted for a less-invasive postmortem using 
cross sectional imaging through MRI and CT technology. In the UK, this has been used where 
the family objects on religious grounds and is able to bear the cost of the scan.  

However, use of this option of postmortem examination, especially in cases involving religious or 
cultural objections, is increasing within Australia. Since 2010, VIFM has used CT scanning 
techniques, which has reduced the need for full autopsy in many cases. Over the past 10 years, 
the percentage of coronial cases in Victoria requiring autopsy has reduced from 80 per cent to 
less than 50 per cent,62 which is due in part to the implementation of more case reviews, case 
management meetings, and postmortem CT scanning. 

In their review of the postmortem examination process, Barnes and Carpenter discuss the need 
for coroners and forensic pathologists to engage in greater discussion with bereaved family 
members about the process, and what they need from the investigation. They postulate that 
internal autopsies play an important role in death investigation but this must be balanced against 
what the coroner is seeking to establish or advance through the autopsy – and for the reasons for 
the decision made to be communicated to bereaved family members.63 
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This is already happening in Victoria. A common practice is for discussions to be held with the 
family, particularly on whether they would prefer the outcome to be that a precise cause of death 
is determined, or whether they would accept a more general finding (such as natural causes). 
These views are taken into consideration and relayed to the coroner. 

However, in order to continue to reduce the number of invasive procedures, VIFM requires 
resourcing for new technology. The Council has recommended that there be consideration of 
additional funding for improved digital imaging technologies, including photography and radiology 
(CT and MRI) to enable non- or minimally invasive postmortem analysis and diagnosis, facilitate 
the rapid issuing of medical certificates of cause of death, assist in case reviewability, improve 
evidence presentation in the courts, and ensure forensic pathologists are able to deliver on these 
recommendations. 

8.4.8 Ensuring religious and cultural considerations are incorporated into DVI and 
emergency planning processes  

Disaster victim identification (DVI) refers to the formal and coordinated way multiple bodies are 
identified after a mass fatality.64 The DVI process and threshold varies from jurisdiction to 
jurisdiction. A disaster has been defined as ‘a serious disruption of the functioning of a community 
or a society causing widespread human, material, economic and/or environmental losses which 
exceed the ability of the affected community or society to cope’.65 

Both the UK and Australia are members of the DVI standing committee within Interpol which 
develops policy and manages overseas requests for assistance when mass fatalities occur. The 
Interpol guidelines provide formal processes for the collection and comparison of antemortem 
and postmortem data, and are followed by 194 member countries.  

Interpol and other agencies use a number of procedures to identify victims in mass fatalities like 
large-scale disasters. The quality of postmortem data will depend on the degree to which human 
remains are damaged and the time human remains have been left exposed.66 Interpol notes the 
importance of both religious and cultural considerations, but states that these cannot be 
accommodated where they may compromise legal processes.67 During the immediate 
antemortem response (that is, the process of correlating data collected by postmortem and 
identification data), Interpol advises that an attempt to determine the number and type of religious 
and multicultural groups should be made.68 

The importance of ensuring that religious views are understood and incorporated into DVI 
processes was particularly evident during the March 2019 Christchurch mosque shootings. At the 
commencement of the DVI process, Muslim communities in Christchurch, who had already 
suffered through a major tragedy, were becoming increasingly distressed by an inability to 
practice their religious funeral preparations.69 This distress was exacerbated by a lack of 
information on the process and timelines.  
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The Canterbury Muslim community has since reflected on one of the key turning points in the 
process that provided them with greater assurance and comfort. This was when the Chief 
Coroner, Judge Deborah Marshall, and Deputy Police Commissioner, Wally Haumaha, publicly 
addressed the Christchurch Muslim community and acknowledged the importance of their 
religious and cultural practices, and the impact the DVI process was having on this practice.70 
Importantly, the Chief Coroner took time to explain Interpol’s DVI international guidelines and the 
significance of taking the time to get the process right, noting that mistakes in the process could 
affect multiple families.71 Although this did not directly expedite timelines, it provided the 
community with greater transparency and clarity around the process and timelines. 

The inability to accommodate religious and cultural views within emergency legislation is a theme 
that has arisen recently in England with regards to the enactment of the Coronavirus Act 2020 
(UK). The Coronavirus Act previously stated that ‘personal choice for body disposal will be 
respected as far as possible’, but also made the following caveat: ‘where there is no suitable 
alternative, the power to direct may be used to direct whether a body is buried or cremated’.  

Following protests from the multicultural and religious communities, this has been amended to 
ensure that the right to religious views with relation to burial and cremation are upheld. The 
discussion on this matter in the UK is particularly relevant at this time and should inform Victoria’s 
pandemic response planning.  

The significance of the issues raised in this review are more pronounced in times of pandemic or 
mass fatalities. The COVID-19 pandemic has emphasised the importance of emergency 
planning, and the need for this to incorporate multicultural and multifaith considerations. It is 
recommended that standardised DVI and emergency planning guidelines for the coronial system, 
which incorporate cultural and religious considerations, be documented by key coronial 
stakeholders. This will ensure that Victoria’s coronial system is well prepared for any future 
emergency responses.  

 
 
70 Ibid. 

71 Ibid. 
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Purpose of this document 

The Coronial Council of Victoria (the Council) received a reference from the Attorney-
General dated 5 February 2020 under section 110 of the Coroners Act 2008 (Vic) (the Act). 
This reference requests the Council to provide advice and make recommendations into ways 
to improve coronial processes from the perspective of multifaith and culturally and 
linguistically diverse (CALD) communities (the project). 

The purpose of this document is to detail the scope of the project, the approach and various 
activities, project risks and project management arrangements. 

This document is to be agreed between the Council and the Department of Justice and 
Community Safety (DJCS), and subsequently used to track project progress. 
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Terms of reference 

The Coronial Council of Victoria (the Council) is requested to review the handling of 
multifaith and culturally and linguistically diverse (CALD) deaths by the Coroners Court of 
Victoria (the Court) and related entities involved in coronial processes, and provide advice 
on: 

• whether current Court processes operate in a way that is sufficiently sensitive to
specific cultural practices and beliefs, and

• what changes should be made to the Court’s processes (including the Court’s
interaction with related agencies and support providers) to improve the experience
of multifaith and CALD families.

In formulating its advice, the Council should have regard to: 

• the existing operation of the Court, and its interaction with related agencies and
support providers

• how coronial processes are communicated and explained to multifaith and CALD
families

• the interests of families, the interests of justice, and the efficiency of the coronial
system

• the role of agencies in the coronial process, including but not limited to, the
Victorian Institute of Forensic Medicine and Victoria Police

• the likely impact of any proposed changes resourcing for the Court, and

• other likely impacts of any proposed changes on families and the coronial system
more broadly.

This reference: 

• is not limited to, but will focus on the following multifaith groups: Muslim, Jewish,
Buddhist, Hindu, Sikh, and Orthodox Christian faiths, and

• acknowledges Aboriginal spirituality and notes the Court is working separately with
Aboriginal communities to provide a culturally appropriate approach to handling the
deaths of Aboriginal people.

The Council is requested to provide its report by 30 July 2020. 

Context for the project 

The Council is a statutory body established under the Act. Its role is to provide advice and 
make recommendations to the Attorney-General on issues of importance to Victoria's 
coronial system and matters relating to the preventative role played by the Court. 

The Council can provide advice and recommendations to the Attorney-General on the 
matters listed in section 110(2) of the Act. One of these matters is the way the coronial 
system engages with families and respects their cultural diversity.  

This reference acknowledges the cultural diversity of the Victorian population and the 
importance of accommodating multifaith and CALD practices around death in the coronial 
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system. The reference is directed to enhancing the cultural sensitivity of Court processes, 
including the Court’s interaction with related entities involved in the coronial process. 

This project will be undertaken in partnership with the Victorian Multicultural Commission 
(VMC). The consultation phase of the project in particular will benefit from input from the 
VMC Commissioners and faith communities. 

 

Project aims and objectives 

The aims of this project are to:  

1. Analyse whether current Court processes operate in a way that is sufficiently sensitive to 
specific cultural practices and beliefs. 

2. Recommend, where appropriate, changes to the Court’s processes (including the Court’s 
interaction with related agencies and support providers) to improve the experience of 
multifaith and CALD families.  

 

Project scope 

The scope of the review is a focus in three areas:  
 

No. Area Key considerations  

1 The existing Court 
processes for handling 
deaths, and whether 
these are sensitive to 
cultural practices and 
beliefs 

a) The Court’s interaction with other entities involved in 
the coronial process, including VIFM and Victoria 
Police 

b) The cultural practices and beliefs of Muslim, Jewish, 
Buddhist, Hindu, Sikh and Orthodox Christian faiths 

2 How coronial processes 
are communicated and 
explained to multifaith 
and CALD families 

a) The way processes are communicated by the Court as 
well as other relevant entities 

b) Whether processes are communicated in a sensitive 
manner 

c) The effectiveness of this communication in conveying 
information to multifaith and CALD families 

3 Improvements to Court 
processes to improve 
the experiences of 
multifaith and CALD 
families 

a) The interests of families and justice, and the 
efficiency of the coronial system 

b) The Court’s interaction with related agencies and 
support providers 

c) The likely impact of any proposed changes on 
resourcing for the Court 

d) The likely impacts of any proposed changes on 
families and the coronial system more broadly  
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Out of scope: 

• While the project acknowledges Aboriginal spirituality, this is out of scope as the 
Court is working separately with Aboriginal communities to provide a culturally 
appropriate approach to handling the deaths of Aboriginal people 

• The experiences of other diverse groups in Victoria, such as the LGBTIQA+ 
community 

• Whether multifaith and CALD families, on average, engage with the coronial system 
more or less frequently than other Victorians, and why this is the case, and  

• Recommendations in other areas that could also be related to the aims of the 
project, but are not specifically in scope. 

 

Project approach 

This project will: 

• Build a firm evidence base of data analysis, process-mapping and desktop research 

• Be consultative in nature, with an appropriate amount of stakeholder engagement in 
relation to analysis, options and potential system impacts 

• Not necessarily be linear in approach with, for example, feedback loops between 
stakeholder consultation, solution development and issue analysis, and 

• Consider the broader potential impact of any recommendations made, including 
impacts on coronial services, multifaith communities and organisations involved in 
the coronial process. 

The proposed approach is as follows:  
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No. Step Activities 

1 Scoping a) Approve project plan, budget, project team and
composition of Steering Committee and Reference
Group

b) Commence developing stakeholder engagement plan

2A Data analysis a) Request required data

b) Examine available data to:

a. understand the number of multifaith
communities in Victoria and the population of
the various communities

b. analyse trends and current demand

c. project future demand for coronial services

2B Current pathways a) Map current pathways for the referral of multifaith
deaths to the Coroner and processes once deaths
have been brought into the coronial system, including
current support processes for family members

2C Interstate/international 
comparison and 
literature review 

a) Desktop review of national and international
approaches to multifaith deaths, both internally
(focused on the coronial systems’ staff and Coroners)
and externally within the faith communities

b) Include a focus on the United Kingdom and Canada

2D Initial targeted 
stakeholder 
engagement 

a) Identify clear goals and objectives for targeted and
broader stakeholder meetings

b) Identify key stakeholders and invite to meetings

c) Face-to-face meetings with key stakeholders to
inform stakeholder engagement strategy

d) Review outputs from 2A to 2D with Reference Group
and Steering Committee

3 Stakeholder 
consultation and 
written submissions 

a) Identify stakeholders and invite to consultations

b) Plan required face-to-face meetings (e.g. one-to-one
meetings, roundtables and stakeholder forums) and
record outputs

c) Summarise and analyse stakeholder consultations
and written submissions

d) Review with Reference Group and Steering
Committee
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No. Step Activities 

4 Options and draft 
recommendations to 
Steering Committee 

a) Consider options for improving the way in which the 
coronial system engages with multifaith communities 

b) Assess options against agreed criteria and identified 
immediate priorities and develop draft 
recommendations for consideration of the Steering 
Committee 

c) Targeted stakeholder consultation 

5 Report a) Draft final report 

b) Formal review of final report by Steering Committee 

c) Provide final report to Coronial Council for comment 
and approval 

d) Council to provide final report to Attorney-General 

 

Stakeholder engagement 

Throughout the approach outlined above it is anticipated the project will engage with 
stakeholders from the organisations and groups listed below. This list may alter as the 
project progresses and some groups, such as interstate departments and courts, may be 
consulted over the phone. 

1. The Court 

2. VMC – Multifaith Advisory Group 

3. DJCS (Victorian Government) 

4. Department of Health and Human Services (Victorian Government) 

5. Disability Services Commissioner (Victorian Government) 

6. Ethnic Communities Council of Victoria (ECCV) 

7. Interstate and New Zealand Coroners Courts 

8. Interstate Departments (with Health or Justice portfolios) 

9. Islamic Council of Victoria 

10. Peak bodies and organisations representing multicultural Victoria  

11. Safer Care Victoria 

12. Victorian Institute of Forensic Medicine 

13. Peak bodies of funeral organisations 

14. Multifaith Communities Council of Victoria 

15. Victoria Police – Multifaith Reference Group 
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Project governance and management 

This project is being delivered for the Council. The final report will be delivered to the 
Council for its comments and approval. The Council will provide the report to the Attorney-
General. 

DJCS is funding this project. The VMC is providing significant in-kind support for venue hire 
for community consultations, food for consultations, co-hosting and facilitation of 
consultations and a significant time allocation of Maria Dimopoulos, Deputy Chair of VMC 
and member of the Council. 

Project management 

The project will be jointly managed by the Council Chair, Clare Morton, and Maria 
Dimopoulos (for up to two days a week).  

The project managers’ tasks are as follows: 

• manage project – ensure, as far as possible, project timelines are adhered to,
organise stakeholder consultations, submissions process, manage data analyst, other
activities as required

• project design – including approach, activities, project management tools /
processes and reporting

• support mitigation of project risks and resolution of project issues

• interact with stakeholders and conduct consultations

• design, frame and guide development of project deliverables

• review interim written pieces, distil for consideration by stakeholders and/or
steering committee, and marshal advice from reference committee and
stakeholders, and

• approve consultation strategy and draft final report prior to documents being
provided to the Steering Committee.

Steering Committee 

The Council will establish a Steering Committee for the project, which will be a 
subcommittee of the Council. The composition of the Steering Committee is as follows: 

• Clare Morton

• Maria Dimopoulos

• Chris Hall

• Michele Lewis

• State Coroner Cain and Professor Noel Woodford will assist on an as needs basis
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The Steering Committee is accountable for delivery of the project to the Council. Its role 
includes:  

• project oversight – ensuring the project: 

o is delivered on time 

o is within the scope outlined in this terms of reference 

o produces the required output 

• mitigating project risks and resolving issues, and  

• guidance – providing feedback, advice and guidance on content and material. 

The Steering Committee will meet at least once every two months throughout the project. 
The Chair will ensure the Council is updated on progress. 

 

Reference Group 

The Council will establish a Reference Group for the project that will consist of leaders of 
multifaith communities. While the Reference Group is not a decision-making body, it will 
provide expertise and advice on their communities’ experiences in interacting with the 
coronial system. Through consultation with the Reference Group, the Council will obtain a 
greater understanding of the issues in this area. The Reference Group will meet three times 
during the project.  

Leaders from the following organisations will be invited to join the reference group:  

• Islamic community (ICV and Shia Council) 

• Jewish community (Rabbinical Council or JCCV) 

• Hindu Council 

• Sikh Council  

• Bahai Faith, and 

• Buddhist. 

 

Expert Panel 

The Council will establish an Expert Panel for the project. This will consist of a member from 
VIFM (Coronial Admissions and Enquiries), the Court’s Registry and Police. This group will 
meet on an as needs basis and will provide expertise and advice to the Steering Committee 
on the coronial process. This group will also provide a briefing on the coronial process at the 
first meeting of the Reference Group. 

 

Project Secretariat  

A project secretariat is responsible for the day-to-day delivery of the project and will report 
to the project managers. This includes project administration and progress reporting, and 
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assistance with project planning, risks and issues management, stakeholder engagement 
and preparation of written material.  

The secretariat’s roles include: 

No. Role Responsibilities 

1 Research Officer a) Support project organisation – including stakeholder
consultations, submissions process, assisting the
Steering Committee and Reference Group, and other
activities as directed by the project managers

b) Liaise with data analyst

c) Undertake literature review

d) Assist with documenting current pathways

e) Assist in developing a consultation strategy

f) Undertake project status reporting and updates on
activity completed, activity planned, milestones and
current risks and issues for Steering Committee

g) Assist with preparation of final report

h) Ensure DJCS internal processes are adhered to

2 Data Analyst 

(sessional) 

a) Data analysis will be undertaken by DJCS

3 Engaging a 
multicultural 
community leader 

a) Potential to engage support of multicultural
community leader/s, to assist consultation process
including access to multicultural communities

The secretariat will meet with the project managers approximately fortnightly throughout 
the project. 

Risk register 

No. Risk Mitigation 

1 The Council is unable to 
source appropriate 
funding for the 
reference 

a) The Council has sought financial and non-financial
support from DJCS and the VMC

b) The Council may utilise its existing resources, such as
its members’ expertise and networks, as well as
secretariat support from DJCS, to reduce costs

2 DJCS is unable to 
provide project support 
for the reference 

a) The Council has access to 0.5FTE (VPS4) to provide
secretariat support, and this may be used to support
the project

b) Additional support may be obtained from VMC or
within the Council

3 Multifaith and/or CALD a) The project is being undertaken in consultation with
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No. Risk Mitigation 

communities do not 
support the reference 

VMC, which has established relationships with many 
multifaith and CALD groups 

b) Multicultural Community Leader/s may also be
engaged to assist with consultations

4 Consultation process 
takes longer than 
expected 

a) The project managers will aim to adhere to the
project timeline. Some groups, such as interstate
departments and courts, might be consulted over the
phone, reducing the time required

b) If the consultation phase takes longer than expected,
other processes may be shortened or completed
concurrently

5 Broader project 
milestones and 
timelines are delayed 

a) As far as possible, the project managers will ensure
milestones and timelines are delayed

b) If necessary, the Chair may inform the Attorney-
General the report will take longer than expected.
While this is not ideal, the Attorney-General will
likely support the Council taking additional time to
produce a high-quality final product

6 The proposed 
recommendations are 
not supported by key 
stakeholders 

a) Key stakeholders (such as the Court, VIFM, Victoria
Police, and multifaith and CALD groups) will be
consulted

b) As stakeholders may have divergent views, it may not
be possible to obtain universal support for all
recommendations
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Review into the handling of multifaith and culturally and 

linguistically diverse deaths by the Coroners Court of Victoria and 

related entities involved in coronial processes  

Report from the consultations held 

Mohamed Mohideen, OAM, JP – Consultant to the project 

The consultations took place over a four-month period, and during this time we consulted 

with 110 individuals from 11 faiths, representing more than 33 ethnic communities (see 

Appendix 1 for further information). Although the COVID-19 restrictions prevented us from 

holding physical face-to-face consultations, we were still able to reach a large cohort of 

people using Zoom conferencing services. 

Consultations were initially carried out with members of the reference group and key 

community leaders. With their help and networks, we were able to engage with their 

community members. During the consultations, we interviewed senior community leaders 

and spiritual leaders of the major faiths, members of various organisations, women’s focus 

groups, religious focus groups, professionals, youth focus groups, funeral undertakers, staff 

from the Coroners Court including the State Coroner, and members of Victoria Police.  

When embarking on such a study, it is important to take into consideration faith, culture and 

traditions, practices and the intrafaith aspects that may exist. As such, there was an initial 

questionnaire that was prepared (which was adapted and changed after the initial two 

interviews) for use in the discussions. A brief statement to introduce the topic of the project 

was also sent to participants ahead of the interview.  

I also found it important during community consultations to explain the process of the 

Coroners Court and address many concerns from the community (which I have mentioned 

further in the document). Prior to conducting the interviews, I was briefed on the process by 

the staff from the Coroners Court and also read the 60 page process booklet available. Many 

interviewees from new migrant communities had very little or no knowledge of the process, 

and their experiences with dealing with the autopsy process and coroners from their 

countries of origin had not been positive. There was also a misapprehension from 

community members that if the police and Coroners Court are involved, it means that a 

crime has been committed.  

It was interesting to note that there were many similarities between the groups, and at the 

same time, also many key differences in how the various faith and cultural groups dealt with 

death and the laying to rest of the deceased.  

All faith and community groups interviewed were very clear that they respected the law of 

the land, and as such, acknowledged that the laws of the land would prevail over their 

cultural and religious beliefs. However, they noted that there must be consideration as to the 

religious and cultural beliefs of the people who are interacting with the coronial process.  

Consultation with members of the reference group/key persons from the community 

The following questions were used to facilitate stakeholder discussions:  

1. Identify yourself for the purposes of the discussion and state your involvement in your

community.
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2. Can you provide us with some background information about your community? 

3. Based on this information, how important would it be to meet with the different 

diverse groups? 

4. Please give a brief insight into your faith and/or traditions, especially with regards to 

death and bereavement. 

5. What are the key requirements and practices in your faith and/or traditions, with 

regards to the handling of the deceased’s body and burial/cremation processes? 

6. What is your experience and understanding of the Coroners Court? 

7. What do you think are the expectations of the community with regards to the 

Coroners Court? What do you think their level of understanding of the Court is?  

8. Whom would you recommend that we talk to during stakeholder consultations? 

a. community leaders 

b. religious leaders, for example, priests, imams, rabbis 

c. funeral undertakers 

9. Are there any questions that you would consider useful to include in the project 

survey? 

10. Would it be useful if we undertake community consultation with a cross-section of lay 

people?  

Stakeholders interviewed  

Approximately 110 individuals were interviewed either individually or in groups. In total, more 

than 30 interviews were conducted. Given the large number of people who participated, I 

have not given all the names but highlighted the key leaders and representatives 

interviewed.  

1. Reference Group members, including:  

 

• Mr Jain Ayan, Jain Community of Australia 

• Mr Makarand Bhagwat, Victorian Chapter, Hindu Council of Australia 

• Mr Murray Davies, Baha’i community 

• Sheik El Zokm, Elsedeaq Heidelberg Mosque, Australian National Imams 
Council 

• Rabbi Gabi Kaltmann, ARK Centre 

• Mr Jasbir Singh, Sikh Interfaith Council of Victoria 

• Dr Helen Summers, the Interfaith Centre of Melbourne 

• Venerable Thic Phuoc Tan, President, Buddhist Council of Victoria and 
Vietnamese Mahayana Buddhist Priest (Head of Vietnamese clergy) 

• Ms Peggy Page, Buddhist community 
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2. Members of the Coroner’s Court and Victorian Institute of Forensic Medicine (VIFM), 
including:  
 

• Judge John Cain, State Coroner 

• Dr Jodie Leditschke, Manager, Forensic Technical Services and Coronial 
Admissions and Enquiries, VIFM 

• Ms Lucille Thomas, Acting Principal Registrar, Coroners Court 

• Ms Emma Lindsay, Coroners Court 
 

3.  Members of Victoria Police, including: 
 

• Superintendent Craig Peel, Priority Communities Division 

• Detective Senior Sergeant Julian Horan, Homicide Squad 

• Mr Anthony Abatte, Multicultural Portfolio Manager 
 

4. Buddhist community leaders, including:  
 

• Ven Jjahn Boonsom, Vietnamese Mahayana Buddhist Priest (Head of 
Vietnamese Clergy) 

• Ven Horowpathanae Satindriya Thero, Sri Lankan Buddhist Priest (Head of the 
Temple) 

• Mr Albert Kang 
 

5. Hindu community members, including: 
 

• Dr Jayant Bapat OAM, a member and expert on the Hindu faith with more than 
40 years’ experience in the community 

• Mr Dharmesh Raval, Hindu Priest 
 

6. Sikh community leaders, including: 
 

• Mr S. Gurdeep Singh Mataroo, President, Victorian Sikh Gurdawara Council 

• Mr Jang Bahadur Singh Pannu, Secretary, Victorian Sikh Gurdwara Council 

• Mr Atamjit Singh, Secretary, Sikh Community of Greater Geelong 

 

7.  Uniting Church community, including:  
 

• Rev Denise Liersch, Moderator, Uniting Church 

• Rev Devanand Anandarajan, Intercultural Leadership Development Coordinator 

• Rev Feke Kamitoni, Tongan community 

• Mrs Ilaisaned Pongi, Tongan community 

• Rev Tupe Ioelu, Samoan community 

• Rev Temukisa Vaeluaga, Samoan community 

• Rev Sung Hyun Joo, Korean community 
 

8. Greek Orthodox community, including: 
 

• Father Evmenios Vasilopoulos, Archdiocesan Vicar for Northcote District 

• Ms Tina Douvos-Stathopoulos, CEO, Pronia 

• Ms Mary Gakopoulos, CEO, Agapi Care 

• Mr Jim Scantsonihas, Executive General Manager, Fronditha Care 

• Mr Peter Andrinopoulos 
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9. Shia community representatives (subcontinent group), including: 

 

• Ms Batul Gulani 

• Dr Tanveer Abbas 

• Mr Muslim Abbas 

• Maulana Abdul Qadr Rizvi, Shia Imam 
 

10.  Funeral Directors, including:  
 

• Mr Simon Weinstein, Funeral Director, Melbourne Chevra Kadisha 

• Mr Betram Dias, Funeral Director, JB Dias Funerals 

• Sh Ismail Hyka, Imam and Bosnian Mosque and Funeral Director 
 

11.  Focus groups, including:  

 

• Muslim women’s group (11) 

• Muslim funeral undertakers (6) 

• Muslim youth group (8) 

• Jewish youth group (4) 

• Gippsland community group (7) 

• Bendigo community group (5) 

• Well Spring CALD women’s group (12) 

• Sikh community group (10) 

• Family members of people involved with the Coroners Court (6) 
 

Requirements of each faith 

Outlined below is a snapshot of the various faiths and their requirements. 

Buddhist faith  

Buddhists believes in reincarnation. For them, death is not the end but a blissful rest in 
between the rebirth cycles to attain Nirvana (means extinguishing or unbinding. The 
implication is that it is freedom from whatever binds you. Once this is achieved, a state of 
bliss is achieved, and there is no need for the cycle of birth and death).1 

There are three main schools in Buddhism: Theravada, Mahayana and Vajrayana. They 
cover various regions and the practices vary. 

• Mahayana Buddhism: this school is practiced in South-East Asia, including: India, 
Vietnam, Korea and Japan.  

• Zen Buddhism: this school is practised in China, Tibet and Mongolia regions, Korea, 
Japan and parts of the Western world. It comprises a mixture of Mahayana and 
Taoism beliefs. 

• Theravada Buddhism: this school is practiced in Sri Lanka, Nepal, Pakistan, 
Afghanistan, Thailand, Cambodia, Laos, and Burma. 

• The Vajrayana school of the faith was previously exclusive to Tibet but is now also 
practiced in other parts of the world. Within this school of the faith, there is an 

 
1  See www.buddha101.com.  

http://www.buddha101.com/
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emphasis on the permanence of the Buddha’s teachings as symbolised by the vajra 
(thunderbolt), a ritual implement used for ceremonies. The practice also employs 
tantra (techniques to reach enlightenment quickly) and involves lay practitioners. 

Both the Theravada and Zen groups cremate, whereas the Mahayana group buries the 
deceased. As such, timelines for funerals vary depending on which school of the faith 
members belong to. Also, regarding autopsies, Vietnamese Buddhists would prefer 
autopsies not be carried out, but accept that the law of the land will prevail. 

Timelines to consider: 

• Sri Lankan and Thai Buddhists: Key findings were that the number of days 
before cremation can take place does not matter. Generally, no burial/cremation 
takes place on a Tuesday or Friday. They believe the moment a person dies, 
their soul leaves the body for rebirth. 

• Thai elders: it was mentioned that many of the elders in the community prefer to 
be buried in their homeland, and would return to Thailand as they got older. That 
could be a reason why there are not many cases from the Thai community that 
end up at the Coroners Court. 

• Vietnamese: Ideally, a three-day corridor is best. A delay in burial delays the 
mourning period, which ends with the burial. The body must be kept intact so as 
not to disturb the soul. Here the soul remains with the body until burial takes 
place. Vietnamese Buddhists generally use funeral undertakers to handle the 
burial process. 

Further discussions with members of the Buddhist community concerning their 
understanding of death highlighted that the 10-hour period after death is a critical period of 
time. They refer to the ‘consciousness’ (this is different to the soul), which remains 
attached to the body for a period of 10 hours. One of the interviewees said in relation to this 
that, ‘if a body is touched or handled during this time, he or she will feel the pain’. The belief 
is that if the body is subjected to any pain or stress (emotional distress), this could affect the 
reincarnation cycle. A body at peace would achieve a higher status in rebirth than a body 
under stress which could be allocated a negative realm or lower status.  

With regards to body parts being retained or donated, interviewees noted the impact that 
their religious considerations had on this process. One interviewee in his early 20s stated 
that he had previously committed to donating his whole body to medical research and was 
very proud of this decision. However, after his conversion to Buddhism and understanding of 
faith and the 10-hour period stated that he ‘did not feel his body would be able to cope with 
the surgeon’s knife and pain on him and this could then lead to stress and affect his future 
status in reincarnation’. 

It was also noted that for most people from South-East Asia and China, death is a subject 
they avoid, and for many of them even talking about death is considered bad luck. Even 
visiting the cemetery is rarely done unless for funerals, death anniversaries or certain 
religious days of ancestral worship. Most young people from these communities would not 
want to know about death and are normally not involved in any aspects of end-of-life 
arrangements, including the coronial process. As such, knowledge of the Coroners Court 
and its functions would be minimal or non-existent in these communities.  

In Australia, there are more than 560,000 Buddhist (2.4 per cent) with more than 71 per 
cent born overseas. 
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Hindu faith 

According to the Hindu faith, although the physical body dies, the soul has no beginning or 
end, and depending on a person’s karma (that is, the consequence of a person’s actions 
during their lifetime), they could progress through many reincarnations (that is, rebirth or 
samsara) until they becomes one with Brahman, the ‘One’. This process is best described in 
the Hindu text: ‘Just as man discards worn out clothes and puts on new clothes, the soul 
discards worn out bodies and wears new ones’ (Bhagavad gita 2:22 (Jayaram, 2009).  

Members of the Hindu faith prefer to die at home surrounded by their family, who keep a 
vigil. It is preferred that the body be cremated within 24 hours. However, stakeholders 
interviewed specified that this period could be up to a maximum of five days. Traditionally, 
burial takes place by next dusk or dawn. The majority of Hindus cremate except in the cases 
of babies, young children (below two years) and sages who are buried. Cremation is usually 
performed within 24 hours. Organ donation and embalming is not prohibited in the Hindu 
faith. 

There were some key concerns raised with regards to the handling of the Hindu deceased. 
The 10th day after death is very significant to the Hindu faith. Ceremonies are performed on 
the 10th day in order to liberate the soul for its ascent into heaven. Special conditions also 
apply to the handling of bodies, especially for women. For example: 

a. If a married woman dies but her husband is living – the deceased body
should be handled by immediate family members.

b. If she is a widow: the age of the person would determine some of the rituals.

In Australia there more than 440,300 followers of the Hindu faith (mainly from India and Sri 
Lanka), making up 1.9 per cent of the population, of which 81 per cent were born overseas. 
Hinduism is also one of the most youthful religions in Australia, with 34 per cent and 66 per 
cent of Hindus being under the age of 14 and 34 respectively.2 

Jain faith 

The Jain word that comes closest to soul is ‘jiva’, which means a conscious, living being. 
For Jains, the body and soul are different things. The body is just an inanimate container, 
whereas the conscious being is the jiva. Jains believe that after each bodily death, the soul 
is reborn into a different body to live another life, until it achieves liberation. Jains believe the 
soul is reborn immediately after death. Death is viewed as a celebration of life, a festival 
(mahotsav), not a sorrowful event.  

Within this faith, the funeral usually takes place as soon as possible. The deceased is 
cremated. Cremation should take place within 24 hours. Jains tend to use funeral 
undertakers who understand the Hindu faith. Given that the Jain community is small within 
Victoria, their interactions with the Coroners Court are minimal. 

The Jain population in Australia was counted in the 2016 census to be 4,047, of which, 
31 per cent live in Greater Melbourne. 

2 https://www.abc.net.au/radionational/programs/religionandethicsreport/hindus-in-australia/4096252. 

https://www.abc.net.au/radionational/programs/religionandethicsreport/hindus-in-australia/4096252
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Sikh faith 

The word Sikh means student and all Sikhs are students of their Guru Nanak. Every Sikh 
male has ‘Singh’ (meaning lion) as his last name and every female has ‘Kaur’ (meaning 
princess) as her last name. The whole community is collectively called the ‘Khalsa Panth’. 
Although there were Sikhs in Australia as far back as the 1830s, an increase in numbers has 
occurred in the past few decades. According to the 2016 census, Sikhism is considered to 
be the fastest growing religion in Australia. 

The Sikh faith believes in the transmigration (karma) of the soul which never dies, and 
during the period of human life, there is an opportunity for the soul to break out of the cycle 
of karma and to unite with ‘Waheguru’ – the Wonderous Giver of Knowledge (the Sikh name 
for God). The funeral is referred to as ‘Antam Sanskaar’ (the last rite of passage). 
Therefore, the focus of the funeral ceremony is, ‘not on loss and sorrow but a celebration 
that the soul has an opportunity to re-join God’. 

In my discussions with the community representatives (which included leaders and a youth 
member) and thereafter with representatives of the some of the Gurdwaras (Sikh places of 
worship) in Melbourne and Geelong, interviewees reflected on their experiences both 
overseas and here in Australia. As is the case in other communities, it was clear that most 
had little or no knowledge of the workings of the Coroners Court. One participant spoke of an 
incident that took place overseas, where an autopsy had been done and the male’s body 
had been shaved. The participant asked, ‘Why would you need to shave a dead body? 
There is not going to be an infection unlike when the person is alive’.  

The Sikhs hold sacred to the 5Ks (this represents kesh and comprises: unshorn hair 
(kangha); a small wooden comb (kachha); shorts usually worn as an undergarment 
(kachhehra); an iron bracelet (karha); and, a sword of unspecified length (kirpan)). 

The key aspects raised by the Sikh community regarded the need for the bodies of 
deceased Sikhs not to be shaved at all. If the other five articles of faith (including the 
kachha) need to be removed, they should be placed in a sealed bag and returned with the 
body. Where possible, these articles should be kept on the deceased person. Members of 
the Sikh community were also concerned about the body being kept naked. With regards to 
organs or body parts being retained for further testing and analysis, the feedback was that 
ideally, they would prefer the body to be returned in full but if this were to delay the release, 
then some organs and tissues being retained is acceptable. There is no religious issue with 
the retention of body tissues or organs. 

Given that smoking is prohibited in the Sikh faith, Sikhs would prefer that non-smokers 
handle the bodies of the deceased.  

They would be happy for the coroner or the other staff to attend the Gurdwara and talk to the 
community. They also would like some form of training programs for community 
representatives on the Coroners Court processes which could be passed on to the 
community. They also discussed the aspect of one central team being the contact point for 
the various Gurdwaras, thus helping to facilitate the process and maybe quicker release of 
the body. The recommendation was that the President and Secretary of the Gurdwara 
Council and the President of the Sikh Interfaith Council of Victoria be the nominees (all were 
present in the consultation). 

Feedback was provided that there was no consultation with the Sikh community in the 
translation of the Coroners Courts document to Punjabi. It was requested that the Sikh 
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community be consulted in the future when such things occur. Generally, Sikhs use 
established funeral directors who have some understanding of the Sikh faith. 

In Australia there are more than 125,921 Sikhs (0.5 per cent), with 75 per cent born 
overseas. 

Baha’i faith 

Baha’i faith funeral customs are largely based on the faith’s teaching regarding 
consciousness and the soul. There is cultural diversity within the Baha’i faith, with more than 
60 different ethnic communities represented. Upon death, the soul is relieved of all physical 
bonds and enters the spiritual realm. Depending on a person’s spiritual development, a 
person is either closer or further from God. 

Autopsies are objectionable but accepted if necessary. In the Baha’i faith, there is no 
embalming or cremation. Ideally, burial should take place within a one-hour distance from 
the place of death, as it is felt that this discourages people from becoming attached to any 
particular geographic site. Burial should take place within two to three days at the latest. 
Prior to burial in a casket, the body is washed and anointed. Normally, family members or 
close friends will be involved in the preparation of the body. Involvement with the Coroners 
Court is rare. The faith allows the donation of bodies for medical science. 

In Australia, there are more than 13,989 practising the Baha’i faith, with 66 per cent born 
overseas. Around 3,000 people of the Baha’i faith reside in Victoria. 

Culturally and linguistically diverse (CALD) Victorian Christian communities  

Diversity exists in the CALD community, especially in considering new and emerging migrant 
communities. There are various cultural traditions that are followed, especially by Pacific 
Islander communities. Feedback has been that the language used and their understanding 
of the Coroners Court documentation and processes are of concern. For the majority of 
Christian groups, the timing of burial is not important. More information about the different 
cultural groups is provided below. There are general funeral undertakers and also ethnic 
specific undertakers. 

Meeting with Uniting Church group 

Discussions were held with Reverend Denise Liersch, Uniting Church Moderator; Reverend 
Devanand Anadarajan (Sri Lankan Tamil community); Reverend Sung Hyun Joo (Korean 
community); Reverend Tupe Loelu and Reverend Temukisa Vaeluaga (Samoan 
community); and Reverend Feke Kamitoni and Mrs Illaisaned Pongi (Tongan community).  

Most of the participants had very little knowledge about the workings of the Coroners Court. 
In light of this meeting, one of the participants had googled and found the 60-page Coroners 
Court process document. They were also not aware of the documents or information 
available in different languages. These migrant communities prefer to seek information from 
other members of the community, rather than read documents. The effective means of 
information transmission is ‘by word of mouth’.  

Case study: a few months ago, a lady in the community passed away and her body 
was taken to the Coroners Court. The family had no idea where to seek information 
and were given a couple of numbers to call but were not able to make contact with 
the relevant contact points. They stated that ‘they wanted to talk to a person who 
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could explain the process to them’. They wanted to know what was happening and 
when the body was going to be released, as they had family members from overseas 
who wanted to attend the funeral. 

Tongan community: it is the aspect of ‘waiting’ which is a problem. The family cannot 
prepare for the funeral or even inform their relatives. It was noted that in two cases, the 
bodies were with the Coroners Court for more than a week. A request was made as to 
whether it is possible for the Coroners Court to provide a time frame. 

Samoan culture: During the waiting period between death and burial, Samoans and most 
Pacific Islander cultures, spend the time in singing and other rituals. They also bring the 
neighbourhood community together. 

Case study: An experience was shared where a young person had taken his life and 
the family had to wait for the body to be released. The experience with the funeral 
director had been great and the family used the time to engage in singing and other 
rituals. 

Having said this, they also felt that it was important for the Coroners Court to provide more 
clarity with regards to the duration and reasons for the delay in releasing the body. This 
would give the community a better understanding and acceptance. 

It was interesting when talking with participants about the process of the Coroners Court 
contacting next of kin. Within the older generations and as observed in traditional culture, all 
aspects of the death and funerals are usually handled by the extended family elders or 
Chieftains of the community. This is now changing with the second generation of Australian-
born young people who want to deal with the funeral arrangements for their immediate 
families. 

Korean Christian Community: According to Reverend Sung, although the Korean 
community these days has adapted to the Western lifestyle, a mixture of the church and 
traditional practice is observed with regards to death. The funeral director acts as the liaison 
between the Coroners Court and the family. Generally, all funerals are held within three 
days and the ancestral memorial worship and prayers at the grave are then held. This could 
be delayed for a maximum of five days if relatives from overseas need to arrive. Both here 
and in South Korea, the three-day period is observed. The Reverend also spoke of a case 
where the person died at home and the body was at the Coroners Court for over a week. 

Due to the coroner’s proceedings, all aspects of the funeral and rituals come to a standstill 
and nothing can occur until the body is received. This puts the church in a poor light and also 
the period of mourning gets prolonged which is not good for the family. 

Across all Uniting Church interviewees, there were some comment themes as 
outlined below: 

• With regards to the cause of death stated on the death certificate, they agreed
that this could affect honour sharing, especially in the Tamil community and
subcontinent. In the ‘oral cultures’ of the Pacific Islander groups, the cause of death
is known in the community well before the inquest and the coroner’s report is
released. From a family point of view, it is useful to know the cause of death and it
brings about closure.

• Viewing of the body at the Corners Court: No one wanted to do this in the
Coroners Court and the only time this would be done is if the body has to be
identified.
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• Families from overseas attending funerals: It was also stated that the death 
certificate was needed to obtain visas for relatives to attend the funeral. The delay 
and uncertainty of the release of the bodies can cause a lot of difficulty in obtaining 
visas and also increases the cost of travel. 

• Getting information to the community: suggestions were made to use local 
community radio stations to convey the messages from the Coroners Court. Although 
many people do not like to talk about death, this could happen to anyone and it was 
noted that it is important to educate the community. Again, the emphasis was on the 
oral communication rather than written documentation. 

Jewish faith  

Rituals and customs are based on the Torah. Jewish people believe that one should 
embrace life while accepting death which is inevitable. It is implied that leading a 
praiseworthy life prepares one for what comes after life. Burials should take place as soon 
as possible after death. Normally, Watchers (‘Chevra Kadisha’) remain with the body 
around-the-clock until the funeral. For members of the Jewish faith the initial mourning 
period lasts seven days and is called ‘Shiva’ (Hebrew for seven). 

Unlike the other faiths, the Jewish faith seems to have a well organised and dedicated 
funeral system in place. A central body (the Chevra Kadisha) deals with all funerals, except 
in the case of some progressive groups who use general funeral undertakers. The Chevra 
Kadisha handles all matters for Jewish funerals. They have a very good relationship with the 
Coroners Court and in most cases deal with the Coroners Court on behalf of families. They 
are very familiar with the process involved (although the general community might not be). 
Given that the Chevra Kadisha also manages some of the cemeteries, they are able to bury 
within a couple of hours after the release of the body from the Coroners Court. Most rabbis 
are involved in the funeral service but do not have much involvement with the Coroners 
Court. 

Further in the discussion with youth representatives, it was stated that dealing with the 
Coroners Court would not be of much concern given that such matters are mainly dealt with 
by the elders, rabbis and those in authority. The key word was ‘assurance’ that their loved 
ones are treated according to the faith and practices of the Jewish community. Having said 
this, they still felt it might be a good idea to educate the youth, especially those seeking to 
become rabbis. 

In Australia there are more than 91,022 Jews, of which 41 per cent are born overseas.  

Muslim faith  

The key Muslim groups in Victoria are mainly Sunni (around 80 per cent of the Muslim 
population) and Shia (20 per cent). These groups represent more than 100 different ethnic 
and cultural groups. Ideally, burial must take place within 24 hours.  

For Muslims, it is important to treat the dead as if they were living. All matters of personal 
privacy including the hijab (which is compulsory for male and females and is not just the 
head covering for females as portrayed in the media) must be maintained.  

The hijab (Arabic term for barrier, partition) refers to modesty, is for all Muslims and 
will differ from males to female. The hijab is a generation of a personal and spiritual 
space that is away from the materialistic world and defines the individual’s moral 
boundaries. To not invade the personal space of another through staring, glaring or 
any other way is the first and foremost principle behind the hijab. 



11 

 

As such, the body of the deceased has to be kept covered at all times and the modesty of 
the dead person observed (where possible). Like other faiths, Muslims also believe that the 
body of the deceased is capable of feeling pain and therefore it is important to handle the 
body with gentleness and care when washing and shrouding. Again, the community sought 
assurance that the body is treated with care and the privacy maintained by VIFM.  

As with the Jewish community, Muslims use their own funeral undertakers, but unlike the 
Jewish community in Victoria, there are approximately 10 of them. Each of the undertakers 
are connected to a particular mosque society and generally the funeral director is the imam 
of the mosque or in some cases, one of the organisation’s board members. Most of those 
involved with funeral services are volunteers. There have been numerous cases that have 
proceeded to the Coroners Court and one of the key observations has been the delay in the 
release of the body. This is an issue of great concern to the Muslim community given that 
mourning starts only after funeral prayers and the burial is completed.  

The key concerns raised by those consulted is the lack of communication from the Coroners 
Court staff about what was happening with their loved one and the delay in release of the 
body. This was especially a concern over the weekend when an 1800 number is provided 
and they get a recording most of the time. They are told that the Coroners Court functions 
24/7.  

Case study: One such incident took place on the 24 April 2020. In this situation, a 
young community member of 33 years of age had died. His body was taken to the 
Coroners Court. The wife was given a call at midday and told that all preliminary tests 
had been carried out and that she would hear from them on Monday. On Monday 
afternoon she got a call from the Coroners Court and they clarified whether she 
needed an autopsy done, which she refused. It took another day before the body was 
released to the family for burial. The burial only took place on Wednesday due to the 
cemetery’s availability. In total it took over 5 days before the person was laid to rest. 

Mourning for Muslims can only begin after the burial takes place. Widows observe the 
mourning period of ‘Iddat’ (four lunar months and 10 days). For others, it is three days of 
mourning, generally where the immediate family would receive relatives and friends coming 
to pay their respects and condolences. None of this can really start until the burial has taken 
place.  

The Shia community, unlike the Sunni community, is more or less divided into three main 
groups: the Shia community from Iran, the Shia community from the Middle East region 
especially Iraq and Syria, and the Shia community from the subcontinent countries. One 
group or entity does not represent all of them, and as such, it is important to be able to reach 
out to the representatives/spiritual leaders of the various groups depending on the case that 
comes in. These groups are relatively new to Australia (many having arrived as refugees 
from the war-torn Middle East region) and as such, do not have much knowledge about the 
Coroners Court. In discussions with imams and community leaders, they stated that they 
would welcome engagement with the Coroners Court to engage and educate their 
community about the process. This was the first time directly or indirectly they had any 
contact with the Coroners Court. 

They do not have their own funeral directors but use the services of the existing Sunni 
Muslim facilities. As far as burial and other matters with the deceased are concerned, it is 
the same for the Sunni community. Another difference is that their imams will officiate at their 
funeral prayers and their mourning period can also be different.  
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Discussion with a Muslim women’s group: The project group had a very beneficial 
discussion with 12 women belonging to various ethnic and community groups. Women from 
multiple different professions were represented, for example: there was a doctor and social 
worker present. All the women in this group were trained in preparing female deceased 
bodies for burial. Three of the women had over 25–30 years’ experience in this area. In the 
past six months, the Islamic Council of Victoria (ICV) has trained more than 165 women to 
carry out this duty. Helping prepare the dead is considered a sacred duty and all these 
women were volunteers.  

Ms Clare Morton, Chair of the Coronial Council, and Ms Maria Dimopoulos, Deputy Chair of 
the Victorian Multicultural Commission, were also in attendance at the consultation. It was 
interesting to note that these women have dealt with many of the female bodies that had 
been to the Coroners Court, but had no idea of how the process worked. None of them had 
read the 60-page book provided by the Court. Some of the women had visited the website in 
preparation for this discussion. As was the case with many other focus groups, the group 
raised concerns about the privacy afforded to the deceased body and handling by unknown 
males, and queried whether there was a way an autopsy could be avoided. Again, as in all 
communities, key questions were raised around the timeframes and how quickly a body 
could be released.  

I subsequently met with the three senior women in the group as they had further comments 
to make, which I have also included in this report. Some of the key outcomes from the 
discussion with the Muslim women’s group are captured below:  

• Did they find the session useful? All of them agreed they learned a lot from this
session and were thankful to Clare for answering their questions.

• Would they like to learn more? Yes, and they would also be happy to tour the
facilities if given the opportunity.

• Do they want to view the body at the Coroners Court? No, as they felt it is a
private matter and did not feel that the women in the community would be interested.

• Sensitivity with regards to the body: In Islam, all those involved in washing and
preparing a dead body maintain a code of silence and never discuss what they see
or witness with regards to the body. This is part of the religious obligation. There
were those involved with the preparation of the body of the Palestinian student who
was killed early last year (Aya Maasarwe) and were very much upset that information
on the condition of the body (including that it had been burned) had been released to
the media later in the year during the verdict. They felt that such information needs to
be suppressed from the public domain and only used for legal proceedings in a
private manner.

• Recommendation: Apart from the proposed videos and pamphlets, they suggested
that the Court consider an automated audio service in multiple languages that
explains the process in a very simplified manner over the phone. This would help
many community members to a great extent in accepting the coronial process with
regards to their family member.

Note: Given that it is mainly volunteers (and, in particular, family members, as it is 
considered a meritorious act for family members to participate in) and not professionals who 
are involved in the preparation of the body for burial, this should be noted in any 
communications between VIFM and those preparing the body. 

In Australia there are more than 604,240 Muslims (2.6 per cent), of whom more than 200,00 
(33 per cent) live in Victoria. The percentage born overseas is around 62 per cent. 
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Interfaith ministers 

Interfaith ministers come from diverse world religions and Indigenous spiritualities. They are 
called to study Buddhism, Christianity, Hinduism, Islam, Judaism, Indigenous spiritualities 
and other traditions. While they generally remain in their own tradition, they are 
knowledgeable and deeply respectful of all traditions. They learn about the aspects of 
religious teachings that are timeless and those that are cultural expressions relevant to 
another time and place. They vow to serve everyone with wisdom and compassion. They 
support those who have a spiritual need but who are not religious. 

The interactions of this group with the Coroners Court have been on an individual basis 
more than from a community perspective. There was an incident impacting one of the 
members (from country Victoria) who lost her son to a tragic work-related accident many 
years ago and the body had been brought to the Coroners Court. It took her some time to be 
able to find out where the body was. These are often common experiences for people 
interacting with the coronial process in country or rural Victoria. 

Youth groups  

As part of the stakeholder consultation process, I also met with the youth groups of some of 
the communities. Many of the youth interviewed were aware that the Coroners Court existed 
due to high fatality rates, especially in road traffic accidents. With regards to whether they 
have made any effort to learn about the process, the overwhelming response was no. When 
I asked whether they felt they should make an effort, most said they did not feel a need to 
learn about it as this was handled by their community, parents, religious leaders and funeral 
services. Having said this, many of them had been involved in attending funerals and always 
questioned the delay in release of the bodies when they were trying to pay their respects. A 
few also spoke of the experiences of their friends committing suicide and then the link with 
the Coroners Court. The feedback from those who had some knowledge was in the context 
of tragic or violent deaths. 

Many of the CALD communities comprise a high percentage of young people, and it is 
important that the Coroners Court engages with them. Some of the youth interviewed felt this 
might help provide thewake-up call needed for youth, with regards to reducing road traffic 
incidents.  

Action plan: What is best practice for involving youth in the Coroners Court? Could 
this be part of the school/university programs for those interested in a future in 
forensic science/medicine? Could focus groups be created to bring about more 
awareness? 

Greek Orthodox community 

I also met with members of the Greek Orthodox community, which included faith and 
community leaders. Most people had not read the Coroners Court booklet, nor did they have 
much knowledge of the Coroners Court. The inference drawn was that unless it was 
required, most people would not make an effort to find out about the Coroners Court. There 
was a lack of awareness and knowledge about the process in the community. 

For most families within the Greek Orthodox community, when death occurs, the first point of 
contact is the church, but then the funeral services take over all arrangements. The church is 
there to provide comfort and also carry out the religious rituals. The members of the Greek 
Orthodox community whom I interviewed were not aware that they could be given the 
authority to deal with the Coroners Court by the family.  
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A member who worked for a disability services provider mentioned that they have had a 
number of coronial inquests and generally most of the contact with the Coroners Court is 
facilitated by the funeral services provider. They questioned how much the funeral parlour 
knows or understands about the religious and cultural practices given that every region of 
Greece has different traditions and customs. 

Participants broadly identified two kinds of people in the Greek Orthodox community: people 
who have a life in the church and communicate regularly, and others who do not contact, or 
are not regulars at the church. But at the time of death, religion becomes important. What 
seems to happen is that the funeral parlours deal with all the administrative aspects of a 
funeral, and the church deals with the spiritual and ritual aspects. It was observed that there 
is a role for the community and church to educate the funeral parlours and also, to work with 
the Coroners Court.  

In the Greek Orthodox Church, there is no theological or faith-based reason with timelines 
between death and burial. The key aspect is the ‘integrity and honouring of the person 
who is dead’ and concern with how the staff in the Coroners Court deal with the deceased. 
Furthermore, it is believed that once the person is dead, the soul is released.  

Case: There was a case mentioned where a husband had died in his sleep and the 
wife was not aware for many hours. This case took two weeks to progress through the 
Coroners Court. It had been left up to the family to make the phone calls and seek 
information, rather than being provided with support. This could cause a lot of anxiety 
within the family and prolong feelings of grief. In this case, the wife decided to go to 
the Court to view the body. 

Suggestion: Ideally, a short booklet (not the 60-page document) stating, ‘what is going to 
happen and what they would be hearing from the Coroners Court during this period’ would 
be useful.  

Information of the cause of death in the death certificate: All were unanimous that this 
information needs to be private and not in the public domain. It is very private and personal 
information and could be harmful to the living members of the family.  

First generation migrants: Many of the elderly would be left out in this system. Language 
could be a barrier and many of them would not be familiar with how the systems work and 
not have access to the various media and online platforms. One participant stated that 
‘people need to have assurance and trust that their loved ones are been cared for and 
respected’. There needs to be more effort to address this lack of contact and other ways to 
communicate information. Verbal communication is another key way of getting information 
across. 

Well Spring for Women: CALD community in south-east Melbourne 

This group of women comprises various faiths and ethnicities. Many or most of them were 
first generation migrants. People interviewed from this community were from the Christian 
(Uniting Church, Catholic), Islamic, Buddhism and Zoroastrian faiths. There were those of no 
faith as well. There were also participants from many ethnic backgrounds (Pakistani, 
Kenyan, Nigerian, Tongan, Chilean, Indian, Sri Lankan, South Sudanese, and Iranian). 

When the question was put to the group about how much they knew about the Coroners 
Court, these were some of the responses: 
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‘When a person dies under suspicious circumstance or there is no knowledge of how 
the person died, the coroner will come and do an investigation.’ 

‘A young man died in Adelaide. He had many issues. How come the person has 
died? Why should it need to go to the court? According to my heart I feel bad. This 
person – God took his life, he does not know what people say – he has already 
passed away. It’s totally wrong. It hurts.’ 

These statements give you an idea about the knowledge that people have about the 
Coroners Court and the general impression that it is stopping people from burying their loved 
ones within cultural and religious timeframes.  

There was also the misapprehension that organs would be taken out of the dead body. This 
comes from the experiences some of them had in their countries of birth. People feared to 
volunteer to donate organs or tissues, as they fear they would be killed and their organs 
harvested (a matter for the Victorian Multicultural Commission (VMC) and VIFM to educate 
the communities on to provide assurance).  

Having explained the role that the Coroners Court plays helped people understand and 
accept the need for such a process. This was very evident as people then opened up about 
their experiences of deaths within their families. They spoke about young people going 
missing and their bodies being found after many days or months. They acknowledged the 
role of the Coroners Court.  

This discussion clearly emphasised the fact that there needs to be more dialogue and 
outreach programs run by the Coroners Court to educate the CALD community.  

It was acknowledged that although people, including the media, are curious to know the 
causes of publicised deaths, it is important to respect the culture and sensitivity of the living 
members of the family. As such, mechanisms need to be established within the Coroners 
Court and judicial system about the careful release of information to members of the general 
public.  

Funeral directors 

The way in which funeral service companies operate are very different. Except for the 
Jewish and Muslim faith groups, all other groups use the mainstream funeral service 
companies. Across faith-based funeral services, practices differ considerably. The Jewish 
community has one central body (the Chevra Kadisha, a formalised body with paid staff with 
many years of experience working with the Coroners Court) that services all Jewish families 
in Victoria (there are a few exceptions) whereas the Muslim community have about 10 
different funeral services. The 10 funeral services are associated with mosques. In many of 
the Muslim funeral services, except for one paid staff member (in most cases this is the 
imam), all others involved are volunteers. As such, sometimes the personnel involved in 
liaising with the Coroners Court could be fairly new and might have no knowledge of the 
processes involved. Most of the funeral directors interviewed did acknowledge that this was 
an issue and were actively looking for ways and means to overcome this shortcoming. 
Suggestions were also made to identify a couple of them as a key contact/go-to group for 
the Coroners Court. This is a community responsibility and will be discussed in the near 
future.  

The other mainstream funeral directors (one had more than 35 years’ experience of running 
his own funeral services) had very positive comments to make and believe that they have a 
role in keeping families informed but also in making sure the Coroners Court is informed 
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about cultural and faith requirements in each case. They emphasised the need for 
continuous dialogue between the funeral directors and the Coroners Court. They felt the 
process can be expedited if the faith and religious practices of the deceased is known which 
could then help the Coroner’s Court understand the urgency. It was interesting to note their 
experience was much more positive with regards to interactions with the Coroners Court 
staff and they strongly believed that the staff would accommodate the needs if they were 
made aware. 

It was also useful for funeral directors to work closely with the family in such situations to 
expedite the release of the body. Again, it was observed that many families during this time 
of grief do not understand the process and sometimes the funeral directors themselves 
might not know the process. It would be very useful if the Coroners Court would run 
programs for the staff of funeral services so that they could assist the families. 

Other than the Jewish and Muslim organisations, the other funeral services used by the 
CALD community include Tobin Brothers, Le Pine Funerals, White Lady Funerals and JB 
Diaz Funeral Services. 

Note: One aspect they mentioned was that there is sometimes an issue where information 
provided to the family can sometimes be different to what is provided to the funeral director, 
especially with the time of the release of the body. This has sometimes caused issues 
between the families and the funeral director. Consideration of consistent messaging might 
be useful. 

General note across all faiths/communities 

In the majority of cases, most dealings with funeral arrangements are handled by male 
members of the family. This is a cultural and religious practice issue. As such, dealing with 
the Coroners Court is normally handled by the male family members wherever possible. It is 
important for the Coroners Court to identify the person and take this into consideration, and 
not insist on the wife as the person to deal with. 

Discussions with officials and staff of the Coroners Court  

It was interesting to note that although people look at the Coroners Court through many 
different lenses based on their experiences from living in different countries, what they have 
heard, or what they have watched on media and TV/ films, most people had a lack of 
understanding about the coronial process and what it involved.  

Having interviewed Judge John Cain, State Coroner, I myself learned there could be some 
positive reasons for why an autopsy or a forensic examination might be useful in some 
cases, such as: 

• determining if the death is due to an underlying genetic disease that may be 
shared by other family members 

• litigation issues, in that the findings could help avoid unnecessary legal battles 
and expenditure.  

The State Coroner was very clear that in no way did the Coroners Court want to delay the 
release of bodies to families, and emphasised that they try their best to accommodate the 
needs of family members. However, sometimes decisions must be made for autopsies to be 
performed and other checks on the request of the police.  
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In my discussion with Judge Cain, I also raised the issue of staff availability on weekends. 
Funding and staff resourcing was an issue. We also discussed the need to have short videos 
or forums with the coroners so that they could have a better understanding of the various 
cultural and religious practices of CALD and multifaith communities.  

Through my discussions with Coroners Court and VIFM staff members (Lucille, Jodie and 
Emma), I was able to gain a better understanding of the process involved from the time the 
body enters the Court to the time it is handed back to the family or funeral directors. One 
aspect that I believe the community would benefit from includes a better understanding of 
the process. This is especially the case with CALD and multifaith communities. The process 
of the Court needing to initially speak to the next of kin, instead of any member of the family, 
is an important matter that could be reconsidered.  

Some of the other key items of discussion focused on the following questions: 

• Can the available coronial process documents be simplified so that it can be
easily read? Yes, the Court are already in the process of compiling a two-page
document.

• Can the process be expedited over the weekend? This was an issue that related
to staffing and availability of forensic pathologists and other staff. It is possible if
funding was made available to employ and pay these staff over the weekend and
public holidays.

• Discussion also took place about whether the family can challenge the need
for an autopsy if the coroner makes a decision that an autopsy is required. It
was confirmed that yes, it is possible but then the case would need to progress
through the judicial process, which might delay the release of the body. Maybe the
process needs to be better explained to the family as to why this is required and
about the delay that could occur if they were to contest the autopsy.

Handling of the bodies: Assurance was given that the utmost respect is given to the 
deceased and that the body is kept covered at all times, except when carrying out the 
various scans. Also, where possible, same-sex handling of the bodies is already something 
that is in place. 

Could we do more? I believe it is a two-way process and that both the community and the 
Coroners Court could work together to better understand the process, as well as the 
requirements of community. The Court responded positively to the idea of having small 
videos created on the various faiths that could be used in the orientation and induction of 
staff at the Coroners Court. Judge Cain also offered to facilitate for coroners to attend 
community gatherings and explain the Coroners Court process. 

Consultation with Priority Communities Division, Victoria Police 

In the consultation with the members of the Priority Communities Division, I was informed 
that there are 45 staff members of whom three are assigned to multifaith group engagement. 
Feedback from the community was that the role of the police is not clear at all. This was 
acknowledged by those being interviewed. It was noted as important for the role of the police 
to be spelled out clearly so that the public do not react in a negative manner. Normally, given 
the experience that some members of the CALD community have had with the police in their 
previous countries and here, a lack of trust was identified as a big issue. One of the 
participants stated that ‘police presence implies a crime has been committed’. However, 
the majority of cases at the Coroners Court are not of a criminal nature but more of a 
procedural nature. As stated by Superintendent Craig, the role and presence of the police at 
the time of collecting the body to be taken to the Coroners Court is for ‘scene management’ 
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and documentation purposes, so that all evidence can be gathered and not lost for inquests 
and, if the need be, for trials.  

Some of the issues concerned the follow-up process for the family. Given many of the 
incidents of death due to unknown circumstances could occur late at night, the general duty 
officer (who might themselves not be fully aware of the Coroners Court processes) who 
presents to the house might not be there when the family go to the police station the next 
morning. It is understood that the police need to leave a card with the details of whom to 
contact and also a summarised two-page document from the Coroners Court.  

Recommendations: That Victoria Police prepare a one- to two-page document clearly 
outlining their role and presence during the incident. Clear assurance and maybe training of 
those attending such scenes would help allay the fears of the family. More training in 
multifaith and multicultural customs is required. Increased engagement with the community 
and transparency of the role of Victoria Police in the coronial process would also be very 
helpful.  

Cultures and faiths with regard to the preparation of bodies 

In many faiths and CALD communities that were interviewed, part of their funeral rituals is 
the washing, preparation and dressing/shrouding of bodies for burial. This is mainly done by 
family members and friends. In the Islamic community this is considered a meritorious act for 
family members to participate in, and not for professionals. This is also the preference in the 
Baha’i faith. Within the Pacific Islander communities, this is considered the ‘final act of 
love’.  

When the body has undergone an autopsy and those involved in the preparation are 
exposed to the various cuts and incisions on the body, it causes a lot of sadness, grief and 
trauma. It is understood that this is unavoidable, but there was an appeal from the 
communities as to whether this could be minimised. 
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Summary of outcomes from the stakeholder consultations 

What do stakeholders understand about the workings of the Coroners Court? 

Many stakeholders had very little knowledge of the Coroners Court and its functions. It is 
believed that as many were first or second-generation migrants, most people would not 
bother with finding out about the Coroners Court or autopsies. This would be the last thing 
on anyone’s mind. For some faiths it would be a taboo subject to talk of death and invite bad 
luck. 

It was noted that many faith leaders and clergy would not have had many dealings with the 
Coroners Court unless through a family.  

Youth: Across all communities, the youth interviewed had very little or no knowledge about 
the workings of the Coroners Court. Many of the young people interviewed stated that this 
process was managed by their community leaders and religious personnel, and also that in 
many cases they were protected from such trauma by their family. They do realise that many 
of road accidents involve young people. Should they need to know and be involved – most 
agreed that they would, and that this might be useful in reducing the road toll.  

Disconnection from their loved ones: In many CALD communities, when death occurs, 
families and friends spend time with the deceased in prayer and comfort. When the body is 
taken to the Coroners Court, the loss is felt greater due to the disconnection. The key 
question asked is – how long is the body going to be with the Coroners Court? As such, 
the time frame is important.  

Coroners Court booklet and website: Most of the stakeholders interviewed had limited 
knowledge of the content of the booklet, or website, and also did not feel the need to do so.  

Translations on offer: Many had no idea this service was available. Most people 
interviewed had never visited the website. 

Is it important they learn? It was a unanimous yes.  

What are the issues? That the booklet available is too wordy, being 60 pages in length. 
Most people after reading the first few pages would give up. 

Inquest and release of the cause of death to the media: Although people understand that 
evidence has to be presented in court when the trial takes place, releasing the horrific nature 
of the cause of death can cause a lot of trauma and grief to the family. For the family who 
has grieved and come to terms with the death to have to relive all the horror in the public 
domain would be a traumatic experience and also cause much grief. 
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Feedback obtained from the Coroners Court on certain questions asked during the 
consultations 

When organs are retained, are families notified? Yes, the families are notified. 

Is organ transplant part of Coroners Court? Organs are retrieved for human 
transplantation prior to the transfer of the body to VIFM. If the death is reportable, the 
transplant team must receive permission from the Coroner before retrieval. Human tissue for 
transplantation is undertaken after the deceased is transferred to VIFM (in most cases), 
again the coroner provides permission for this in consultation with advice from the Forensic 
Pathologist. In both instances, organ and tissue retrieval for human transplantation is only 
undertaken with the full consent of families. 

Can people refuse an autopsy? If so, what is the process? Yes, family can refuse an 
autopsy. The coroner would take that into consideration in making a decision. If the coroner 
still insists on proceeding with an autopsy, the family would need to challenge this decision 
in the courts. The family needs to understand that this could potentially delay the release of 
the body. 

Key concerns raised, included:  

1. When is the body going to be released? This was a key question in everyone’s 
minds. 

2. Who decides on whether the death is referred to the Coroners Court?  
3. It was felt there was not much transparency of the process, that is, what happens 

from the time the body enters the Coroners Court to the release. 
4. The family sometimes have no idea where the body is, for example whether it is at 

the hospital morgue, funeral director or Coroners Court.  
5. The delay in release of the bodies. The general feeling was that the Coroners Court 

does not work over the weekends or public holidays. Although we are told that 
Coronial Admissions and Enquiries (CAE) is open 24/7, the lack of a coronial 
presence on weekends and public holidays has delayed the release of results and 
the body. Lots of anecdotal evidence is available. There is a joke among the 
community: ‘Do not die on a Thursday evening or Friday – the body will not be 
released until Monday at the earliest.’ 

6. Conflicting information provided to funeral undertakers and family about the release 
of the body. This has caused stress for both families and funeral undertakers. 

7. Many had no understanding of the role of the police in the process. Sometimes the 
families are told that the delay is due to police wanting more information. It was felt 
that no one conveys this information to the family. Also, the involvement of the police 
in the process gives the impression that there is ‘something wrong’ and thereby 
causes more anxiety to families. 

8. Many people come from countries where the experience of autopsies, the Coroners 
Court and police involvement has not been positive. As such, they view the whole 
process with fear.  

9. People were also concerned about the respect given to the body – is it covered 
during the whole process?  

10. The honour and integrity of the body is maintained at all times. 
11. Are the religious beliefs and practices taken into consideration by the staff of the 

Coroners Court? 
12. Are people of the opposite sex dealing with their loved ones (the cultural aspect 

needs to be considered)?  
13. There was also the question of body parts which have been removed, and whether 

they are used for further study. 
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14. What happens to these body parts? Religions like Islam require that all body parts 
taken must be buried. Again, it was felt that there is a lack of information on the 
process. 

15. The rights of the family to have access to the body when it is in the Coroners Court. 
Generally, the family has no idea and fear that to question the process might cause 
more problems and delay. 

16.  There was not much awareness of the current practices of the Coroners Court when 
carrying out the examinations, for example, the availability of CT scans. 

Note: The anecdotal evidence of delays in the release of bodies due to public holidays has 
also been captured. Even as recently as Friday 24 April, there was the case of a 33-year-old 
Muslim male passing away at 5.00 am and the body being sent to the Coroners Court. The 
body was only released on the following Tuesday (no autopsy was performed).  

Recommendations: 

1. That the Court employ multicultural and multifaith engagement officers to work with 
and assist multifaith and CALD families navigate the coronial process. 

2. A simpler two-page document outlining the process.  
3. A document outlining the reasons why and when a body is sent to the Coroners 

Court. In my discussions I was able to outline this given my discussions with Judge 
Cain. This might help people accept the process if they are also able to see some of 
the advantages in a postmortem being held. The closure and cause of death could 
be very useful to families.  

4. Video clips of the process being produced which can then be easily accessed by the 
community.  

5. More interaction between the Coroners Court and the community in the form of:  
a. open days 
b. Q & A sessions 
c. running workshops for funeral directors 
d. running workshops with faith leaders and the Coroners Court. 

6. Review of translations currently available and expanded to cover other CALD 
communities.  

7. Audio recording of the process in multiple languages.  
8. Ensuring that the older, first generation migrants are effectively engaged in the 

dissemination of information. Many of them might not have strong English language 
skills and also do not use any of the technology platforms that material is currently 
available on. For these cohorts, oral communication might be the most effective 
medium for communication. 

9. More visibility of the role of police in the coronial process. Clear lines of 
communication should be established between the community and the police 
attending the scene of death. Most people considered police involvement as part of 
criminal proceedings. I think a clearer picture of their role would be useful.  

10. Educating the Coroners and staff involved with the various religious practices. 
11. Small videos of each faith that the coroner or the staff can have access to. It was 

suggested that viewing of these videos be incorporated into the ongoing training and 
orientation of both current and new staff.  

12. Educating doctors (general practitioners) about the Coroners Court process: this is 
generally the first point of contact for families. Leaflets and information in different 
languages should be made available in doctor’s surgeries.  

13. A document spelling out the rights of the family especially in regard to autopsies.  
14. The compilation of a list of faith leaders that can be updated on a yearly basis for the 

Coroners Court to contact if they have any questions. 
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15. Having Coroners on call during the weekend so as to expedite the process and the 
release of bodies. 

16.  More funding be made available to the Corners Court for VIFM staffing during the 
weekends. This could expedite the release of bodies. 

17. Religious and cultural practice training to become part of the induction process for 
staff at the Coroners Court. 

18. Data collection of the number of cases based on religious and ethnicity could be 
compiled. This would help both the Coroners Court and the community know which 
communities to target in their training programs. This could change but it would help. 

19. Reaching out to Births, Deaths and Marriages to recommend that the type of suicide, 
and other causes of cultural sensitivity not be specified on a death certificate issued 
by Birth, Deaths and Marriages. 

20. The Coroners Court does not publicise the graphic evidence being heard so as to 
minimise the distress of bereaved relatives and reliving trauma and grief. 

21. Mechanisms to control the media reporting on coronial inquests and to hold them 
accountable for the trauma and suffering the family could experience through 
sensationalised or graphic reporting. 

22. To consider the representation of the multicultural/multifaith community in the staff of 
the Coroners Court. People do accept that qualifications and merit would form the 
selection criteria, but if there are vacancies, these could be publicised in CALD and 
multifaith communities and members of these communities could be encouraged to 
apply. This could lead to a buy-in by the community. In my consultations with the 
various groups, no one had anyone they knew who worked at the Coroners Court. 

23. We could also use VMC to reach out to the community. 

Responsibility of communities 

It was clear from many of the discussions held with the various groups that there was a 
certain amount of responsibility on the communities to better understand the process. The 
VMC and the Faith Communities Council of Victoria could be involved in achieving these 
objectives. Some of the suggestions put forward were: 

1. That all community and religious leaders, as part of their training/orientation, also 
learn about the Coroners Court process. 

2. That forums and public discussions be held about death, burial and the Coroners 
Court process.  

3. That communities encourage people to tour the Coroners Court when open days are 
held. 

4. To share best practices across various communities. 
5. To invite the Coroners and Coroners Court staff to attend community events and 

demystify their roles. 
6. To engage the VMC to liaise with community and organise education programs that 

would include Coroners Court processes.  
7. That GPs educate their patients more about the Coroners Court. Maybe have the 

leaflets and books readily available in GP clinics. 
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Video clips of interviews attached 

1. Muslim Women’s group 

2. Wellspring CALD group 

3. Greek Orthodox group 

Some useful references 

1. Carpenter, B, Tait, G., and Quadrelli, C. (2014) The body in grief: death investigations, 

objections to autopsy, and the religious and cultural ‘other’. 

2. ICV (2019), Janazah, The final rites.  

3. Janisms in Melbourne, https://www.msjs.org.au/. 

4. Jayaram, V. (2009), ‘Hinduism and belief in rebirth’, 

www.hinduwebsite.com/reincarnation.asp.  

5. Langer, R (2007), Buddhist rituals of death and birth.  

6. SICV (2013), The Sikh protocol of celebrating the life of loved one. 
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Appendix 1 

Religions and denominations covered (18) 

• Christians – Catholics, Anglicans, Protestants, Uniting Church, Mormons 
• Muslims – Sunni and Shia 
• Buddhist – Theravada, Mahayana, Zen 
• Jewish 
• Hindu 
• Sikh 
• Jain 
• Bahai 
• Non-denomination 
• Zoroastrian 
• Atheist 

Ethnic Communities (33) 

• Albanian 
• Australian 
• Bangladesh 
• Bosnian 
• Cambodian 
• Chilean 
• Egyptian 
• Eritrean 
• Fijian 
• Greek Orthodox 
• Indian – Hindus, Muslims, Zoroastrians, Sikh 
• Indonesian 
• Iranian – Shia, Jews, Christian 
• Korean 
• Lebanon 
• Malaysian 
• Mauritian 
• New Zealand - Maori 
• Nigerian 
• Pakistan 
• Palestinian 
• Samoan 
• Singaporean 
• Somalian 
• South African  
• Sri Lankan - Buddhist, Tamils, Muslims Christians 
• Sudanese – North and South 
• Syrian 
• Turkish 
• Thailand 
• Tongan 
• Vietnam 
• South African - Muslims 
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Religious affiliations, 2016 
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The percentages are as a proportion of the total population. Source: ABS Census of 

Population and Housing, 2006, 2011, 2016 

Reference: 

https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/2071.0~2016~Main%20F

eatures~Religion%20Data%20Summary~70 

https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/2071.0~2016~Main%20Features~Religion%20Data%20Summary~70
https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/2071.0~2016~Main%20Features~Religion%20Data%20Summary~70
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Appendix D – Project survey questions 

1 

Project survey questions 

Draft survey for members of peak multicultural and religious bodies, that is, people 

who interact with the system in an official capacity 

Overview on the survey: 

You are invited to take part in a survey. 

The survey will take approximately 10 minutes to complete. 

What is the purpose of the survey? 

The Coronial Council of Victoria, in consultation with the Victorian Multicultural Commission, is seeking 
feedback from you on your experiences with, and knowledge of, the coronial system. 

The purpose of the survey is to gather important information and experiences from the culturally and 
linguistically diverse and multifaith communities with the aim of strengthening support, engagement and 
understanding of coronial processes. 

The survey acknowledges Aboriginal spirituality and notes that the Coroners Court is working separately 
with Aboriginal communities to provide a culturally appropriate approach to handling the deaths of 
Aboriginal people. 

What does participation in this survey involve? 

Participation in the survey is voluntary and anonymous. You do not have to take part if you do not want 
to. 
If you decide to participate, you will be asked to provide feedback on your knowledge of the coronial 
system. 

The survey will ask a number of questions relating to the coronial system which includes: the Coroners 
Court of Victoria, the Victorian Institute of Forensic Medicine, and Victoria Police. 

What will this information be used for? 

Your responses are confidential and anonymous. 

Data from this survey will help the Coronial Council of Victoria identify opportunities for the coronial 
process to be more inclusive of the cultures and faiths practiced in Victoria. 

If you opt in to receive communications, the Coronial Council of Victoria will provide you with updates on 
the key feedback received from the survey and how this information will be used. 

If you have any further questions, please do not hesitate to contact the Coronial Council at 
coronial.council@justice.vic.gov.au. 

Thank you for your participation and support. 

Demographic questions: 

1. What gender do you identify with?

☐ Female

☐ Male

☐ Prefer not to say

☐ Self-describe

2. What is your age?

☐ 18 – 24

☐ 25 – 34

☐ 35 – 44

☐ 45 – 54

☐ 55 – 64

☐ 65 – 74

☐ 75 or older

mailto:coronial.council@justice.vic.gov.au
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3a. Were you born in Australia? 
  

☐ Yes 

☐ No  

 

3b. If no, how long have you lived in 

Australia? 
  

☐ 0 – 5 years  

☐ 5 – 10 years 

☐ 10 – 20 years 

☐ 20+ years 

 

3c. If no, what is your country of birth? 
 

 

 

 

 

 

 

4. If applicable, what is your religious and/or 

cultural affiliation?  

Please select the most appropriate response(s).  

☐ Baha’i  

☐ Buddhism 

☐ Hinduism 

☐ Islam 

☐ Jainism 

☐ Judaism 

☐ Orthodox Christianity 

☐ Sikhism  

☐ Other(s) (please specify):  

 

 

5. What language(s) do you speak at home? 

 

 

 

 

 

 

 

 

 

 

6. Can you please describe your participation 

in the coronial process? 

 

In answering, please consider any action within 

either your professional or voluntary capacity that 

you take which requires contact with the coronial 

process, and the community members within this 

process.  

 

 

 

 

 

End of demographic questions 

 

Please respond to the following survey questions 

by indicating the extent to which you agree or 

disagree with the following statements.  

The following statements relate to your 

understanding of the process. 

 

7a. I understand the coronial process and the 

key outcomes it tries to achieve. 

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

 

7b. If you have answered either ‘agree’ or 

‘strongly agree’, would you like to explain 

what you understand to be the key objectives 

of the coronial process? [OPTIONAL] 
 

 

 

 

 

8. There is adequate information available on 

the coronial process for members of my 

cultural and/or multifaith community.  

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 
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9. The information available on the coronial 

process is accessible to my cultural and/or 

multifaith community, and is simple to read 

and understand.  

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 

 

10a. I understand how the coronial process 

considers cultural and religious views.  

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 

 

10b. If you have answered either ‘agree’ or 

‘strongly agree’, would you like to explain 

how you understand the coronial process 

considers cultural and religious views? 

[OPTIONAL] 
 

 

 

11.  I believe that my community has a good 

understanding of the coronial process.   

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

 

Please respond to the following statements by 

indicating the extent to which you agree or 

disagree with the following statements.  

The following statements relate to your opinion of 

how well the coronial system responds to the 

needs of cultural and religious families. 

 

 

 

 

 

 

 

12a. The Coroners Court and its key partners 

(the Victorian Institute of Forensic Medicine 

and Victoria Police), consider the needs, 

preferences and values of bereaved family 

members. 

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 

 

12b. If you have answered either ‘disagree’ or 

‘strongly disagree’, would you like to provide 

any further information? [OPTIONAL] 
 

 

 

13a. The coronial process takes into 

consideration cultural and/or religious 

beliefs. 

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 

 

13b. If you have answered either ‘disagree’ or 

‘strongly disagree’, would you like to provide 

any further information? [OPTIONAL] 
 

 

 

The following questions are optional, free 

text questions which relate to your opinion of 

the effectiveness of the coronial process.  

 

14. In what ways would you like to receive 

information about the coronial process?  

Please select all your preferred options.   

 

☐ Information from the website of the 

Coroners Court of Victoria.  

☐ Talking to Court staff.   

☐ A brochure or information sheet.  

☐ Talking with other community members 

who have gone through the process.  



 

4 
 

☐ Other(s) (please specify):  

 

 

15. If you have been involved in the 

coronial process, what was your overall 

impression of the process? 

 

 

 

 

16. What, in your opinion, is best practice 

in supporting and informing families of 

culturally or religious diverse 

backgrounds throughout the coronial 

process? 

 

 

 

 

17. Would you like to add or suggest 

anything else? 

 

 

 

 

 

 

If you would like further updates on how the 

information from the survey is being used, 

please add your email below to the 

subscriber list, otherwise click “submit” to 

provide your survey feedback. 

 

 

 

 

 

 

 

 

  

Submit survey 



5 

Draft survey for members of 
multicultural and multifaith 
communities 

Below are the draft questions for community 

members. These questions have been designed so 

that they are not triggering and are most focused 

on the community’s understanding of the process. 

Demographic questions: 

1. What gender do you identify with?

☐ Female

☐ Male

☐ Prefer not to say

☐ Self-describe

2. What is your age?

☐ 18 – 24

☐ 25 – 34

☐ 35 – 44

☐ 45 – 54

☐ 55 – 64

☐ 65 – 74

☐ 75 or older

3a. Were you born in Australia? 

☐ Yes

☐ No

3b. If no, how long have you lived in Australia? 

☐ 0 -5 years

☐ 5 – 10 years

☐ 10 – 20 years

☐ 20+ years

3c. If no, what is your country of birth? 

4a. If applicable, what is your religious and/or 

cultural affiliation?  

Please select the most appropriate response(s).  

☐ Baha’i

☐ Buddhism

☐ Hinduism

☐ Islam

☐ Jainism

☐ Judaism

☐ Orthodox Christianity

☐ Sikhism

☐ Other(s) (please specify):

5. What language(s) do you speak at home?

End of demographic questions 

Please respond to the following survey questions 

by indicating the extent to which you agree or 

disagree with the following statements. 

The following statements relate to your 

understanding of the process. 

6a. I understand the coronial process and the 

key outcomes it tries to achieve. 

☐ Strongly agree.

☐ Agree.

☐ Disagree.

☐ Strongly disagree.

6b. If you have answered either ‘agree’ or 

‘strongly agree’, would you like to explain what 

you understand to be the key objectives of the 

coronial process? [OPTIONAL] 



 

6 
 

7. There is adequate information available on 

the coronial process for members of my 

cultural and/or multifaith community.  

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 

 

8. The information available on the coronial 

process is accessible to my cultural and/or 

multifaith community, and is simple to read and 

understand.  

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 

 

9a. I understand how the coronial process 

considers cultural and religious views.  

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

☐ Not sure/unable to answer. 

 

9b. If you have answered either ‘agree’ or 

‘strongly agree’, would you like to explain 

how you understand the coronial process 

considers cultural and religious views? 

[OPTIONAL] 

 

 

 

 

10.  I believe that my community has a good 

understanding of the coronial process.   

☐ Strongly agree. 

☐ Agree. 

☐ Disagree. 

☐ Strongly disagree. 

 

 

 

 

11. What is your preferred method of 

learning about coronial processes? How 

would you like to receive information? 

 

Please select all your preferred responses.  

☐ Information from the website of the Coroners 

Court of Victoria.  

☐ Talking to Court staff.   

☐ A brochure or information sheet.  

☐ Talking with other community members who 

have gone through the process.  

☐ Other(s) (please specify):  

 

 

 

 

12. Would you like to add or suggest 

anything else? 

 

 

 

 

If you would like further updates on how the 

information from the survey is being used, 

please add your email below to the subscriber 

list, otherwise click “submit” to provide your 

survey feedback. 

 

 

 

 

 

 

 

 

Submit survey 
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1. Introduction and purpose 

On 5 February 2020, the Attorney-General requested that the Coronial Council of Victoria (the 
Council) to review the handling of multifaith and culturally and linguistically diverse (CALD) 
deaths by the Coroners Court of Victoria (the Coroners Court) and related entities involved in the 
coronial process.1  

The objective of the project is for the Council to review whether the Coroners Court operates in a 
way that is sufficiently sensitive to diverse cultural practices and beliefs, and to provide 
recommendations on what improvements can be made. The report is due to the Attorney-General 
on 30 July 2020.  

This literature review has been undertaken in support of this project, and analyses literature on 
death and funeral practices across a cross-section of cultures and faiths practiced in Victoria, as 
well as death investigation processes in multiple domestic and international jurisdictions. 

This literature review will help facilitate an understanding of gaps in the Victorian coronial 
process, and potential reforms that could be implemented to more meaningfully address a 
diverse range of cultural and multifaith death and funeral rites in this process. 

2. Glossary of terms 

Term Definition 

Autopsy 

An autopsy is a detailed medical examination of the body conducted by a 
forensic pathologist. References to autopsy in Victoria may include:  

• internal examination or dissection of the body (excluding for the 
purposes of identification). This may include examination of the 
abdomen, chest and head regions, or other areas as deemed 
necessary by the forensic pathologist  

• autopsy with conditions, that is, where the coroner defines a 
specific area of the body to be examined.  

Note: external examination may also include postmortem 
cross-sectional imaging, which uses computed tomography (CT) 
and magnetic resonance imaging (MRI) technology. These scans 
may be used either instead of, or in addition to, internal autopsies.2 

Coroner 

As defined by section 3(1) of the Coroners Act 2008 (Vic), a coroner refers 
to: 

a) the State Coroner, including a person acting under section 12H of 
the County Court Act 1958 (Vic) 

b) the Deputy State Coroner 
c) a magistrate or reserve magistrate engaged under section 9C of 

the Magistrates' Court Act 1989 (Vic) assigned to be a coroner of 
the Coroners Court under section 93 

 
 
1 Other entities may include stakeholders with key points of interface with the Coroners Court such as: the Victorian Institute of Forensic Medicine 

and Victoria Police.  

2 Human Tissue Authority, Guide for the public on postmortem scanning (14 October 2016) Government of the United Kingdom 

<https://www.hta.gov.uk/sites/default/files/HTA%20Guide%20for%20the%20public%20on%20scanning_0.pdf>  

http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#state_coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/cca1958185/
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#deputy_state_coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#reserve_magistrate
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/mca1989214/
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroners_court
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroners_court
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s93.html
https://www.hta.gov.uk/sites/default/files/HTA%20Guide%20for%20the%20public%20on%20scanning_0.pdf
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Term Definition 

d) a person appointed as a coroner of the Coroners Court under 
section 94   

e) a reserve coroner who is engaged under section 102N to perform 
the duties of a coroner during any period of engagement or acting 
under section 102S. 

In the case of cross-jurisdictional comparisons, a reference to a coroner (or 

equivalent) is defined in the relevant jurisdiction’s legislation. 

Culture/cultural 

practices 

References to culture may include: 

• ‘The way of life, especially the general customs and beliefs, of a 
particular group of people at a particular time.’3 

• ‘The culture of a particular organisation or group, the habits of the 
people in it and the way they generally behave.’4 

Deaths subject to 

Coroners Court 

inquiry 

Each jurisdiction in Australia has their own Coroners Court legislation. 
However, all state and territory statutes describe the scope of the function 
of the coroner similarly, in having the power to investigate deaths: 

• where there are unexpected, unnatural or violent causes (including 
homicides and suicides) 

• when the identity of the deceased is unknown 

• when the cause of death is unknown 

• when a person who was in care or custody dies. 

Multifaith 

Multifaith means ‘involving several different religions’.5 For the purposes of 

the review, this is not limited to, but will focus on, the following multifaith 

groups: Baha’i, Buddhist, Hindu, Jain, Jewish, Muslim, Orthodox Christian, 

and Sikh faiths.  

The review acknowledges Aboriginal spirituality and notes the Coroners 

Court is working separately with Aboriginal communities to provide a 

culturally appropriate approach to handling the deaths of Aboriginal people. 

Preliminary 

examination  

Within Victoria, a preliminary examination is usually performed by the 
forensic pathologist to inform a decision on whether an autopsy is required. 
This procedure may include:  

• a visual examination 

• the collection and review of information about the deceased 

• the taking of bodily fluids, such as blood, urine, saliva and mucus 

• the taking of samples from the surface of the deceased 

• imaging of the person who has died, such as through computed 
tomography (CT scans), X-rays, ultrasound and photograph 

• analysing fingerprints.6 

 
 
3 Online Cambridge Dictionary, Definition of culture (2020) Cambridge University Press 

<https://dictionary.cambridge.org/dictionary/english/culture>   

4 Online Collins Dictionary, Definition of culture (2020) Collins <https://www.collinsdictionary.com/dictionary/english/culture>   

5 Online Macmillan Dictionary, Definition of multifaith (2020) Macmillan Education Limited 

<https://www.macmillandictionary.com/dictionary/british/multi-faith>   

6 Coroners Court of Victoria, Forensic process (18 December 2018) <https://www.coronerscourt.vic.gov.au/families/first-48-hours-

families/forensic-process>  

http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroners_court
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s94.html
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#reserve_coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s102n.html
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s3.html#coroner
http://www7.austlii.edu.au/cgi-bin/viewdoc/au/legis/vic/consol_act/ca2008120/s102s.html
https://dictionary.cambridge.org/dictionary/english/culture
https://www.collinsdictionary.com/dictionary/english/culture
https://www.macmillandictionary.com/dictionary/british/multi-faith
https://www.coronerscourt.vic.gov.au/families/first-48-hours-families/forensic-process
https://www.coronerscourt.vic.gov.au/families/first-48-hours-families/forensic-process
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Term Definition 

Religion/religious 

practices 

Although there is no strict scholarly consensus, a central theme defining 

most religions is the practice of systems of behaviours and morals and 

recognition of sacred texts, religious leaders and places of worship.7 

Reportable deaths 

The Coroners Act 2008 (Vic) (the Coroners Act) requires coroners to 

investigate all deaths defined as being ‘reportable’ or ‘reviewable’ deaths. 

Section 4 of the Coroners Act defines a death as being ‘reportable’, if:  

a) the body is in Victoria, or  
b) the death occurred in Victoria, or  
c) the cause of the death occurred in Victoria, or 
d) the person ordinarily resided in Victoria at the time of death – and 

the death was a death specified in subsection (2).8 

The Coroners Act A reference to the Coroners Act 2008 (Vic). 

2.1 Clarification on language used 

Throughout the review, there are references to both cultural and religious implications stemming 
from coronial processes. It is important that the distinction between these two terms is clarified. 

Generally, a religion is regarded as a set of beliefs and practices, usually involving 
acknowledgment of a divine or higher being or power, by which people order the conduct of their 
lives both practically and in a moral sense. Traditional religions often have sacred texts, laws and 
holy days, and are organised systems. 

Culture refers to the characteristics and knowledge of a particular group of people, encompassing 
shared values, identity, beliefs, expectations, attitudes, assumptions and norms formed through 
similar experiences. These shared patterns of behaviours and interactions, cognitive constructs 
and understandings of the world, develop through socialisation processes and result in a cultural 
identity fostered by social patterns unique to a group. 

Culture is not limited to ethnicity. Ethnicity is the shared identity of a group of people based on 
commonalities such as common geographic origin, language, religion and history. Rather, culture 
is dynamic. It is the shared system of learned and shared values, beliefs and rules of conduct 
which influence people to perceive, believe, evaluate and behave in a certain way. 

This report addresses both religious and cultural considerations in recognition of the significant 
role both play around death and funeral processes across Victoria’s multicultural and multifaith 
communities. While religious obligations can be stipulated in interpretations of sacred texts, 
cultural practices hold equal relevance for many communities. 

 

 
 
7 Online Encyclopaedia Britannica, Definition of religion (2020) Encyclopaedia Britannica Inc. <https://www.britannica.com/topic/religion>   

8 Subsection (2) defines a number of deaths as in scope, including: a death that appears to have been unexpected, unnatural or violent or to have 

resulted, directly or indirectly, from an accident or injury; deaths that occur during or following a medical procedure; death of a person in custody 

or care; death of a mental health patient (under the Mental Health Act 2014); and death of an unknown person.  

https://www.britannica.com/topic/religion


 Literature Review into the appropriate and responsive care of deaths in multifaith and multicultural communities
  

   

Page 6 of 61 Date: July 2020   

3. Analysis of findings 

3.1 Data on coronial investigations 

Over the past 10 years, the percentage of coronial cases in Victoria requiring autopsy has 
reduced from 80 per cent to less than 50 per cent,9 which is due in part to the implementation of 
more case reviews, case management meetings and postmortem CT scanning. 

The most recent data from the 2018–19 annual report of the Coroners Court of Victoria shows 
that deaths by natural causes (41.7 per cent) and deaths by accident (31.5 per cent) comprised 
the majority of death types reviewed by the Court in 2018–19. 

 

Figure 1: Coronial investigations in 2018–19 by death type 

This data is important because autopsies can play an important role in establishing the manner of 
death and therefore justification as to the degree of invasiveness of the examination (that is, 
whether the coroner decides, following advice from the forensic pathologist, that an internal 
autopsy is required). The two leading causes of death reviewed by the Coroners Court are at the 
more complex end of the spectrum, and they can require more extensive analysis, and therefore 
internal autopsies, to determine the cause of death. Typically, death by unnatural causes (for 
example homicides and suicides) will be apparent from the scene and eyewitness accounts.10 
However, internal examinations may be conducted in cases of suspicious death by homicide, or 
following surgical complications.  

A common theme in academic research on the coronial process is whether internal autopsies are 
required to refine a finding in cases of death by natural causes, especially where the cause of 
death of an elderly patient is generally understood (such as heart disease) but where the exact 
disease is not understood (for example, whether caused by coronary artery disease or 
myocardial infarction).11 This is a prevalent theme in coronial cases concerning the death of 
elderly patients who hold cultural or religious beliefs that are against autopsy. 

Conversely, autopsy for the purposes of isolation of the specific strain of disease could be 
justified in the case of a death of a young adult or infant, on the grounds of prevention.  

Seeking the balance between the role of the coroner assisted by the forensic pathologist in 
ascertaining the cause of death against what bereaved families need from the coronial process is 
a recurring theme in this jurisdiction.12 

 
 
9 As reported by the Coroners Court of Victoria.  

10 Michael Barnes and Belinda Carpenter, ‘Reliance on internal autopsies in coronial investigations: a review of the issues’ (2011) Volume 19, 

Issue 1 Journal of Law and Medicine, pg. 96. 

11 Ibid., pg. 97.  

12 Ibid., pg. 100.  
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3.2 Death and funeral practices examined by culture and faith 

This section examines the cultural beliefs and practices relating to death and the handling of the 
deceased’s body across the following multifaith groups: Baha’i, Buddhist, Hindu, Jain, Jewish, 
Muslim, Orthodox Christian and Sikh faiths.  

These multifaith groups were selected as 2016 Australian Census data shows them to be the 
faiths with the highest number of religious affiliations (outside of Western Christianity) within the 
Victorian population. They also represent some of the world’s top 20 most populous religions.  

This literature review does not address Aboriginal spirituality as the Court is working separately 
with Aboriginal communities to provide a culturally appropriate approach.  

According to 2016 Australian Census data for Victoria: 

• 218,495 or 3.7 per cent of the population identified as being Orthodox Christian 

• 197,030 or 3.3 per cent of the population identified as being part of the Islamic faith 

• 181,938 or 3.1 per cent of the population identified as being part of the Buddhist faith 

• 134, 939 or 1.9 per cent of the population identified as being part of the Hindu faith 

• 52,762 or 0.9 per cent of the population identified as being part of the Sikh faith 

• 42,457 or 0.7 per cent of the population identified as being part of the Jewish faith 

• 2,831 people identified as being part of the Baha'i faith 

• 1,285 people identified as being part of the Jainism faith 

 

Figure 2 - 2016 Census data - Victorian population by country of birth 
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The current data available on religious affiliations both in Victoria and the wider Australia 
population is derived from 2011 and 2016 Australian Census data. Although the National Coronial 
Information System (NCIS) provides a secure database of information on deaths reported to 
coroners in Australia and New Zealand, the religious affiliation of deceased persons is not 
currently captured by Coroners Courts in this database. 

Figures 2 and 3 show that the breakdown of Victoria’s population by country of birth (Figure 2) is 
quite similar to the national population (figure 3).13 One of the key differences is that Victoria has 
a greater overall proportion of people born overseas (35 per cent) compared with Australia as a 
whole (28 per cent).14 Compared with the national population, Victoria has a greater proportion of 
people living in Victoria who were born in Oceania (New Zealand and Pacific Island countries), 
Southern and Central Asia, and South-East Asia.15  

National data from the 2016 Census also shows that while England and New Zealand are the 
next most common countries of birth after Australia, the proportion of people born in China and 
India has increased between the 2011 and 2016 Census (from 6 per cent to 8.3 per cent and 5.6 
per cent to 7.4 per cent, respectively).16  

According to 2016 Victorian Census data, people born in China and India make up just under 
6 per cent of the population. The next most common countries of birth are: New Zealand, 
Vietnam, Italy, Sri Lanka, Philippines and Malaysia, respectively.17  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3 - 2016 Census data - Australian population by country of birth 

 
 
13 Australian Bureau of Statistics, Cultural diversity in Australia (11 July 2018) Australian Government 

<https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/2071.0~2016~Main%20Features~Cultural%20Diversity%20Data%20Summar

y~30> 

14 Ibid.  

15 Ibid.  

16 Ibid.  

17 Ibid.  
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https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/2071.0~2016~Main%20Features~Cultural%20Diversity%20Data%20Summary~30
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Apart from a person’s country of birth, ancestry is another strong indicator of the cultural group a 
person most closely identifies with. In Australia in 2016, the most commonly reported ancestries 
were English (36 per cent) and Australian (34 per cent). However, Chinese (5.6 per cent) and 
Indian (4.6 per cent) were also represented in the top-10 reported ancestries.18 

This data is important as it shows the degree of cultural diversity in both the Victorian and 
national populations, and the increasing importance of ensuring laws and policies are responsive 
and sensitive to a broad range of cultural and religious beliefs. 

Ancestry and country of birth are also significant factors because they shape religious practices 
and cultural beliefs. As described below, each major religion observes various death and funeral 
preparation practices. The coronial process can sometimes be at odds with these cultural and 
religious beliefs and practices. This is especially the case where there is a strict preference 
against postmortem examination and/or where religious rites must be performed on the body 
immediately after death or prior to burial or cremation.  

3.2.1 Baha’i 

Established in 1863, Baha’is one of the youngest of the world’s major religions. Founded by the 
prophet Baha’u’llah (1817–1892), one of the core beliefs of the religion is that all world religions 
stem from the same divine source, representing the progressive unfolding of God’s guidance to 
humanity.19 Baha’is believe in the oneness of humanity and that we are all equal members of a 
single human family. 

With regards to death, Baha’is believe the soul is eternal and freed to journey throughout the 
spirit world as ‘an eternal and placeless extension of our own universe’.20 

Baha’is do not practise any last rites and do not have any specific objections to autopsy or organ 
donation. However, the following rules should be practised:21 

• No embalming unless required by law. 

• No means of speeding up the natural process of decomposition. 

• Internment within one hour’s journey from the place death occurred (this includes internment 
of the body for organ donation purposes). 

In Middle Eastern countries, Baha’i practice may vary and incorporate different end-of-life 
practices, including: washing of the body; wrapping of the body in a white shroud; and a Baha’i 
burial ring being placed on the deceased’s finger.22 

3.2.2 Buddhism 

Although there are a number of foundational precepts core to Buddhism, because of the 
variations in the practices of Buddhism across the three schools (Mahayana, Theravada and 
Vajrayana), attitudes and practices towards dying and funeral rites differ. 

According to the Buddhist Council of Victoria, the following death rites may be practised by 

 
 
18 Ibid.  

19 The Australian Baha’i Community, The Baha’i faith (2020) <https://bahai.org.au/index.php/the-bahai-faith/>   

20 Rutty, J.E., (2016) ‘Religious attitudes to death and postmortem examinations’ in: Burton, J. and Rutty, G, The hospital autopsy (Hodder Arnold 

Publication, 3rd edition, 2010), pg. 47.  

21 Ibid. 

22 Ibid.  

https://bahai.org.au/index.php/the-bahai-faith/
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Buddhists:23  

• It is recommended that a Buddhist monk or nun be contacted and that a peaceful 
environment be maintained for the deceased, which may include ceremonial music to be 
played continuously.  

• In the Theravada school (traditionally practised in Burma, Cambodia, India, Sri Lanka and 
Thailand), there are no specific preferences on how the body should be handled or treated 
after death, except that it be kept clean until cremation or burial.  

• In the Mahayana school (traditionally practised in China; Japan; Korea; and Vietnam), it is 
recommended that the body not be touched for the first eight hours after death. 

• Members of the Mayhana school of the faith may also require that the funeral take place 
within three days of the death. 

• Chinese members of the faith may practise feng shui (or the practice of spacing objects in a 
particular way to influence the flow of energy, or chi). This typically will relate to placement for 
burial, but it may also relate to the positioning of the body after death and before burial or 
cremation. 

• In the Vajrayana school (traditionally practised in Bhutan, Mongolia and Tibet), the body 
should not be handled for at least three hours, and preferably up to three days.  

All three schools of the religion generally concur that postmortem examination is allowed, where 
required by law.  

3.2.3 Hinduism 

Hinduism is the world’s oldest religion, with its origins dating back to at least 2500 BC. Hinduism 
is viewed as a philosophy and way of life, with the ultimate aim being freedom of the soul from 
endless reincarnation and the suffering inherent in existence.24 

Hindus have no specific opposition to autopsy and organ donation, although these are generally 
unpopular. The following death rites are however, to be practised by Hindus:25 

• The preference is for the deceased to die at home, as hospitals cause distress. 

• Relatives must be consulted before anybody touches the body after death.  

• The 10th day after death is very significant to the Hindu faith. Ceremonies are performed on 
the 10th day, in order to liberate the soul for its ascent into heaven.  

• No jewellery, sacred threads or other religious objects should be removed from the body. 

• The body is to be washed by family members, who will also dress and wrap the body in cloth. 

• Where possible, the preference is for funerals to take place within 24 hours of death. 

 

 

 
 
23 Buddhist Council of Victoria, Buddhist care for the dying (2004) <https://w6p3u3w8.stackpathcdn.com/wp-content/uploads/2015/11/Buddhist-

Care-for-the-Dying-Booklet.pdf> pp 7-19 and, Australia and New Zealand Policing Advisory Authority, A Practical reference to religious and 

spiritual diversity for operational police: 3rd edition (2010) <https://www.anzpaa.org.au/ArticleDocuments/180/religious-spiritual-diversity-reference-

third-edition.pdf.pdf.aspx?OverrideExpiry=Y>, pg. 24.   

24 Above n 20, pg. 48. 

25 Ibid. 

https://w6p3u3w8.stackpathcdn.com/wp-content/uploads/2015/11/Buddhist-Care-for-the-Dying-Booklet.pdf
https://w6p3u3w8.stackpathcdn.com/wp-content/uploads/2015/11/Buddhist-Care-for-the-Dying-Booklet.pdf
https://www.anzpaa.org.au/ArticleDocuments/180/religious-spiritual-diversity-reference-third-edition.pdf.pdf.aspx?OverrideExpiry=Y
https://www.anzpaa.org.au/ArticleDocuments/180/religious-spiritual-diversity-reference-third-edition.pdf.pdf.aspx?OverrideExpiry=Y
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3.2.4 Islam 

According to the Islamic Council of Victoria (ICV), the following practices must be observed in 
handling the body of a deceased member of the faith:26 

• The body must be shrouded in a white cloth and should be handled as little as possible, and 
ideally, by a member of their family, or a person of the same sex. The shrouding practices for 
males and females may differ. All white cloths used must have no stitching.  

• The body is to be washed and cleansed. If the death takes place in a hospital, the hospital 
staff are permitted to do a preliminary wash and clean.  

• At the time of burial, the face of the deceased should be turned in the direction of Mecca.  

• Burial should take place as soon as possible after death, preferably within 24 hours.  

• Neither embalming nor organ donation is permitted. 

There are many variants of Islam, including the two most practised variants: Sunni Islam and 
Shia Islam. Burial and end-of-life practices are usually the same for all Muslims, however, due to 
cultural variations and practices, it is always best to confirm the most appropriate course of action 
with bereaved relatives. 

Postmortem examinations are considered objectionable, and the Islamic community prefers that 
these are not conducted, unless required by law. The Australian National Imam’s Council 
acknowledges two key instances where autopsy is permissible:27 

1) examination in the case of a criminal investigation to determine the cause of death or if any 
crime was committed 

2) investigation of diseases in cases where dissection or autopsy is required so that precautions 
may be taken, or suitable treatments may be determined for those diseases. 

3.2.5 Jainism 

Jainism evolved from Hinduism in about 800 BC and rejects the idea of a supreme being, instead 
focusing on a life that follows a path of non-violence and embodies a deep respect for all living 
things. 

Organ donation or autopsies are generally accepted. Although the deceased’s family may wash 
and prepare the body after death, there are no restrictions on health care staff administering care 
for the body after death. Generally, Jains believe:28 

• in cremation within 24 hours of death, where possible 

• those who are spiritually superior can hasten their death through starvation 

• in abstaining from crying for the deceased, as mourning will prohibit the dead from rising. 

3.2.6 Judaism 

Within Melbourne, the Melbourne Chevra Kadisha29 advises and liaises with the Coroners Court 

 
 
26 Islamic Council of Victoria, A guide for health care professionals and pastoral carers (March 2019) <https://www.icv.org.au/caring-for-muslim-

patients/>. 

27 The Australian National Imam’s Council, Explanatory note on the judicial process and participation of muslims (2018) 

<https://www.anic.org.au/wp-content/uploads/2018/02/Explanatory-Note-on-the-Judicial-Process-and-Muslims.pdf.>. 

28 Above n 20, pg. 50.  

29 An organisation that oversees the preparation of deceased Jewish people for burial, ensuring this happens according to Jewish tradition. 

https://www.icv.org.au/caring-for-muslim-patients/
https://www.icv.org.au/caring-for-muslim-patients/
https://www.anic.org.au/wp-content/uploads/2018/02/Explanatory-Note-on-the-Judicial-Process-and-Muslims.pdf
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and assists with notifying next of kin to enable the coroner to make a decision as to whether to 
perform an autopsy, as soon as practicable. 

The following procedures must be adhered to with regards to handling the body:30 

• Touching of the body is to be kept to a minimum. 

• The body should be covered or screened from view.  

• The position of the body should be so oriented that the feet face the doorway. 

• From the moment of death to the time of burial, the deceased should not be left alone.  

• The body should be buried as soon as possible after death, preferably within 24 hours.  

There are multiple denominations of Judaism, including Conservative, Orthodox, Reform and 
Reconstructionist Judaism. While these practices might be observed by the majority of Jewish 
people, due to cultural variations and practices, it is always best to confirm the most appropriate 
course of action with bereaved relatives.  

In general, Jewish law forbids the desecration of the human body unless necessary. A decision 
on postmortem examination needs to be made in consultation with Rabbinic authorities.  

3.2.7 Orthodox Christianity 

The Orthodox Church is the second-largest Christian church. Eastern Orthodoxy is practised all 
over the world, particularly in Greece, Eastern Europe and Russia. 

Autopsy and the donation of organs is generally accepted by followers of Eastern or Greek 
Orthodoxy, although a minority of leaders have objected to heart donation since they believe that 
the heart is too closely affiliated to the soul.31 

The following procedures are generally adhered to, in preparing the dead for funeral 
processions:32  

• Wakes are widely practised, occur before the funeral and can last up to three days. 

• Cremation is forbidden and the family can be refused a religious funeral if their loved one has 
been cremated. 

• Embalming is generally allowable, in preparation for a funeral.  

• Just before the burial, the priest may pour olive oil and earth in the shape of a cross on the 
coffin. Wheat may also be poured, if the service is based on Slavic or Arabic traditions. 

3.2.8 Sikhism 

Sikhism is a religious tradition based on the teachings of 10 gurus who lived in northern India 
during the 17th and 18th centuries. The Sikh Khalsa order encompasses both men and women 
who have undergone Sikh baptism and follow the Sikh code of conduct and conventions by 
wearing the five signs of their faith – the Five Ks: Kesh (uncut hair), Kanga (a comb to keep the 
hair in place), Kara (a steel bangle), Kirpan (a small sword or dagger) and Kacchera (short 
trousers or breaches). 

 
 
30 ‘Melbourne Chevra Kadisha, Jewish procedure in hospitals / nursing homes after death (March 2019) 

<https://www.mck.org.au/resources/A%20Guide%20to%20Hospital%20&%20Nursing%20Home%20Procedures>  

31 Funeral Guide, Information on Orthodox funeral services and traditions (2020) Funeral Zone Ltd <https://www.funeralguide.co.uk/help-

resources/arranging-a-funeral/religious-funerals/orthodox-funerals>.  

32 Ibid.  

https://www.mck.org.au/resources/A%20Guide%20to%20Hospital%20&%20Nursing%20Home%20Procedures
https://www.funeralguide.co.uk/help-resources/arranging-a-funeral/religious-funerals/orthodox-funerals
https://www.funeralguide.co.uk/help-resources/arranging-a-funeral/religious-funerals/orthodox-funerals
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The following procedures must be adhered to with regards to handling the body:33 

• The body is washed, preferably by family, but there is no objection to health care staff doing 
this.  

• The Five Ks must be left intact and the body is to be covered with a white sheet with no 
religious emblems. 

• Should organ donation or autopsy be required, then religious proceedings will begin 
afterwards and cremation within 24 hours of this. 

Sikhs do not have any objections to autopsy or organ donation.  

A summary of these findings are provided in Table 1 (summary of religious attitudes towards 
autopsy) at Appendix A.  

3.3 Analysis of coronial processes by jurisdiction 

Underpinning the coronial process is a public interest in understanding the cause of death, with 
the autopsy providing the basis for further criminal investigation, law reform or research into 
disease and injury.34  

The inquisitorial and fact-based nature of coronial investigations in Victoria (and other 
jurisdictions) can sometimes be at odds with the private experiences of grief and trauma felt by 
bereaved relatives. Academic research by legal experts on coronial law consistently comment on 
the potentially counter-therapeutic effects of the coronial process, especially where family and 
friends lack knowledge on the law and system, or where there are excessive delays in the 
Coroners Court reaching a decision.35 

The comparative jurisdictional analysis below demonstrates the variances in jurisdictions with 
regards to the extent Coroners Courts (or the relevant death investigation process in legal 
systems outside common law jurisdictions) accommodate the cultural beliefs, practices and views 
of the deceased’s family.  

Recent case law and legislative reforms on the coronial process both globally and nationally 
have, however, reflected an increasing acknowledgment of the importance of considering the 
cultural and religious beliefs and practices of bereaved relatives. These factors have been 
especially important in considering whether coronial investigations should be prioritised or 
expedited, or whether postmortem examinations can be disbanded with in cases where there are 
cultural or religious objections.  

3.3.1 Australian states and territories 

Current status of coronial legislation in Australia 

Currently, all jurisdictions in Australia, except for South Australia, provide for next of kin to object 
to a postmortem examination. In fact, the South Australian legislation is silent on any 
requirements for the coroner to take into consideration the views of next of kin or significant 
others. The legislation does, however, provide guidance that within the inquest process the 
coroner must, ‘act according to equity, good conscience and the substantial merits of the case, 

 
 
33 Above n 20, pg. 50.   

34 Bruce Baer Arnold and Wendy Bonython, ‘Autopsies, scans and cultural exceptionalism’ (2016) Volume 41, Issue 1 Alternative Law Journal, pg. 

27.  

35 See for example: Ian Freckleton, ‘Minimising the counter-therapeutic effects of coronial investigations: in search of balance’, Volume 16, Issue 3 

QUT Law Review, pg. 6. 
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without regard to technicalities and legal forms’,36 which could be interpreted broadly to direct the 
coroner to consider the views of family. In Victoria, the ACT and Queensland, the relevant 
legislation mandates that the coroner must consider cultural and religious beliefs, in making a 
determination for a postmortem examination.37 

In addition to cultural considerations being incorporated into coronial specific laws and 
regulations, a few international and domestic jurisdictions have compiled specific bench books 
that address equality before the law. For example, in the UK the Judicial College publishes the 
Equal treatment bench book; the Judicial Commission of New South Wales publishes the 
Equality before the law bench book; the Supreme Court of Queensland publishes the Equal 
treatment bench book, and the Department of the Attorney-General of Western Australia 
publishes the Equality before the law bench book. These bench books provide judicial officers 
with statistics and information about different cultures and potential barriers that may be faced in 
relation to equitable participation in court proceedings. They also provide guidance to judicial 
officers on how to take account of this information in court.  

In Victoria, this information is contained in the Coroners Court bench book which outlines cultural 
considerations in relation to the exercise of investigations by police (section 4.1.4.1), as well as in 
relation to responding to the needs of multicultural and religious communities during the coronial 
process (section 6.8). 

Law reform to date 

Despite the lack of a federal bill of rights in Australia (although Australia is a signatory to 
international conventions such as the International Covenant on Civil and Political Rights 
(ICCPR)), coronial laws and reform already exhibit a progressive attitude to human rights 
approaches. This is particularly protected in Victoria under the Charter of Human Rights and 
Responsibilities Act 2006 (the Charter), which requires states to ensure legislation complies with 
human rights. This is evident for example in section 8(c) of the Coroners Act 2008 (Vic), which 
requires anyone exercising a function under the Act to have regard and respect for different 
cultural beliefs and practices surrounding death. Provisions for the inclusion of families and their 
rights in the coronial process enable recognition of the right to family and cultural life and religious 
freedom (sections 14, 17 and 19 of the Charter and Articles 23, 27 and 18 of the ICCPR).  

From the early 2000s, Australia has witnessed a range of coronial law and policy reforms across 
states. These reforms have focused on: postmortem examination practices; management of the 
deceased’s body; communication with families and clarification of their rights and roles in the 
process; the prevention based role of the coronial system; and a review of inquests and coronial 
recommendations. A number of the coronial system reforms that have taken place or are in 
progress in different states and territories are outlined in more detail below. 

Key agencies and processes within the coronial system in Victoria 

Coroners Court 

The Coroners Court independently investigate deaths that occur in sudden or unexpected 
circumstances, deaths of people in custody, and fires.  

The coroner’s role is to determine the identity of the person, the cause of the death and how the 
death occurred. The wellbeing of the Victorian community is at the centre of what the Court does. 

 
 
36 Section 24 of the Coroners Act 2003 (SA).  

37 Under the Coroners Act 1997 (ACT), section 17A provides that cultural attitudes or spiritual beliefs should be taken into account, in making a 

decision on the need for a postmortem examination. Section 19(5) of the Coroners Act 2003 (Qld) similarly states that the Coroner must take into 

consideration, the cultural traditions or spiritual beliefs of the deceased’s family. Similarly, section 8(c) of the Coroners Act 2008 (Vic) requires 

anyone exercising a function under the Act, to have regard and respect for the different cultural beliefs and practices surrounding the death. 
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Through recommendations, coroners can drive reforms that reduce the number of preventable 
deaths and strengthen public health and safety responses.  

The Court manages approximately 7,000 cases a year, and this number is steadily growing due 
to an increasing and ageing population. While investigations can take up to two years to 
complete, in 2018–19, around 80 per cent of cases were closed within 12 months, and 46 per 
cent of those matters were finalised within three months. Only a very small number of 
investigations (up to five per cent) end up as an inquest. Support through the coronial process is 
provided by registrars and family liaison officers, and the Court tries as much as possible to tailor 
processes to the circumstances of each case. 

The Victorian Institute of Forensic Medicine (VIFM) 

The Coronial Admissions and Enquiries (CAE) office within VIFM is open 24/7, 365 days a year, 
and oversees the management of the early stages of the death investigation. When a deceased 
person is brought to the VIFM mortuary, the body is photographed, small samples are taken 
through toxicology testing and a CT scan is taken. Following advice from a forensic pathologist, 
the coroner will then determine if an autopsy is necessary. If an autopsy is required, it will be 
undertaken by a forensic pathologist working within VIFM. Forensic pathology work is undertaken 
with the primary purpose of investigating the cause and circumstances of an individual’s death, 
as directed by the coroner. However, it may also uncover previously unknown medical conditions 
that may have significance for the health of surviving family members.  

Victoria Police 

The role of Victoria Police is to assist the coroner in investigating how and why a person has 
died, and to determine whether a crime has been committed. Police need to ensure that vital 
evidence is captured and preserved. Police also provide advice and referral information for 
families and can explore options to ensure that, as much as possible, the wishes of the family are 
taken into account in relation to their cultural and religious beliefs. 

Other interfacing agencies 

Currently, within the Victorian Coroners Court, the Court’s Family Liaison Officers and Court 
Registrars are tasked with providing information to families on coronial processes and timelines, 
as well as providing advice on external counselling and support services. Similarly, within the 
VIFM, medical liaison nurses are trained and experienced in clearly communicating medical 
procedures and terminology in a sensitive manner to distressed families, at the initial stages of 
the coronial investigation.  

Where the person died as a result of a violent crime, family members will be referred to the 
Victims Assistance Program, which is funded by the Victorian Government and contract managed 
by the Victim Support Agency at the Department of Justice and Community Safety.  

There are no on-site counselling services provided by the Court itself, and counselling is 
facilitated by way of referral to external services. These are not funded by the Court. Some are 
funded through the Victorian Government or through agreements with the Department of Health 
and Human Services, and some are funded by the Commonwealth Government or charitable 
organisations, or a combination of these resource streams. 

The majority of bereaved relatives who interact with the Court will be referred to the Australian 
Centre for Grief and Bereavement. However, agency referrals depend on the circumstances of 
death. For example, for findings of suicide, next of kin and relatives are directed to speak to either 
the Suicide Hotline or Support After Suicide. Similarly, for parents of deceased children, the Court 
may refer them to Compassionate Friends. Other specific agency referrals may include: Road 
Trauma Support Services and SIDS and Kids Victoria.  

 



 Literature Review into the appropriate and responsive care of deaths in multifaith and multicultural communities
  

   

Page 16 of 61 Date: July 2020   

Accessibility for culturally and religiously diverse communities 

The court is committed to ensuring that culturally and religiously diverse cohorts can receive the 
support they need to effectively participate in the coronial process.  

In addition to Family Liaison Officers and Medical Liaison Nurses, the Court provides a brochure 
called, What do I do now?, which is available in 15 languages. The brochure provides advice 
about the process, stakeholders and timelines, and is provided to families at the time of death. 
The Court can also arrange interpreting services to help people from culturally and linguistically 
diverse families to better access and understand the coronial process, including the translation of 
coronial documents. In 2018–19, the Court used interpreting services on 30 occasions. From 
1 July 2019 to June 2020, the Court spent $9,762.66 on translation services. 

The Victorian Coroners Court additionally has its own internal guidelines and publications on how 
to ensure a culturally sensitive approach when handling the body of a deceased member of a 
faith and in communicating with families from different ethnic and religious backgrounds. The 
Court tries, as much as possible, to ensure a respectful approach that addresses cultural and 
religious beliefs, and is tailored to the individual circumstances of each case.  
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An overview of the coronial process is represented in the diagram below.  

  

Figure 4: Victorian coronial process flow 
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Legislation and case law 

Section 26(2) of the Coroners Act 2008 (Vic) (the Act) allows for next of kin to object to an 
autopsy within 48 hours of the notice being given. Section 26 of the Act also enables next of kin 
to appeal a coroner’s direction for autopsy to the Supreme Court of Victoria.  

It has been widely acknowledged in other jurisdictions (see, for example, the United Kingdom’s 
(UK) 2003 Luce Review) that the Victorian coronial system is high-performing, particularly in 
relation to its efficiency, efficacy, innovative autopsy practices, and ability to take into account the 
views of bereaved relatives. 

However, in Victoria, decisions on the extent to which cultural or religious considerations are 
taken into account have developed through the shared practices of Coroners but not yet been 
explicitly incorporated into legislation or legal handbooks. Additionally, decisions of the Coroners 
Court challenged through Victorian case law have also provided an opportunity to develop more 
definitive guidance on the extent to which cultural and religious considerations can be taken into 
account in the coronial process.  

For example, in Traynor v Spooner (in her capacity as Coroner of the Coroners Court of Victoria) 
[2012] VSC 651, the parents of a seven-year-old girl, who was found hanging from a skipping 
rope unconscious in the backyard of her home and later died in hospital, objected to the coroner’s 
decision that an autopsy be conducted. The police investigation had concluded that the girl’s 
death was an accident. There was no evidence of foul play or suspicious circumstances, and CT 
scans performed on the body did not indicate that anything was amiss. However, the forensic 
pathologist was unable to determine the precise cause of death with sufficient clarity. 
Nevertheless, the coroner directed that an autopsy be conducted in order to ensure there was no 
evidence of non-accidental injury, given the young age of the child and the extremely unusual 
circumstances of her death. 

Both parents were unable to bear the thought of an autopsy being performed on their deceased 
daughter and wanted their daughter’s body back as soon as possible so that they could bury her. 
Accordingly, they challenged the decision in the Supreme Court of Victoria.  

In his decision, Justice Digby drew attention to the fact that under section 25 of the Act, a 
decision to direct an autopsy be undertaken needs to consider not only whether it is necessary 
for the investigation of the death, but also whether it is appropriate to do so. In this case, not only 
did the Judge find that it was not necessary for the autopsy to take place, but that it was also not 
appropriate. In particular, he noted that the decision as to whether an autopsy is appropriate,  

‘calls into consideration a broad range of potentially relevant matters, including likely distress to the 

deceased’s next of kin and family, and likely distress which may arise as a result of cultural, religious 

and spiritual beliefs, laws and practices, if an autopsy is carried out.’38 

The case of Rosenbaum v West [2014] VSC 583 similarly demonstrates the application of the 
principles of ‘necessity’ and ‘appropriateness’ in determining whether an autopsy should be 
ordered. In this case, the deceased was in her mid-50s and died unexpectedly. The defence in 
this case conceded that not only was no cause of death determined, but there was not even a 
likely cause of death that was known to the Deputy Coroner. The deceased’s family objected to 
the autopsy on religious grounds, noting that when the deceased was alive she had consistently 
expressed a view against having an autopsy performed on her. 

In making a decision, Justice Ferguson considered the appropriateness and necessity for an 
autopsy to take place. In her decision, the Judge stated that the obligation on a coroner to 
investigate an unexpected death must be weighed against other factors, including those 

 
 
38 Traynor v Spooner (in her capacity as Coroner of the Coroners Court of Victoria) [2012] VSC 651, Digby J at [61]. 
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articulated under section 8 of the Act (which include respecting cultural practices) and there being 
no suspicious factors involved, nor evidence an autopsy would aid in medical research to prevent 
other deaths occurring.  

The Judge noted that ‘the religious beliefs of a deceased and their family will not always outweigh 
other matters to be taken into account’, but that on the basis of weighing all factors considered, it 
was neither necessary nor appropriate to conduct an autopsy.  

In addition to case law precedents, the Coroners Court of Victoria practice handbook provides 
guidance to legal practitioners on a variety of matters relating to the coronial process, including 
the process the deceased’s next of kin can use to object to an autopsy.  

Broader than the application of coronial law, the Coroners Court of Victoria and its key interfacing 
entities, including VIFM and Victoria Police, employ a number of resources to ensure a culturally 
sensitive approach in dealing with stakeholders across a diverse range of cultures and religions. 
For example, both VIFM and Victoria Police refer to the Australia New Zealand Policing Advisory 
Agency’s, ‘Practical Reference to Religious and Spiritual Diversity for Operational Police’.39 Client 
facing Coroners Court staff also take cultural awareness training, and recently the Court has 
introduced a survey for bereaved relatives to gauge feedback on their interactions with the Court. 
This will in turn drive opportunities for process improvement.  

Key agencies and processes in other states and territories 

New South Wales 

Section 88 of the Coroner’s Act 2009 (NSW) requires that the dignity of the deceased be 
respected and the least invasive method for determining the cause of death be used. Where 
more than one procedure is available to establish the cause and manner of the deceased’s 
death, this provision directs the person conducting the examination to use the least invasive 
procedures that are appropriate in the circumstances, such as radiological examination.  

The New South Wales Local court bench book (NSW bench book) outlines a number of 
considerations that should be taken into account when the coroner makes a decision to order a 
postmortem examination. Among these considerations is whether the family objects to the 
postmortem and the strength of, and reasons for, that objection. It also states that coroners may 
on occasion require forensic pathologists to justify an argument for the use of more intrusive 
procedures. 

The legislation itself is silent on the exact grounds a family may rely on to object to a postmortem 
examination, and there is no explicit mention of religious beliefs or cultural practices. 
Nevertheless, as referenced in the NSW bench book, these are recognised grounds on which 
families might object. The NSW bench book highlights, for example, the particularly sensitive 
topic of brain retention – which ideally involves setting the brain in formaldehyde for a period of 
14 days prior to examination – and how various cultures, such as those of the Jewish and Muslim 
faiths, require burial of the deceased within a short time frame. The NSW bench book instructs 
that, ‘every reasonable effort should be made to mitigate the distress of bereaved relatives’.40 

State Coroner’s circulars numbers 30 and 36 further provide coroners with suggested protocols 
for dealing with objections to autopsies by next of kin. The recommendations include coroners 
obtaining a written opinion from the medical practitioner who has been ordered to carry out the 
examination explaining why a postmortem examination and/or organ retention is necessary, and 

 
 
39 Australia and New Zealand Policing Advisory Authority, A practical reference to religious and spiritual diversity for operational police: 3rd edition 

(2010) <https://www.anzpaa.org.au/ArticleDocuments/180/religious-spiritual-diversity-reference-third-edition.pdf.pdf.aspx?OverrideExpiry=Y>.  

40 Local Court Bench Book, Coronial matters (2020) Judicial Commission of NSW,  

<https://www.judcom.nsw.gov.au/publications/benchbks/local/coronial_matters.html>, as [44-060] Autopsies and objections to them.  

https://www.anzpaa.org.au/ArticleDocuments/180/religious-spiritual-diversity-reference-third-edition.pdf.pdf.aspx?OverrideExpiry=Y
https://www.judcom.nsw.gov.au/publications/benchbks/local/coronial_matters.html
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the coroner then reviewing their decision to order a postmortem in light of that report.41 If the 
objection proceeds to the Supreme Court, that report may be tendered in support of the coroner’s 
order.  

The NSW bench book also makes reference to the comments of Justice Dowd in Morris v 
Hand,42 which highlights the tension between the competing interests that a coroner must take 
into account given religious sensibilities on one hand and, on the other, the coroner’s duty to 
ensure the manner and cause of death of a deceased are established. In some cases there may 
be a compromise that can be reached to satisfy both the family’s desire to maintain the bodily 
integrity of their loved one and the coroner’s duty to establish cause and manner of death. Where 
this is the case, the Coronial Information and Support Program team (CISP) at the New South 
Wales Coroners Court, which, among other functions, advises coroners on how to deal with 
objections, should be involved to negotiate with the family on behalf of the coroner.  

The CISP team is made up of three staff: experienced social workers and psychologists who 
work exclusively with coronial matters and provide support and information to families in cases of 
reportable deaths.43 Although it is not a counselling service itself, CISP can link family and friends 
to appropriate services as needed.  

CISP also facilitates communication between coroners and those who come into contact with the 
coronial system, providing information and guidance to next of kin, explaining the process and the 
role and powers of the coroner without providing legal advice.44 

With the permission of the coroner, CISP’s assistance to next of kin can extend to providing 
support where sensitive information such as photographs, videos or CCTV footage are being 
viewed. They also assist with information regarding court attendance and providing emotional 
support by ensuring there are sufficient breaks and private spaces available during the giving of 
distressing evidence and helping prepare family and friends if they are to appear as witnesses. 
Finally, CISP educates various professional community groups that interact with the coronial 
system on the role of the coroner and provisions of the Coroner’s Act 2009 (NSW).45 
 

Western Australia 

The Coroners Act 1996 (WA) allows for objections for postmortem examinations to be made by 
next of kin. However, similar to Victoria’s legislation, it does not explicitly define the grounds 
(religious, cultural or otherwise) for doing so. Still, such grounds are recognised in practice both 
by coroners and in the courts. In Paterson v Coroner King [2019] WASC 25, the mother of a 
14-year-old girl who took her own life objected to an order by the coroner that a postmortem 
examination, particularly an invasive one, be conducted on her daughter. She did so on the basis 
of Aboriginal cultural and spiritual grounds, holding the belief that if an autopsy was performed 
her daughter’s spirit would be forever tormented, but if she was buried whole her spirit would be 
at peace. 

In reaching her decision, Acting Justice Strk made clear that, ‘it is appropriate and proper to have 
regard to the spiritual, cultural and religious beliefs of a deceased person's family in determining 
whether a postmortem examination ought to take place’46. She also recognised that such 

 
 
41 Ibid.  

42 Unreported, 27/2/97, NSWSC. 

43 Office of the NSW State Coroner and State Coroner’s Court, The Coronial Information and Support Program team (CISP) (2020) NSW 

Government: Attorney-General and Justice <http://www.Coroners.justice.nsw.gov.au/Documents/CISP%20brochure.pdf>. 

44 Ibid.  

45 Ibid.  

46 Paterson v Coroner King [2019] WASC 25, at paragraph 43.  

http://www.coroners.justice.nsw.gov.au/Documents/CISP%20brochure.pdf
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considerations needed to be balanced against the public interest, and that where a postmortem 
examination would provide ‘more than marginal assistance’47 to the coroner in the exercise of 
their functions, in many cases the distress caused to the family of the deceased would be 
outweighed by the public interest. In this case, Acting Justice Strk found that it was desirable that 
the cultural and spiritual beliefs of the applicant prevail.  

While there is no particular bench book directly addressing the coronial laws, the Equal justice 
bench book provides judicial officers in Western Australia with an understanding of the various 
cultures, lifestyles and experiences of people from diverse backgrounds and highlights some of 
the barriers or inequities people from such backgrounds may face in court proceedings. It also 
offers practical examples of how these differences can be taken into account within court 
settings. 

In 2012, the Law Reform Commission of Western Australia published the Review of coronial 
practice in Western Australia. The review examined the coronial practices and procedures of 
Western Australia and focused on, among other things, possible improvements that could be 
made to support families and friends of deceased in coronial enquiries, including issues around 
cultural and spirituals beliefs and practices, and the provision of counselling services. The 
Commission made a number of recommendations, including: 

• cultural competency training for policy and coronial staff (recommendation 88) 

• the provision of comprehensive training and education on coronial processes and timeframes 
for people involved in peripheral professions, such as funeral directors, coronial body 
transport contractors and special investigators (recommendation 91) 

• allowing the coroner to direct that an external postmortem (involving procedures that are not a 
dissection, the removal of tissue or prescribed by regulation to be an internal postmortem 
examination) be undertaken, including to assist the coroner in determining whether a full 
internal postmortem is necessary (recommendation 101) 

• recognising the comparatively high autopsy rate in Western Australia (95 per cent of cases 
compared with 70–75 per cent in other states) and how that may impinge on cultural practices 
and religious beliefs, including any known or communicated cultural, spiritual or customary 
beliefs of the deceased or the deceased’s family in the factors a coroner must consider when 
ordering an internal or external postmortem (recommendation 103) 

• inserting provisions requiring the least invasive procedures be used as appropriate and 
ensuring that the dignity of the deceased be observed in the conduct of any test or 
examination (recommendation 102) 

• limiting the right to object to internal postmortem only, as opposed to be both internal and 
external postmortem procedures (recommendation 104).48 

The 2018–19 annual report of the Office of the State Coroner of Western Australia highlighted 
that, consistent with recommendations of the review, the State Coroner had piloted a scheme to 
support the forensic pathologist’s use of the least invasive procedures appropriate in the 
circumstances and, following its success, had extended its implementation to regional areas. 
From June 2019, the availability of a dedicated CT scanner at the State Mortuary had 
considerably increased the number of cases this process could be used for. In the 2018–19 year, 
the coroner accepted 313 objections to the performance of postmortem examinations.49 

 
 
47 Ibid., at paragraph 46.  

48 Law Reform Commission of Western Australia, Review of coronial practice in Western Australia, Project no. 100 (January 2012), pp. 141–170.  

49 Office of the State Coroner of Western Australia, Annual report: 2018-19 

<https://www.Coronerscourt.wa.gov.au/_files/Annual_Report_2018_2019.pdf>, pg. 19.  

https://www.coronerscourt.wa.gov.au/_files/Annual_Report_2018_2019.pdf
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In Western Australia, objections to postmortem examinations are usually discussed with a 
member of the coronial counselling service, who will then convey the objection to the coroner. 
The coronial counsellor will also communicate the coroner’s decision and reasons back to the 
senior next of kin in a situation where the objection has been overruled. The interaction of the 
senior next of kin and the coronial counselling service is a vital part of the objections process in 
Western Australia. Counsellors have experience dealing with sensitive matters and are conscious 
of cultural issues that may be relevant in this area. Coronial counsellors can also assist with grief 
counselling, or refer family and friends to other appropriate services. 

 

Queensland 

In Queensland, the Coroners Act 2003 (Qld) provides that an order for an autopsy may consist of 
either an external examination, an external and partial internal autopsy, or an external and full 
internal autopsy. The coroner must consider whether the making of an order will distress the 
deceased’s family due to cultural traditions or spiritual beliefs. The State Coroner guidelines 
supplement these provisions by requiring adherence to the principle that the least-intrusive 
examination should be observed.50 

The Coroners Act 2003 (Qld) represents the most significant reform to Queensland’s coronial 
system to date. It reflects a move in thinking from having families treated as mere observers, to 
affording them greater participation rights and acknowledging that cultural and religious 
differences may affect the experience of different people interacting with the coronial system. 
When the Coroners Bill 2002 was introduced in Parliament, the then Attorney-General stated that 
it would provide greater sensitivity to different cultures and beliefs. 

The State Coroner’s guidelines 2013 (guidelines) highlight the potential therapeutic benefits of 
the coronial system to provide answers for bereaved families, while recognising that it can equally 
be a distressing intrusion on a family’s grief.  

The initial interactions of families within the coronial system in Queensland are supported by 
coronial counsellors. Where a family member has raised concerns about internal examinations, 
the guidelines direct that the coroner should seek assistance of a counsellor from Forensic and 
Scientific Services to communicate with the person and explore whether further information on 
the proposed procedures would be helpful.  

According to the guidelines, there have been no Supreme Court challenges to internal autopsy 
orders made under the Coroners Act 2003 (Qld). However, a digest of Supreme Court challenges 
in other states indicates that there appears to be a trend of upholding objections on cultural or 
religious grounds where there is no basis to suspect foul play or that anything is amiss. 
Conversely, where objections are based on humanist sensibilities, they tend to be given less 
weight.  

Guidance is also provided in the guidelines regarding the consideration of cultural and religious 
rites in the transportation of the body, viewings and the release of the body for burial and 
cremation, directing that coroners should, where possible and appropriate, allow for relevant 
practices to be observed. The guidelines also provide some directions to police, ensuring senior 
next of kin are identified, explaining the process and their rights, and ascertaining any concerns 
regarding autopsy. Finally, the guidelines direct police to explain to bereaved relatives that, while 
their views will be considered, the autopsy may nevertheless still need to take place and that the 
Coronial investigations and the police response brochure should be provided to the family.  

 
 
50 Queensland State Coroner, State Coroner’s guidelines: Chapter 5 – What type of autopsy should be ordered (2013) 

<https://www.courts.qld.gov.au/__data/assets/pdf_file/0015/206124/osc-state-coroners-guidelines-chapter-5.pdf> pg. 9.   

https://www.courts.qld.gov.au/__data/assets/pdf_file/0015/206124/osc-state-coroners-guidelines-chapter-5.pdf
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Australian Capital Territory 

Section 17A of the Coroners Act 1997 (ACT), mandates that a coroner must have regard to 
minimising potential distress or offence to people holding cultural or spiritual beliefs, within the 
exercise of their coronial functions or decision-making.  

Under section 20 of the Coroners Act 1997 (ACT), a coroner may dispense with a postmortem 
examination of a body if, on the request of a member of the immediate family or their 
representative, the coroner is satisfied the manner and cause of death are sufficiently disclosed. 
Section 23 further provides for the ‘consideration of immediate family’, and states that within an 
inquest process a coroner may allow, among other things, for the viewing of the deceased by 
immediate family or their representative or the presence of a family member or representative at 
the postmortem examination.  

On 13 February 2020, the Coroners Amendment Bill 2020 (Bill) was presented to the ACT 
Legislative Assembly. The explanatory statement accompanying the Bill explained its aim to 
amend the Coroners Act 1997 to better respond to the justice needs of families who engage with 
the coronial system, and to enable the Coroners Court of the ACT to implement restorative 
approaches in daily practice. It also outlines that, where possible, cultural considerations should 
be taken into account and respected in the coronial process. 

Clause 5 of the Bill is the key provision in this regard and, if provided with formal assent, will 
substitute section 3BA(2)(a) of the existing Coroners Act 1997 with the following provisions that 
enshrine greater recognition of the rights of bereaved relatives in the process, and their 
respective beliefs and practices: 

(a) for an inquest into a person’s death— to recognise the following, that: 

(i) the family and friends of the deceased person have an interest in having all reasonable 

questions about the circumstances of the person’s death answered; 

(ii) the death of a person, and an inquest into the person’s death, has a significant impact on 

the person’s family and friends; 

(iii) that where appropriate, members of the immediate family of the deceased person should 

be given the earliest opportunity to participate in, and be kept informed of the particulars 

and progress of, the inquest into the person’s death; 

(iv) that different cultures have different beliefs and practices about death that should, where 

possible, be respected.  

3.3.2 United Kingdom 

England 

Coronial law has been the subject of ongoing law reform discussions in England, first 
commencing with the 2003 Review into Death Certification and Investigation in England, Wales 
and Northern Ireland (the Luce Review).  

The Luce Review exposed a number of flaws in the coronial system and laws, which, prior to 
2003, had not changed significantly from their inception in the 1920s. Namely, there was no 
consistent response to the traditions and religious beliefs of the community; the rights and 
standards of treatment for bereaved relatives were unclear; and the certification and investigation 
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systems were separate entities.51 The Luce Review also found the autopsy rate in England and 
Wales in 2003 was between two and three times the rate of other comparable countries. 

The successful implementation of the Luce Review findings, and subsequent coronial law 
reviews, into legislation took some time. Recommendations from the Luce Review led to the 
development of the Coroners Bill of July 2006, which was initially unsuccessful and rejected by 
the Constitutional Affairs Committee. The subsequent Coroners and Justice Bill of 2009 was 
eventually accepted and developed into the legislation of the Coroners and Justice Act 2009 (UK) 
which is currently in force.  

The House of Commons’ Justice Committee noted that the bill was intended to ensure a more 
effective and responsive coronial process, addressing long standing issues within the UK coronial 
system such as: death certification, medical expertise, and inquests. It does this in part through 
introducing a nationalised coronial system, overseen by a Chief Coroner, which improves system 
responsiveness through new timelines, and ensures mandated training standards.52 

The Coroners and Justice Act 2009 (UK) also strengthens and simplifies the death certification 
process through section 21, which introduces a National Medical Examiner system, a statutory 
scheme independent of the coronial system. This system has been operational since 2019 and 
ensures that all deaths (except those within scope for investigation by the coroner), will be 
assessed by an independent medical examiner (IME). The IME, in consultation with the treating 
doctor, will provide independent advice on, and confirm the medical certificate of the cause of 
death.53 These provisions are supported by the Notification of Deaths Regulations 2019 which 
came into effect in October 2019. The regulations mandate that all doctors who come to know of 
a death that might trigger the coroner’s investigatory duties, are required to report this to the 
coroner. This system provides an extra layer of scrutiny over doctor-issued death certificates, 
which is largely in response to the outcomes of the Shipman Inquiry. This inquiry investigated the 
actions of Dr Harold Shipman, who killed many of his patients but was able to conceal his actions 
by certifying the deaths himself.54 

Originally, the Bill also contained a charter that was intended to ensure improved support and 
better understanding of the process for bereaved relatives. However, it appears this has since not 
progressed due to lack of funding and implementation issues.55 

However, despite the Coroners and Justice Act 2009 (UK) being silent on the specific rights of 
bereaved relatives to object to autopsies, or the extent which their cultural and religious views 
can be taken into account, case law appeals on coronial decisions have emphasised an 
increasing trend towards safeguarding cultural rights and religious views. Case law has 
successfully introduced precedents which have subsequently been codified into judicial guidance 
released by the Chief Coroner’s office.  

Expediting cases on the basis of religious or cultural grounds 

In the UK, the recent case of R (Adath Yisroel Burial Society and Anor) v HM Senior Coroner for 
Inner North London [2018] EWHC 969 (Admin) established an important precedent relating to the 
considerations coroners must take into account, in making a decision on whether to expedite a 
coronial inquest on the basis of religious or cultural grounds.  

 
 
51 Tom Luce, Chair, Review of Coroner Services, Death certification and investigation in England, Wales and Northern Ireland, UK Parliament 

Command Paper 5831 (‘the Luce Review’). 

52 House of Commons Justice Committee, Coroners and Justice Bill, Houses of Commons paper, Second Report of session 2008-09, pp. 4-5.  . 

53 Ibid.  

54 The Welsh Government, Welsh Government consultation: reforms to death certification in england and wales and introduction of medical 

examiners (2018) <https://gov.wales/sites/default/files/consultations/2018-01/161107consultation-qandaen.pdf> pg. 2.  

55 Above n 52, pg. 8.  

https://gov.wales/sites/default/files/consultations/2018-01/161107consultation-qandaen.pdf
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This case reviewed the decision of the Chief Coroner of Inner North London, in relation to their 
policy that no death should be given priority on the grounds of faith. In response, the law firm 
Asserson sought judicial review of the policy on behalf of the Adath Yisroel Burial Society and 
were successful in helping establish that the policy was unlawful and in breach of the Human 
Rights Act 1998 (UK) and the Equality Act 2010 (UK).  

The judgment in this case established two important legal considerations: 

• ‘Firstly, that a coroner should be open to, “representations that a particular case should be 
treated as a matter of urgency (whether for religious or other reasons)” and  

• Secondly, that proper respect should be given to representations based on religious belief’.56 

However, it should be noted that this does not require a coroner to give automatic priority to 
cases on the basis of religious or cultural grounds. The Coroners Court acknowledged other 
cases may require urgent attention for non-religious reasons, such as in cases of homicide 
investigations and organ donations.  

Taking into account religious views in postmortem examinations 

The case of R (Rotsztein) v HM Senior Coroner for Inner London [2015] EWHC 2764 (Admin) 
was important in helping establish guidance on the minimum standards for use of postmortem 
imaging. 

This case was heard in the UK High Court and concerned a Jewish family’s appeal against a 
decision of the Inner London Coroner to refuse their request for a body scan, which they were 
willing to pay for, in place of a full postmortem examination. The family asserted their objections 
to the coroner on the basis of the age of the family member (86) and their desire for the 
deceased’s body to remain intact for religious reasons. 

The judgment of the High Court in this case embodied recognition that non-invasive autopsies (in 
the form of imaging and blood tests rather than dissection and organ removal) may be 
appropriate, especially where concerns are raised on the basis of cultural or religious grounds. In 
particular, the High Court stated that the coroner must bear in mind, among other things, the 
wishes of the bereaved relatives or of the deceased (if known), and the need to adhere to Article 
9 of the European Convention of Human Rights (freedom of thought, belief and religion).  

Section 14 of the Coroners and Justice Act 2009 (UK) further gives effect to this discretion and 
suggests that ‘postmortem examination of a body’ is not limited to an autopsy and may include 
CT (or MRI) imaging. This is made clear through sections 14(1) and (2) which provide that a 
Senior Coroner may ‘specify the kind of examination to be made’ and may request ‘a suitable 
practitioner’ to carry it out. 

Guidance available for judiciary, police and other support staff 

One of the core reforms introduced through the Coroners and Justice Act 2009 (UK) was the 
creation of a nationalised coronial system, overseen by the new role of Chief Coroner who is 
responsible for providing national leadership for coroners in England and Wales.  

Available online, the Chief Coroner provides detailed guidance on matters relating to the 
provisions within the Coroners and Justice Act 2009 (UK), as well as rulings established through 
case law.57 This guidance is intended to assist coroners in each region with the administration of 
their legal duties as coroner, and their exercise of coronial law.  

 
 
56 R (Adath Yisroel Burial Society and Anor) v HM Senior Coroner for Inner North London [2018] EWHC 969 (Admin).  

57 Chief Coroner UK, Chief Coroner’s guidance, advice and law sheets (2020) Courts and Judiciary Tribunals UK <https://www.judiciary.uk/wp-

content/uploads/2018/05/guidance-no-28-report-of-death-to-the-coroner-2010517.pdf>. 
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The Chief Coroner of England and Wales has now released guidance material which instructs 
coroners on factors to take into consideration, in making decisions to expedite cases (Guidance 
no. 28: Report of death to the coroner – decision-making and expedited decisions),58 and on the 
minimum requirements needed for postmortem imaging to be used.59 

3.3.3 Canada 

There is no federal authority governing death investigations in Canada. That duty falls within the 
remit of each province and territory. There are two main systems for death investigation in 
Canada – the coronial system inherited from the UK, and the medical examiner’s system 
originating in the United States. While the coroner’s system is the more prevalent, both systems 
share the same objectives. 

Ontario 

Ontario is one of the provinces with a coronial system. The Coroners Act, R.S.O. 1990, c. C.37 
(Ontario Coroners Act) does not refer to cultural or religious considerations, or even to the right of 
families to object to postmortem examinations. However, in practice the coronial system in 
Ontario recognises differing cultural and religious practices around death and the handling of 
deceased. Where such matters are communicated to the coroner, every effort will be made to 
accommodate such practices, for example releasing a body within a particular timeframe so that 
burial may occur without delay. 

The Office of the Chief Coroner in Ontario has published a Code of Ethics for Coroners. This 
code includes, among other provisions, that: 

2. Coroners in the exercise of their duties, shall respect the beliefs and/or religious views of the 

deceased, and where an investigation is for reason only that the deceased person has not had 

medical attendance prior to the hour of death, shall recognise that the exercise of this free choice is 

not in itself reason for further investigation or autopsy, unless there is evidence of other conditions 

stipulated in section 10 of the Coroners Act 1990. 

The Ontario Government’s Strategic plan for Ontario’s death investigation system 2015–2020 
recognises that Ontario has Canada’s most culturally diverse population, including from migrant 
communities and First Nations communities. The plan recognises the ‘diversity of cultures, 
linguistic, religious and spiritual beliefs’, and acknowledges the effect of the coronial system on 
the very personal experience of death and loss. 

When it comes to autopsies, families may express their concerns or objections, including on the 
basis of cultural or religious grounds, and these will be taken into consideration. However, a 
coroner may still decide to proceed with an autopsy where they deem it necessary to inform the 
death investigation, and that decision is binding. In cases where the retention of organs or tissue 
is necessary, the coroner will communicate with the family on their directions for the treatment of 
organs once the work is completed. 

 

3.3.4 United States 

New Mexico 

The Office of the Medical Investigator (OMI) was created in 1972 and replaces the previous 
county coroner system with a statewide medical examiner system. The OMI is located within the 

 
 
58 Chief Coroner UK, Guidance No. 28: Report of death to the coroner – decision making and expedited decisions (17 May 2018) Courts and 

Judiciary Tribunals UK <https://www.judiciary.uk/wp-content/uploads/2018/05/guidance-no-28-report-of-death-to-the-coroner-2010517.pdf>. 

59 Ibid.  

https://www.judiciary.uk/wp-content/uploads/2018/05/guidance-no-28-report-of-death-to-the-coroner-2010517.pdf
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Department of Pathology at the University of New Mexico School of Medicine and includes a 
Board of Medical Investigators comprising the Dean of the UNM School of Medicine, the Chief of 
the New Mexico State Police, the Secretary of the Department of Health, the Chair of the Funeral 
Home Board and the Secretary of the New Mexico Department of Indian Affairs. The board 
appoints the chief medical investigator (CMI), a physician licensed in New Mexico and trained in 
pathology and forensic medicine, who has responsibility for operations. 

‘Article 11 – Medical Investigations, Chapter 24 – Health and Safety’ of the 2018 New Mexico 
statutes governs the functions and roles of the Chief Medical Investigator and affords special 
protection to the cultural and religious beliefs of members of an Indian nation, tribe or pueblo. 
Section 24-11-6.1 specifically provides that:  

‘if a deceased person has been determined to be a member of a federally recognized Indian nation, 

tribe or pueblo, the state medical investigator shall use all due diligence to avoid an autopsy except 

when legally required due to possible criminal acts or omissions, an obscure cause of death or other 

reasons or pursuant to consent given according to the provisions of Section 24-12-4 NMSA 1978’.  

Section 24-12-4 of the same statue also provides that consent for autopsy must be given, unless 
the autopsy is necessary for the state to pursue a criminal investigation. In this instance, consent 
will not be needed.  

The OMI further supports bereaved relatives by offering grief counselling services, and trains key 
interfacing agency staff (for example law enforcement, emergency responders, nurses, mental 
health providers, teachers and other groups) in consulting and working with bereaved relatives. 

3.3.5 New Zealand 

Direction for coroners to take into account religious or cultural beliefs 

Coronial legislation in New Zealand has been subject to a series of reforms initiated by reviews 
by the New Zealand Law Commission and the Maori Affairs Committee. These reforms have 
addressed the need for enhanced protection of religious and cultural beliefs, as well as provided 
improved support to the families at the centre of the coronial process.  

The 2000 New Zealand Law Commission report, Coroners, emphasised the need for coronial 
processes to more effectively address the cultural views and beliefs of communities and, in 
particular, the Maori community. This report commented on the requirement for further legislative 
protection for objections to autopsy on the basis of cultural beliefs or practices, and for improved 
communications between Coroners Courts and family members.60 

In addressing the significance of cultural and religious views, the report also acknowledged the 
importance of these views being weighed against matters of public interest, for example 
especially in cases of death in suspicious circumstances, or on the grounds of prevention of 
disease or illness. 

The Coroners Act 2006 (NZ) was enacted in response to some of the key findings of the New 
Zealand Law Commission’s 2000 report. Section 3(2) of the NZ ACT now provides that the 
coroner must consider ‘the cultural and spiritual needs of family, and of others who were in a 
close relationship to a person who has died’, in making decisions on postmortem examinations. 

Access to the deceased’s body and increased consultation with family members 

Since the enactment of the NZ legislation in July 2007, the New Zealand Government has 
implemented further reforms, in response to the Maori Affairs Committee report, Inquiry into 
whānau access to and management of tūpāpaku.  

 
 
60 New Zealand Law Commission, Coroners Report No 62 (2000), pg. 237.  
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In December 2018, the Coroners (Access to Body of Dead Person) Amendment Bill received 
royal assent. As a result of this amending legislation, section 26(2ea) of the Coroners Act 2006 
(NZ) now states that the coroner must take into account: 

‘the ethnic origins, social attitudes or customs, or spiritual beliefs of the person who is, or of 
a person who is suspected to be, the dead person, or of an immediate family member of 
that person, that customarily require viewing, touching, or remaining with or near the body 
(for example, the customary requirement that immediate family members be able to view, 
touch, or remain with or near the body according to tikanga Māori)’.  

In this report, the Maori Affairs Committee analysed the trauma experienced by family and other 
relatives due to the death, and the potential for the formality of the court, delays and a lack of 
understanding of the legal process to further exacerbate difficult experiences. The Commission 
identified the need for strengthened engagement with families, including improved 
communications with families regarding the court processes, postmortem examination and return 
of body parts and tissue.  

Section 23 of the NZ Act now states that the coroner must take all reasonable steps to give 
interested parties notice, as soon as practicable, of significant matters that relate to the carrying 
out of the duties and processes required by the coronial process.  

3.3.6 Switzerland 

The Swiss Federal Constitution incorporates protection of the body through the interaction of a 
number of provisions, including for human dignity, the right to personal freedom, and freedom of 
belief and conscience. In recognition of the enshrined guarantee of continued dignity, the Swiss 
legislature has decided, and the Federal Supreme Court has upheld, that the consent of 
individuals also extends to their bodies following death. This means that individuals can speak 
bindingly for or against an autopsy on their own bodies. However, this is only the case in ‘clinical 
autopsies’ (the last medical activity in the context of treating the deceased). The Swiss Criminal 
Procedure Code dictates that a ‘forensic medicine autopsy’ (in cases of violence or where death 
was unnatural and may have been caused by a third party, and to determine when the death 
occurred – to help collect and secure evidence for legal proceedings) can be carried out against 
the wishes of family. 

Nevertheless, dealing with the body of a deceased is the responsibility of the various Swiss 
cantons and municipalities, and each has its own specific laws governing autopsies and other 
forensic investigations. There are five institutes of legal medicine in Switzerland, located and 
administered by each of the cantons in Lausanne/Geneva, Zurich, St Gallen, Basel and Bern. In 
a number of cantons, health department authorities, doctors and other institutions may order an 
autopsy for the public interest. 

Switzerland has been a pioneer in the use of forensic radiological imaging, and the now 
established ‘virtopsy’, and has remained at the forefront of developing new techniques and 
improving outcomes. Virtopsy, a combination of the words ‘virtual’ and ‘autopsy’ and is a non-
invasive dissection of the body using postmortem CT scanning, MRI and 3D photogrammetry. 
Virtopsy is a useful tool for answering forensic questions that might otherwise require a 
conventional autopsy, and can in many cases avoid the need for invasive procedures entirely. 
This is particularly useful in situations where cultural practices or religious beliefs do not tolerate 
invasive autopsy and objections are made by family of the deceased. As these processes are 
also less time consuming than invasive procedures, there is the added benefit of more easily 
meeting religious timeframes for burial and other end-of-life practices. 

Virtopsy results have been accepted by Swiss courts, where 3D photogrammetry and surface 
scanning is already in use. There has been a marked reduction in the number of invasive 
autopsies being performed in Switzerland as the use of virtopsy methods have taken stronger 
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hold since the initial revolution in the mid-90s, and since studies have shown that these imaging 
techniques support definitive diagnoses. 

Professor Michael Thali from the Institute of Forensic Medicine and Imaging in Zurich, and 
co-founder of the Virtopsy project has stated: 

‘We bridge forensic science and radiology, which has brought about the new field of forensic 

imaging. Virtopsy can act as a triage system for full-scalpel autopsies, making many unnecessary. It 

can also up-skill the pathologists by allowing them to spend more time on analysis and interpretation 

rather than dissection and recording.’ 

The use of forensic imaging has spread and found favour across the world, with many now 
incorporating the use of CT scanning and MRI in their daily forensic practices, including in 
Sweden, Japan, the UK, the US and in Australia. In the US, New Mexico was the first in the 
nation to adopt such practices, and is unique in the US as having both CT scanners and MRI. 
New Mexico is also leading the research in postmortem MRI studies through work on a project to 
improve postmortem tissue imaging.  

3.3.7 Malaysia 

In Malaysia, coronial investigations are referred to as ‘inquiries into death’ and are governed by 
Chapter 393 of the Criminal Procedure Code (CPC).  

It is the duty of the police officer who has been notified of a death to arrange for a postmortem 
examination to be conducted. Similar to other jurisdictions, and depending on the circumstances 
of the case, a postmortem examination may just entail external examination. Section 330 of the 
CPC provides that this needs to happen where the police officer has reason to suspect that the 
deceased has died: 

• in a sudden or unnatural manner 

• by an act of violence, or 

• by an unlawful act or omission on the part of any person.  

In these instances, the police officer is directed under the CPC to contact the nearest government 
medical officer or forensic pathologist to arrange a postmortem examination. However, the code 
also endows the police officer with a level of discretion, noting that if they are satisfied that the 
cause of death is by accident, they may immediately direct the body be buried.  

In Malaysia, there is no full-time dedicated coroner or Coroners Court. Instead, Magistrates act in 
a role similar to a coroner while police perform all routine death investigations. The forensic 
examination components of the coronial process are performed by a government medical officer 
or forensic pathologist employed by the state’s National Institute of Forensic Medicine. 

Although section 330 of the CPC provides for investigations to be initiated where there is 
reasonable evidence to believe that the death was caused by ‘unlawful act or omission on the 
part of any person’, largely death investigations in Malaysia are focused on deaths caused by 
intentional violence.61  

The Standard operating procedures of forensic medicine, which apply to the work of forensic 
pathologists employed by the state’s National Institute of Forensic Medicine, are silent on any 
specific religious considerations that need to be taken into account during the postmortem 
examination. However, the mortuary records the ethnic group and religion of the deceased in 
addition to all other standard demographic data that would be captured in other jurisdictions. The 
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laws on ‘inquiries into death’ articulated in the CPC is similarly silent on any religious 
considerations regarding the handling of the body. 

Academic research on the forensic investigations process in Malaysia postulates that as Malays 
are the predominant ethnic group (comprising 60 per cent of the population) and practise Islam, 
religious and cultural sensitivities are taken into consideration with postmortems only being 
performed if there is a reasonable requirement to do so.62 Similar to the other jurisdictions 
mentioned in this paper, Malaysia’s National Institute of Forensic Medicine is equipped with some 
modern autopsy equipment, including postmortem CT scanning equipment. However, due to a 
lack of health infrastructure in remote parts of the country, verbal autopsy (in compliance with 
WHO standards on the verbal autopsy process), has been implemented. The Orang Asal, for 
example, is a community of Indigenous Malaysians who live in remote rural communities and who 
practise Islam. Due to their distance from health facilities, deaths within this community are 
predominantly certified by police. In these communities, the chief of the village, or Tok Batin, 
performs an instrumental role in consulting with families before the verbal autopsy interview 
commences.63 

3.3.8 India 

Sections 174 and 186 of the Criminal Procedure Code of India stipulate the processes police and 
Magistrates must follow, in initiating the death investigation process. Autopsies are permissible in 
the following instances: 

• to find out the cause of death 

• to find factual, objective, medical information for law enforcement agencies and the court 

• to allow proper recovery and preservation of evidence 

• to document injuries and disease 

• to determine the manner of death 

• to ascertain the time of death 

• to reconstruct the crime scene 

• to provide a correlation of facts and circumstances related to the death 

• to help in identification of the victim, et cetera.64 

In India, consent from next of kin is not required for medico-legal postmortem examination, and 
there is limited scope to take into consideration the views of bereaved relatives. In fact, medical 
officers performing autopsies can even initiate a second postmortem examination where required, 
this is uncommon but can happen.65 

However, academic articles note a growing trend in forensic practice in India, in working towards 
active participation of bereaved families in the process with regards to taking into consideration 
their views in how autopsies are conducted.  

In a 2013 study conducted by the Department of Forensic Medicine with bereaved relatives in the 
rural district of Haryana who had experienced the death investigation process, the top three 
reasons for families objecting to autopsies were: due to court and police involvement; that there 
was no use for them understanding the cause of death; and due to funeral delays. A high number 
of participants also cited disfiguration of the body as a reason against autopsy. In this particular 
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study, refusal on religious grounds was the least common reason cited.66 

India does not currently have virtual autopsy facilities but, as of late December 2019, is in the 
process of implementing CT postmortem technology in order to ensure ‘dignified management of 
a dead body’. This will likely be introduced by the All India Institute of Medical Science, New 
Delhi, and Indian Council of Medical Research in mid to late 2020.67 

3.3.9 Western African countries 

In Western Africa, within countries that were previously British colonies (such as Gambia, Ghana, 
Guinea, Nigeria and Sierra Leone), a largely common law approach to the coronial process has 
been adopted.  

In Ghana, for example, the Coroners Act 1960 (Act 18) mirrors a lot of the UK coronial legislative 
provisions and more broadly, characteristics of the UK coronial system. Act 18 provides that the 
coroner is the head of the death investigation system (see section 1 of Act 18) and specifies the 
personnel required to assist the coroner in their investigations, which includes: the police’s 
investigating officer (section 4 of Act 18) and a registered medical practitioner (section 7 of Act 
18). 

Section 1 of Act 18 provides that it is mandatory for a coroner to be notified of a death where the 
person has died a violent or unnatural death, or where the cause of death is unknown. Any death 
that occurred in a public institution (other than a hospital) must also be reported, regardless of the 
cause. However, a notable difference between the two jurisdictions is the deaths which are 
subject to coronial investigation. For example, unlike the UK, coronial investigations into deaths 
that occurred in hospitals in Ghana are not mandatory and any decision on further examination 
(including potentially a direction autopsy) is at the discretion of the next of kin.  

At the district level in Ghana, autopsies are performed by registered medical practitioners, but the 
majority of cases are referred to larger hospitals to be handled by the country’s few pathologists. 
The pathology system in Ghana is strained, with a large number of autopsies being performed 
compared with the relative number of staff available to service demand. Within Korle Bu Hospital 
(the biggest hospital in Ghana, located in the capital of Accra), pathologists perform between 
3,000 and 5,000 autopsies every year, which comprises 80 per cent of their workload. It should 
be noted that the pathologists at this hospital are not forensic pathologists.68 

There are evident issues in metropolitan and regional areas of Ghana with regards to the 
regulation of forensic pathology practice. However, issues of access to forensic pathology 
services are intensified in remote and rural Ghana where there is limited health infrastructure. As 
well as limited health infrastructure, a crucial role for coroners and pathologists performing 
autopsies in this area is the ability to understand varying religious and cultural beliefs, and work 
with key religious leaders to ensure autopsies can happen where needed.  

More widely, across remote and rural parts of Western Africa, villagers practise ancestral 
traditional beliefs that require specific rituals to be undertaken in relation to the handling of the 
deceased, which are often at odds with the coronial process. Burials and autopsies that have 
taken place without the prior consent of relatives has caused mistrust between the key coronial 
stakeholders and villagers.69 A lack of knowledge and distrust felt by villagers has led to deaths 
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and corpses being hidden, which has been dangerous in instances of pandemics (including the 
2014 Ebola outbreak).70 The continuation of end-of-life rituals, in addition to the practice of 
scarification used by healers to treat Ebola, in this instance contributed to the spread of the 
disease.71  

Academic research on the Ebola outbreaks within Western Africa in 2014 have reflected on the 
fact that better sociocultural engagement could have led to better negotiations with village leaders 
that would have likely prevented further disasters and led to fewer outbreaks and less violence.72 
The lessons learned from practitioners working in this area emphasised the importance of an 
approach that incorporated less invasive technologies, such as virtopsy, along with sustained 
sensitive communications and engagement with villagers to understand and respond to their 
cultural and religious beliefs.73 Engagement with village leaders or influential figures (including 
chiefs, village heads, pastors, religious or spiritual leaders, and healers) was also identified as an 
essential method in ensuring information could be disseminated to community members.74 

3.3.10  Forensic autopsy practices in the Middle East  

The medico-legal death investigation system in the Kingdom of Saudi Arabia (KSA) is the only 
system in the world that is exclusively derived from an Islamic Judiciary based on Shari’ah law.75 
Usually, autopsies are rejected by the majority of bereaved relatives in the KSA. However, by 
law, prosecutors in the KSA still have the authority to order an autopsy without the consent of 
relatives, where there is a high element of suspicion or an unnatural death.76 

However, noting the incorporation of Shari’ah law into everyday life, the performance of autopsies 
in KSA has different requirements than in other jurisdictions. Notably, doctors performing 
autopsies must, as much as possible, restore the appearance of the body to its pre-autopsy 
state.77 

Only one forensic centre has been established in Kuwait. Similar to KSA, the practice of forensic 
pathology is heavily influenced by social and cultural practices, which pressures forensic 
pathologists to, as much as possible, avoid performing autopsies. In fact, in Kuwait, a permit to 
perform autopsy on a cadaver must be obtained from the Ministry of the Interior.78  

In Egypt, forensic medical examiners working for the Egyptian Forensic Medicine Authority 
perform death investigation. The extends to internal and physical examination of the body, as well 
as crime scene visits. Of the around 150 forensic medical examiners registered with this 
authority, 50 per cent work in other Arab countries, including in the KSA and Kuwait.79 

Notably, the practice of autopsy in Egypt is much more routinely accepted by bereaved relatives, 
compared with other Muslim majority countries such as the KSA and Kuwait. In these countries, 
forensic autopsy is permissible in specific circumstances, in alignment with the law and especially 
in the assistance of criminal investigations. However, in Egypt families are much less likely to 
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object to autopsy which academics hypothesise may be due to ancient and cultural traditions of 
embalming being well understood and accepted in Egyptian society.  

A summary of these findings is provided in Table 2 (summary of jurisdictional analysis on coronial 
law) of Appendix B.  

3.4  Religious tribunals 

Although there is no scholarly consensus over what constitutes a religion, a central theme of 
most religions is the recognition of systems of behaviours and morals, sacred texts, religious 
leaders, and places of worship.80 

Outside core religious belief systems and sacred texts, some religions specify practices and rules 
that apply to daily life. More than just religious texts, these practices and rules are observed as 
law. For example, for Muslims, Shari’ah law ‘guides all aspects of Muslim life, including daily 
routines, familial and religious obligations, and financial dealings’.81 Additionally, for Jewish 
people, Halakha guides the everyday life of Jewish people.  

The extent to which these religious laws are formally recognised by civil law varies from 
jurisdiction to jurisdiction. Even when not formally recognised by a legal system, these laws are 
still observed by members of the faith, and there are therefore opportunities to facilitate increased 
dialogue between legal and religious bodies, to ensure that where possible, legal bodies 
accommodate a culturally appropriate response. 

The below sections outline the respective approaches taken by various jurisdictions in responding 
to religious laws.  

3.4.1 Shari’ah law, Sharia Councils and Muslim Arbitration Tribunals 

Internationally, jurisdictions have taken varying approaches regarding the extent to which 
religious laws are incorporated into civil law. For example, in England, Shari’ah law has been 
recognised (to the extent that it is consistent with and adheres to the recognised common-law 
system) through Muslim Arbitration Tribunals. 

Muslim Arbitration Tribunals were established in 2007 through amendments to the Arbitration Act 
1996 (UK) and provide a mechanism for alternative dispute resolution, which deals with Islamic 
sacred law while still operating in the context of the English legal system.82 The tribunals deal 
specifically with matters relating to: Islamic religious divorce and family disputes; forced 
marriages; commercial and civil arbitration; inheritance and Islamic wills; and mosque disputes. 

The tribunals cannot deal with matters relating to civil divorce proceedings, child custody, or 
anything relating to criminal law. Although overseen by an Islamic scholar and a qualified lawyer, 
the decisions of the tribunal are not strictly enforceable in their own right. The tribunals are not 
overseen by the UK Government and orders need to be enforced by either the County or High 
Court.  

In Singapore, the Administration of Muslim Law Act 1968 provides for the administration of 
separate law specific to the Muslim population only. The Act defines the functions and powers of 
the three institutions that administer this law: the Islamic Religious Council of Singapore; the 
Registry of Muslim Marriages, and the Syariah Court. However, their jurisdiction is limited to the 
following matters: distribution of a deceased person’s estate in accordance with Islamic law and 
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matters relating to marriage law (incorporating religious divorces; betrothal, nullity of marriage or 
judicial separation; the division of property on divorce; and, payment of marriage expenses and 
maintenance).83  

However, none of these jurisdictions specifically addresses Shari’ah law recommendations or 
rulings, as they relate to the intersection between the religious law and coronial process.  

3.4.2 Beth Dins 

Within England and the United States, the respective Beth Dins or Rabbinical Courts (the United 
Synagogue in England and the Beth Din of America in the United States), oversee arbitration 
between Jewish people on civil or commercial matters; religious divorce; and, conversion 
matters.  

Generally, these jurisdictions take the approach that religious divorce is separate to, and must 
happen concurrently with, civil law divorce and that arbitration must be enforced by a common-
law court. However, on the whole, both England and the United States are generally observed as 
upholding arbitration decisions made in a Rabbinical Court. In England, arbitrations take place 
within the framework of the Arbitration Act 1996 and therefore conform to procedural aspects of 
English arbitration law. In the United States, research of case law decisions regarding challenges 
to decisions made by respective Beth Dins indicate a preference in favour of upholding the 
decision made by the Beth Din.84 In fact, American case law demonstrates that the onus of proof 
is on the party challenging the validity of the judgement of the Rabbinical Court. 85 

3.4.3 Religious laws and Australia 

One of the key drivers of greater recognition of religious laws in these legal systems was the fact 
that a large portion of the population was already adhering to religious laws that had no regulation 
and therefore no protection offered by the common-law system.86 It should be noted that legal 
plurality is not recognised in Australia, and this section has been incorporated not to challenge 
the legitimacy of the law, but to examine best practice examples of jurisdictions responding to 
religious laws – in order to facilitate an understanding of how religious laws can be meaningfully 
addressed in compliance with Australian law.  

In Australia, Beth Dins operate in each state and territory. However, whereas they may have a 
more legally enforceable jurisdiction in other countries, in Victoria the Melbourne Beth Din serves 
as providing guidance on Halakha and advising on religious divorce and conversions.  

In Victoria, the Melbourne Chevra Kadisha87 advises and liaises with the Coroners Court and 
assists with notifying next of kin to enable the coroner to make a decision as to whether to 
perform an autopsy as soon as practicable. 

Similarly, in Australia, the Australian National Imams Council (as well as the Council of Imams in 
each state and territory), provides guidance on the day-to-day affairs of the Islamic community 
and address the concerns of the community. Shari’ah law is not formally nor legally recognised in 
Australia, but the respective councils do work in partnership with the Muslim Legal Network to 
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provide advice on Islamic and legal wills, and facilitate non–legally binding mediation and 
arbitration services.  

In Victoria, the Islamic Council of Victoria provides guidance on caring for Muslim patients and, in 
light of the COIVD-19 pandemic, has also recently consulted with Muslim Health Professionals 
Australia, the Australian National Imams Council, religious leaders, and funeral directors in 
Victoria, to develop Recommendations and guidelines of the burial process on the COVID-19 
deceased.88  

In addition, initiatives such as the Judicial Council on Cultural Diversity assist Australian courts, 
judicial officers and administrators to positively respond to the needs of culturally and linguistically 
diverse clients. In their 2016 report, Cultural diversity within the judicial context: existing court 
resources, the Judicial Council on Cultural Diversity noted that a number of courts at the federal 
and state level have adopted the International Framework for Court Excellence. The framework 
recognises the importance of Courts incorporating: an approach that addresses the complexities 
and barriers experienced by different client groups; a flexible model of service delivery that 
accommodates the needs of each individual; and a role in providing information and linking 
clients to community organisations and support services.89 The Judicial Council also notes that 
many jurisdictions are starting to adopt bench books relating to equality before the law.90 

Globally, there is increasing consultation between the judiciary and members of religions outside 
formal legal meetings, which is important in facilitating dialogue on religious law and its 
intersections with the common law. For example, for the last three years the Muslim Legal 
Network, Judges of the Supreme Court of New South Wales and other court members and legal 
professionals have attended a service at the Auburn Gallipoli Mosque at the start of the new law 
term.91 Similarly, the Great Synagogue in Sydney also holds a law Shabbat Dinner that is 
addressed by the Chief Justice of the Supreme Court.92 A similar event is held in Melbourne 
between the judiciary and Victorian Jewish community.  

Within the Victorian coronial system, increased and ongoing consultation with the key religious 
organisations including the Islamic Council of Victoria, Melbourne Beth Din and Melbourne 
Chevra Kadisha, as well as all other peak religious bodies such as the Buddhist Council of 
Victoria and Hindu Society of Victoria, could be a way of ensuring greater religious and cultural 
consultation and therefore improved responsiveness of the coronial process to a diverse range of 
cultural and religious beliefs.  

During stakeholder consultation for this project, religious leaders also cited training they had 
undertaken with the Greater Metropolitan Cemeteries Trust, and that they would be open to 
receiving training from the Coroners Court and/or the entities that interface with it, to improve 
their understanding of the process for relaying back to their respective communities.  

3.5 Research on options for process improvement 

In addition to the incorporation of cultural and religious specific considerations into legislation, a 
number of other safeguards are explored below that could be considered in parallel to enhance 
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the ability of the coronial process to ensure greater sensitivity and observance of respect for the 
people impacted by this process. 

3.5.1 Cultural and religious preferences in respect of handling the body  

A majority of judicial bench books, practice handbooks and guidelines in various jurisdictions 
across Australia readily acknowledge the importance of considering culture and religion 
throughout the coronial process. However, most guidance issued by the Coroners Courts of each 
jurisdiction do not address specific cultural and religious considerations. Although each 
jurisdiction issues guidance to next of kin on process and timelines, it is unclear to what extent 
the process will interfere with observance of religious rites, and similarly, to what degree family 
can object to any parts of the process on the basis of cultural and religious grounds.  

The majority of religions observe end-of-life rites for the deceased, which they consider both 
sacred and necessary to prepare the deceased for their next journey. However, much of the case 
law and research on culture, religions and the coronial process focuses on the tension between 
religious views and the requirement for an autopsy. 

Beyond autopsies or postmortem examination, there are other components of the coronial 
process that may interfere with the rights of family to exercise sacred end-of-life rites. For 
example, in the Hindu faith, no jewellery, sacred threads or other religious objects should be 
removed from the body.93 Furthermore, guidance published by the Islamic Council of Victoria 
states that, where possible, the health professional attending to the body should be the same sex 
as the deceased.94 

While some key service providers (such as hospitals and aged care facility providers) issue 
publicly accessible guidance on end-of-life preferences for specific faiths, this appears to be 
missing in the guidance of Australian Coroners Courts and their interfacing entities. For example, 
in the United Kingdom, the National Health Service (NHS) has released guidelines called, 
Religion or belief: a practical guide for the NHS, that are designed to help health practitioners 
understand equality legislation and the role of religion or belief in the context of health care.95 
Similarly, within Australia, Queensland Health, in consultation with the Islamic Council of 
Queensland, developed specific guidelines for health practitioners caring for Muslim patients.96  

In Victoria, Mecwacare’s End-of-Life Clinical Pathway (which is used at all facilities), prompts staff 
to consider the cultural and spiritual needs of the client, and cultural consideration training is 
provided to all care workers, in line with the Residential Aged Care Palliative Approach Tool Kit. 
The End-of-Life Clinical Pathway also includes consideration of a case conference or care plan, 
which may incorporate an interpreter, and working with the client and family to understand 
cultural and religious beliefs and wishes, in respect of end-of-life planning.  

It should be noted that, although it is not publicly accessible, the Victorian Coroners Court has its 
own internal guidelines and publications on how to ensure a culturally sensitive approach when 
handling the body of a deceased member of the faith and in communicating with families from 
different cultural and religious backgrounds. This may be the case for other jurisdictions as well.  

 
 
93 Rutty, J.E., (2016) ‘Religious attitudes to death and postmortem examinations’ in: Burton, J. and Rutty, G, The hospital autopsy (Hodder Arnold 

Publication, 3rd edition, 2010), pg. 48.  

94 Islamic Council of Victoria, Caring for Muslim patients (April 2016) <https://www.icv.org.au/caring-for-muslim-patients/>.  

95 National Health Service, Religion or belief: a practical guide for the NHS (January 2009) UK Department of Health 

<https://www.clatterbridgecc.nhs.uk/application/files/7214/3445/0178/ReligionorbeliefApracticalguidefortheNHS.pdf>. 

96 Queensland Health, Health care providers’ handbook on caring for Muslim patients, 2nd edition (2010) State of Queensland 

<https://www.health.qld.gov.au/__data/assets/pdf_file/0034/155887/islamgde2ed.pdf>. 

https://www.icv.org.au/caring-for-muslim-patients/
https://www.clatterbridgecc.nhs.uk/application/files/7214/3445/0178/ReligionorbeliefApracticalguidefortheNHS.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0034/155887/islamgde2ed.pdf


 Literature Review into the appropriate and responsive care of deaths in multifaith and multicultural communities
  

   

Page 37 of 61 Date: July 2020   

Furthermore, it should also be noted that the Victorian Coroners Court has a wealth of online 
resources available, which can be used as a starting point for improving and simplifying 
communications and process materials for CALD and multifaith cohorts.  

Feedback from stakeholder consultations during this project has indicated a preference for 
materials to be made publicly accessible so the community understands the Court’s level of 
knowledge of respective cultures and religions, and so that these communities can review and 
contribute to these materials as necessary. Training for both coronial stakeholders and cultural 
and religious leaders could also ensure greater access to coronial process information, as well as 
confirming that any materials developed are fit-for-purpose for communities and easy to 
comprehend.  

3.5.2 Learning and development programs to facilitate improved incorporation of CALD 
and multifaith needs into the coronial process 

In addition to cultural considerations being incorporated into coronial legislation and regulations, a 
few international and domestic jurisdictions have compiled specific bench books that address 
equality before the law. For example, in the UK the Judicial College publishes the Equal 
treatment bench book; the Judicial Commission of New South Wales publishes the Equality 
before the law bench book; the Supreme Court of Queensland publishes the Equal treatment 
bench book, and the Department of the Attorney-General of Western Australia publishes the 
Equality before the law bench book. These bench books provide judicial officers with statistics 
and information about different cultures and potential barriers that may be faced in relation to 
equitable participation in court proceedings. They also provide guidance to judicial officers on 
how to consider this information in court.  

In Victoria, this information is contained in the Coroners Court bench book, which outlines cultural 
considerations in relation to the exercise of investigations by police (section 4.1.4.1), and in 
relation to responding to the needs of cultural and religious communities during the coronial 
process (section 6.8). 

Compared with other areas of law such as criminal and civil law, the volume of coronial caselaw 
is small. This means the Coroners Court bench book is not updated as frequently as bench books 
covering these other areas. In fact, the substance of the Coroners Court bench book has not 
changed much since 2008 with the introduction of the Coroners Act 2008 (Vic). Noting this, and 
the importance of ensuring that information within the bench book reflects best practice in 
addressing the needs of a range of client cohorts including CALD and multifaith communities, the 
Council has recommended that the Judicial College of Victoria be engaged by the Court to 
update the Coroners Court bench book. 

In addition to the bench book, which guides the practice of coroners, the Council has also 
identified the importance of ensuring that best practice processes for responding to CALD and 
multifaith communities within the coronial process are effectively incorporated into court induction 
processes and ongoing learning and development. This is supported by a number of 
recommendations proposed by Council, including that the Coroners Court and VIFM revise 
induction and training processes to more strongly align with the objectives of section 8(c) of the 
Coroners Act 2008 (Vic), in responding to the needs of multifaith and multicultural communities. 
The Council has also recommended that the Court, VIFM and Victoria Police work with cultural 
and religious leaders to develop training programs for staff involved in the coronial process.  

Additionally, the community told the Council that given the role that multifaith and CALD leaders 
take in educating their communities, it was vital to engage them in the coronial process, including 
through the Court meeting with and educating these leaders. Accordingly, the Council has 
proposed that the Court, VIFM, and Victoria Police provide coronial process training for Victorian 
cultural and religious leaders.  
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3.5.3 Stronger incorporation of therapeutic jurisprudence approaches 

Law reform commission reviews97 and academic reports98 acknowledge the importance of a more 
trauma-informed approach to the coronial process. Although the legislation in Victoria does not 
specifically refer to a therapeutic jurisprudence approach, this has largely been accepted in 
practice as an important component of the coronial process.  

Ian Freckleton QC, who is a member of the Coronial Council of Victoria and has made significant 
contributions to law reform reports on the coronial process in multiple Australian jurisdictions, has 
argued for a greater focus on principles of therapeutic jurisprudence and restorative justice in the 
coronial process. In particular, he states that this can be achieved by ‘creating a balance between 
achieving justice and reducing the potential from harm caused by the legal process’.99  

Michael King, a Magistrate at the Magistrates’ Court of Victoria and former lecturer at Monash 
University, who has written on the coronial system in both the Victoria and Western Australian 
jurisdictions, notes that the role of the coroner and the coronial process more broadly already 
delivers a therapeutic approach and that this could be further expanded to enhance the ability of 
the Coroners Court to exercise an ethic of care for impacted stakeholders.  

The current therapeutic outcomes of the Court is evident in the coroner’s role in determining any 
public health or safety issues arising from the death, and whether any preventive actions need to 
be taken to prevent future deaths.100 He notes that an enhanced restorative–justice based 
approach for the Court could include a combination of more intensive case management support 
for clients; inclusion of a family statement in the coroner’s findings; counselling support; and/or 
restorative justice conferences after the coroner’s findings have been made.101 The level of 
support provided could be scaled up or down, depending on the complexity of the case, that is, 
whether it is a coronial investigation or more complex coronial inquest. 

Arguably these approaches would require significant additional investment. However, they would 
also ensure both a long-term return on social and economic investment. Not only would these 
initiatives greatly improve stakeholder satisfaction with the coronial system, but they may work 
towards streamlining coronial investigation processes, and reducing the length and number of 
inquests.  

Therapeutic jurisprudence is vital to minimise the harm bereaved family members may 
experience due to the process. A restorative–justice based approach could also provide an 
opportunity for the expression of religious and cultural beliefs. 

Inclusion of bereaved relatives in the coronial decision-making process 

Research demonstrates that one way of achieving the balance between justice and the harm 
caused could be through stronger incorporation of the views of family into coronial proceedings. 
This was a finding of the Victorian Parliament Law Reform Committee (2006) and Law Reform 
Commission of Western Australia (2012) reviews into the respective coronial legislation of each 

 
 
97 For example, the Victorian Parliament Law Reform Committee’s 2006 inquiry into the review of the Coroners Act 1985, and the Law Reform 

Commission of Western Australia’s 2012 Review of Coronial Practice in Western Australia.  

98 See for example, Ian Freckleton, ‘Minimising the counter-therapeutic effects of coronial investigations: in search of balance’, Volume 16, Issue 3 

QUT Law Review, and Michael S King,’ Non-adversarial justice and the coroner’s court: a proposed therapeutic, restorative, problem solving 

model’ (2009) Research paper 30 Faculty of Law, Monash University.  
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state. Both reports highlighted the fact that a lack of timely and appropriate information led to a 
poor understanding by families of the coronial process, and their rights within this process.  

Despite strong support from coronial professionals and scholars for a trauma-informed approach 
that places bereaved families at the centre of the process, there is limited published data 
regarding family experiences of the coronial process. Of the studies available, survey results of 
families involved in the coronial process show that they express the most positive experiences 
where they feel involved in the process and allowed to raise opinions or questions.  

Doctoral research from the University of Sydney undertaken in 2012-13, explored the 
experiences of the family of the deceased who died as a result of a workplace fatality. This study 
surveyed families who expressed positive interactions with the coronial process, to understand 
what they valued most, which included that: 

1) they were provided with previously inaccessible evidence 

2) they felt treated with respect 

3) they were able to raise opinions or questions in the inquest, either directly to the coroner or 
through their legal representation 

4) the inquest identified previously undiscovered findings about the systemic failings that 
contributed to the death.102 

Conversely, family members felt the greatest dissatisfaction with the process where the inquest 
did not reveal anything further, or where the family was either legally unrepresented, or felt 
unable to challenge any of the key issues.103 

The outcomes of this research support the proposal for families to be more active during the 
inquest process, which could include the ability for them to voice their views on the circumstances 
of death, or be able to raise questions at various points in the process. 

This could also involve the Court inviting family members to write a paragraph for input into the 
coroners findings, describing their loved one in their own words. 

Restorative justice conferences 

Michael S King, a Victorian Magistrate and legal scholar, notes that restorative justice can refer to 
a collection of practices, the purposes of which are to, ‘provide an opportunity for victims and 
perpetrators of harmful behaviour to discuss, through a mediated encounter what happened, why 
it happened and what is to be done to remedy the situation’.104 

As the definition suggests, restorative justice conferences have mainly been adapted within 
criminal law jurisdictions. For example, in Victoria, the Children, Youth and Families Act 2005 
enables a child’s participation in a group conference, as a pre-sentence option, to provide the 
child with the opportunity to tell their story of what happened and how the offence has affected 
them. Participants in the conference (including the young person, their family, the victim, legal 
representatives, police informants and any community members) are invited to assist in 
developing an outcomes plan which will help inform sentencing.105 

 
 
102 Findings from the University of Sydney doctoral research project are summarised in Stephanie Dartnall et al., ‘An Opportunity to Be Heard: 

Family Experiences of Coronial Investigations Into Missing People and Views on Best Practice’ (November 2019) Volume 10 Frontiers in 

Psychology, pg. 3. See also: Lynda R Matthews et. al, ‘Bereaved Families and Coronial Response to Traumatic Workplace Fatalities: 

Organisational Perspectives’ (December 2015) Volume 40, Issue 3 Death Studies.   

103 Ibid.  

104 Michael S King, Above n 100, pg. 6.   

105 Children’s Court of Victoria, Group conferencing (July 2020) <childrenscourt.vic.gov.au/jurisdictions/criminal/group-conferencing>.  
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Additionally, within Victoria, the Family Violence Restorative Justice (FVRJ) service, facilitates 
restorative justice conversations for victim survivors of family violence. FVRJ staff meet with 
victim survivors to discuss their preferences, and to facilitate safe, restorative conversations 
around what happened and how to make the situation better. This may or may not include the 
perpetrator, depending on the preferences of the victim survivor.106 

Restorative justice within the settings of adult and youth criminal jurisdictions, as well as within 
victim support programs, are well established across many Australian jurisdictions, including in 
the ACT, New South Wales and Queensland.  

However, while many coronial jurisdictions in Australia employ a therapeutic jurisprudence 
approach, there are currently no coronial jurisdictions in Australia that use restorative justice 
conferences. 

Although there is no offender per se within a coronial setting, families may be aggrieved by a 
perceived lack of justice of the process, and they can be left with many unresolved questions. 
The Coronial Council’s 2017 reference into appeals reviews noted that families may often be 
unsuccessful in appealing coronial decisions, especially where there is a lack of legal grounds or 
an absence of an error of law. The 2017 reference found that families may decide to appeal 
decisions if they are frustrated with the outcomes and have unresolved issues or questions to be 
answered.107 This could be, in part, addressed through restorative justice conferences at the 
conclusion of the coronial process.  

A lack of closure from the process continues to be an ongoing issue felt by some families both 
within CALD and multifaith communities, as well as the broader Victorian community. One of the 
recommendations from the 2017 review was the Victorian Government fund a restorative justice 
program to enable families to resolve outstanding issues and questions following the conclusion 
of a coronial investigation. It was envisaged that this would both allow bereaved relatives the 
opportunity to have their questions answered after coronial findings have been made, and to 
address their sense of frustration with the outcomes. Although considered by the Victorian 
Government, this recommendation was not formally adopted. 

This sense of disenfranchisement with the process has long been acknowledged as a matter for 
resolution in order to minimise the harm experienced by bereaved relatives within the process. 
Ian Freckleton QC recognises that a number of matters throughout the process combined can 
exacerbate the grief experienced by families throughout the process: 

‘It has become apparent that disenfranchisement from the process by inadequate communication 

from a court, by excessive inhibitions on providing information to a court, by lack of legal 

representation, and by delays and erroneous or unclear findings are experienced as toxic by many 

family members. Similarly, a failure to respect cultural and religious sensibilities and a propensity to 

prioritise throughput and resolution of cases over acknowledgment of the sensitive and individual 

circumstances of a death can arrest and distort grief, giving a fillip to anger and a propensity to make 

accusations and allegations, some of which may be based more in suspicion than in fact. Such 

experiences can disillusion family members, causing them to doubt the authenticity of the Coroner’s 

role and the rigour, thoroughness and independence of a coronial inquiry.’108 

Michael S King notes that restorative justice conferences could equally be applied within the 
coronial context, providing an opportunity for meeting in a safe, non-adversarial environment that 
would enable bereaved relatives to talk to coroners about how the process has affected them, 
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and reach an agreement as to any further therapeutic or support measures that could be 
engaged to better enable healing and closure for bereaved relatives.109 

In compiling the report for the previous reference, the Council reached out to RMIT’s Centre for 
Innovative Justice (CIJ), which provided a submission on the operations of restorative justice 
conferences and best practice implementation of this within a coronial context. Since that time, 
CIJ has established Open Circle, a restorative justice body that can provide independent 
restorative justice conferencing services, as well as advice on developing restorative justice 
programs.  

Within the current reference, the Council also met with CIJ to discuss restorative justice 
approaches. As raised in their submission for the previous reference, CIJ reiterated that the 
dissatisfaction of some families with the coronial process was often due to the fact that it did not 
meet their justice needs. They noted that to resolve this, families often sought formal appeal or 
review processes, which again failed to redress their sense of injustice with the process. 

Consultation with multifaith and CALD communities has shown that this remains an issue for 
some families, and therefore the Council has again recommended that the Victorian Government 
consider funding a restorative justice conference program for families on an opt-in basis to use at 
the conclusion of the coronial process.  

The Council proposes that the restorative justice conference be supported through existing 
avenues such as the family liaison officers and medical liaison officers, in addition to the 
proposed role of a multicultural and multifaith engagement officer and a potential counselling 
service. The Council recognises that restorative justice is complex, and that a critical factor for 
success is that families are well supported by experienced staff throughout the conference 
process. The Council recommends that further work be undertaken, possibly through a new 
reference, in partnership with CIJ to develop a restorative justice conferencing model. A 
conference with coroners at the conclusion of the process will also alleviate any potential 
concerns for coroners regarding impartiality of coronial findings.  

Within the context of the CALD and multifaith communities, these conferences will provide 
families with a powerful opportunity to express their views in relation to the impact of the coronial 
process on their cultural and religious beliefs.  

3.5.4 Development of a counselling service that is finely tuned to cultural and religious 
needs 

Improved access to counselling and support services 

The degree of counselling and support services available to families in the coronial process 
varies across Australian jurisdictions.  

A dedicated Coroners Court funded counselling service is provided in the Australian Capital 
Territory, New South Wales (and specifically within the Newcastle Coroners Court), Queensland, 
South Australia and Western Australia. In Tasmania, bereaved relatives are referred to external 
counsellors for support.  

In New South Wales, Queensland, South Australia, and Western Australia, counselling services 
are focused on assisting bereaved family members understand the coronial process, as well as 
providing support by attending formal identification and viewings. Short-term grief counselling is 
also provided but the process supports referral to external (unfunded by the Court) counsellors 
for longer-term support. In contrast, the ACT funds Relationships Australia to provide counselling 
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from their offices for a period including the inquest process and up to three months after this has 
concluded.  

Currently, within the Victorian Coroners Court, Family Liaison Officers are tasked with providing 
information to family on coronial processes and timelines, as well as providing advice on external 
counselling and support services. Similarly, within the VIFM, Medical Liaison Nurses are trained 
and experienced in clearly communicating medical procedures and terminology in a sensitive 
manner to distressed families during the initial stages of the coronial investigation. This typically 
happens within the first 48-72 hours, depending on the family’s preferences for communications. 
Many of the nurses have a background working in intensive care and are trained in grief 
counselling. However, there is currently no dedicated counselling service supported by the Court 
itself and counselling is facilitated by way of referral to external services.  

In a Charles Sturt University study of bereaved relatives’ experiences with the Sydney Coroners 
Court, almost three-quarters of participants recommended legal and counselling services but felt 
that Court professionals and police should check whether families were aware that they could 
access these services.110 

In Victoria, there are no on-site counselling services provided by the Court itself, and counselling 
is facilitated by way of referral to external services. These are not funded by the Court but a 
number are funded through the Victorian Government, through agreements with the Department 
of Health and Human Services, and some are funded by the Commonwealth Government or 
charitable organisations, or a combination of these resource streams. 

The majority of bereaved relatives who interact with the Court will be referred to the Australian 
Centre for Grief and Bereavement. However, agency referrals depend on the circumstances of 
death. For example, for findings of suicide, next of kin and relatives are directed to speak to either 
the Suicide Hotline or Support After Suicide. Similarly, for parents of deceased children, the Court 
may refer them to Compassionate Friends. Other specific agency referrals may include: Road 
Trauma Support Services and SIDS and Kids Victoria.  

The need for dedicated counselling expertise at the Court was also considered by Council’s 2017 
appeals review.111 Council acknowledges that the provision and location of a counselling service 
needs further work to ascertain the best model to deliver therapeutic outcomes for bereaved 
relatives. This would include consideration of whether counselling should be delivered on or off 
site, the duration of engagement, as well as the extent of services offered. 

Considerations of what such a service might look like 

The role of such a service would likely be to provide client-focused, short-term, early intervention 

support for people experiencing a sudden, unexpected death. It would aim to assist people with 
adversities arising as a direct result of their bereavement and help them manage the impact on 
their lives. Potential support offered by this service could include:  

• understanding the Coronial and postmortem processes 

• facilitating access to information around the cause of death 

• supporting formal identifications, viewings and memory collation 

• providing grief support, guidance and resources for adults and children 

 
 
110 Dartnall et al., Above n 102, pg. 8.  

111 Coronial Council of Victoria, Fourth reference: rights to appeal coronial findings and re-open investigations (July 2020) Victorian Government 

<https://www.justice.vic.gov.au/justice-system/courts-and-tribunals/coronial-council-of-victoria-fourth-reference-rights-to-appeal>, see for example 

recommendation 4 on pg. 46.  

https://www.justice.vic.gov.au/justice-system/courts-and-tribunals/coronial-council-of-victoria-fourth-reference-rights-to-appeal


 Literature Review into the appropriate and responsive care of deaths in multifaith and multicultural communities
  

   

Page 43 of 61 Date: July 2020   

• speaking with schools or workplace 

• providing referrals to other support services or local counselling services. 

Any requirements for longer-term support (that is, support required beyond six to 12 months after 
the coronial process has concluded) could be assessed through this process, with referrals 
provided to the appropriate community support agency or specialist bereavement service.  

Within the context of considering best models of support for CALD and multifaith communities, it 
is important that any model engages counsellors or support workers from diverse ethnic and 
religious backgrounds, and that interpreting support is provided at counselling appointments 
where required.  

3.5.5 Strengthened communications between the Court and bereaved relatives, 
including the communication of sensitive information 

Communications 

Effective communication and consultation with families by coronial staff plays an important role in 
minimising the pain and suffering of a sudden death.  

As part of the Law Reform Committee’s 2006 review of Victoria’s coronial legislation (the report), 
Myndscape Consulting undertook interviews with stakeholders about their experiences with the 
coronial process. Responses demonstrated that families did not understand the roles, functions 
and processes of the coroner, which exacerbated their difficulty with the process.112 Study 
participants said that clear information was important to help them regain a sense of control 
during their difficult time of grief.113 

The report also set out feedback from family members about their needs to receive prompt and 
sensitive communication about the coronial process and steps involved in investigation.114 This is 
particularly important when communicating with culturally and religiously diverse people about the 
processes of exhumation, autopsy and access to the body of the deceased, and how this will 
affect the release of the body for burial or cremation. Under section 22 of the Coroners Act 2008 
(Vic), a coroner has control over the body and the family does not have access until the body is 
released for burial or cremation. In the study conducted, many participants stated that they would 
have been able to cope with delays to accessing the body, and the investigation in general, if the 
reasons for delays were communicated and an expected time frame provided.115 

The Coroners Court of Victoria has, within the last year, introduced a survey to collect feedback 
from bereaved relatives. The most recent data from April 2020 indicated all survey participants 
felt that the Court treated them with respect, and just under 90 per cent felt the information 
provided by the Court was clear and easy to understand. However, 21 per cent felt as though 
they were not kept adequately informed of the progress of the case, and nine per cent expressed 
that their individual preferences and values (including cultural and spiritual) were not considered.  

The qualitative aspects of the survey indicated the value placed on communications with, and 
support provided by, staff. Survey participants made the following comments: 

• ‘In all our dealings with the staff of the Court, we were treated with dignity, respect and 
compassion and the processes at each stage were explained fully.’ 

 
 
112 Victorian Parliament Law Reform Committee, Coroners Act 1985: Discussion paper (April 2005) pg 430. 

113 Ibid.  

114 Ibid., pg. 429.  

115 Ibid.  



 Literature Review into the appropriate and responsive care of deaths in multifaith and multicultural communities
  

   

Page 44 of 61 Date: July 2020   

• ‘During this very emotional period following my daughter’s death, I felt I was treated with 
utmost consideration and respect throughout the whole process of the coronial inquest’. 

Other qualitative aspects of the survey highlight the need to improve the length of the process; 
the time taken to issue a death certificate; and communications with Victoria Police (including 
when evidence/artefacts belonging to the deceased could be released and the way information 
had been captured in the police brief).  

This survey will be instrumental in improving communications and in identifying areas for process 
improvement, to better respond to the needs of bereaved relatives. 

Improved approaches to communicating to sensitive information 

Enhanced communications between the Court and bereaved relatives regarding sensitive 
information (such as where the individual may have contributed to the circumstances of their 
death) or deaths of a particularly complex nature (for example, suicide), are especially important 
when communicating to families of a specific faith or ethnicity. 

The majority of religions see suicide as a sin against life and the body. Historically, Christianity 
and Judaism would not allow members of the faith who had committed suicide to be provided 
with a religious funeral and burial. Additionally, from a cultural perspective, suicide is a sensitive 
topic as it is currently illegal in 25 countries, and punishable in 20 of the countries where Islamic 
or Sharia law is followed.116 

A study conducted in Ireland with families bereaved by suicide looked at their experiences of the 
coronial process. One of the key findings of this study was that ‘a lack of information heightened 
emotional responses’.117 The researchers concluded through the study that the process could be 
strengthened by: informing family members of the main aspects and purpose of the inquest 
process beforehand; ensuring the privacy and comfort of the bereaved relatives throughout the 
process; and restricting graphic evidence being heard so as to minimise distress.118 

Although outside the control of the Court and its interfacing entities, stakeholders consulted 
throughout this project commented that the exact type of suicide being printed on the death 
certificate was particularly distressing for family members, exacerbating the grief already 
experienced through the coronial process. The Council has previously provided 
recommendations on communicating sensitive information, and this continues to be a sensitive 
issue, and in the context of this reference, felt keenly by multifaith and CALD communities. 

Engagement between the Coronial Council and Births, Deaths and Marriages (BDM) during the 
review process indicated that a way of addressing this concern might be through BDM developing 
an abridged death certificate in addition to the full form of the death certificate, which can be 
provided to third parties, and omits any graphic information in relation to the cause of death. 

It should be noted that BDM is currently evaluating a pilot that was undertaken to enable BDM, 
with the permission of families, to notify relevant agencies and service providers of death 
registrations. This will greatly reduce the burden on bereaved relatives, enabling service 
providers to contact bereaved relatives to confirm next steps. The Council notes that this work will 
be instrumental in providing greater support to bereaved families, especially in the 
communication of sensitive information. 
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3.5.6 Improved privacy requirements 

Coronial proceedings are deemed as being in the public interest and are therefore held in public 
and exempt from privacy legislation. For this reason, proceedings present privacy concerns for 
individuals whose personal information may be contained in the documents considered by a 
coroner. Academic research also demonstrates the role that proceedings can play in 
exacerbating the distress and grief of bereaved families and friends.119 

In Victoria, coroners are exempt under section 6 of the Privacy and Personal Information 
Protection Act 1998 while carrying out coronial functions. Furthermore, section 73(1) of the 
Coroners Act 2008 (Vic) states that coronial findings, comments and recommendations made 
through an inquest must be published on the internet unless otherwise ordered by a coroner.  

Coroners receive frequent requests for information. Many of these requests derive from relatives, 
and others from lawyers representing interested parties. Other requests may come from external 
parties such as insurers, the media, television producers, and researchers.  

Under section 115(2) of the Coroners Act 2008 (Vic), the coroner has the power to grant access 
to coronial records to a person requesting it where the coroner considers it appropriate and a fee 
is paid. Whether access is appropriate is assessed on the basis of: principles of open justice; the 
effect on the bereaved relatives; the connection the requesting party has to the proceedings; the 
reason access is sought; and, any other relevant matter the coroner deems necessary.  

Academic research notes that the digital age has led to coronial decisions globally being 
published online, showing a modern interpretation of what open justice means within the 
Coroners Court.120 Essentially, what was previously a largely invisible though public process has 
become much more visible and accessible to people outside the proceedings.121 In Australia, this 
has been particularly prevalent in high profile cases such as the 2015–16 inquests into the 
Sydney Lindt Café siege deaths.  

This was also prevalent in the media coverage of the death of Aya Maasarwe, a Palestinian 
student who was brutally murdered in Bundoora. Despite Islamic end-of-life practices stating that 
the condition of the body was not to be discussed, the details of Aya’s murder as uncovered 
through the criminal investigation process were highly publicised by the media during the trial. 
This shows a need to ensure greater regulation over media reporting on information the subject 
of criminal investigations and potential future coronial investigations, to enable greater sensitivity 
and respect for the bereaved relatives and their respective cultural and religious traditions.  

In Victoria, section 73(1) of the Coroners Act 2008 (Vic) states that coronial findings, comments 
and recommendations made through an inquest must be published on the internet unless 
otherwise ordered by a coroner.  

In a study of the 15 bereaved relatives’ experiences with the Sydney Coroners Court, the media 
focus on the case, especially where reports were inaccurate or sensationalist, provided a source 
of great stress and concern for family members.122 Other study participants cited the difficulty of 
having members of the public sit in the gallery area while family members provided statements.123 
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Open justice is an important principle underpinning the coronial process, but there needs to be a 
balance between this and the rights of the family as it relates to disclosing personal information 
that may cause unreasonable distress.124 In the absence of any express privacy provisions for 
families within coronial legislation, coroners need to balance these sometimes competing 
principals to ensure that any release of personal information is essential to aiding the 
investigation or preventive outcomes sought.125 

Dedicated prayer rooms, family breakout rooms, and other designated family spaces, could work 
to afford greater privacy and comfort to bereaved family members during this distressing time. 
Additionally, the Council notes the re-traumatising role that insensitive and erroneous media 
reporting can have on bereaved relatives during a particularly difficult time of their life. To that 
effect, the Council has identified the importance of educating the media on the potential 
ramifications of inaccurate and/or sensationalist reporting, and propose that this could be 
achieved through a protocol between the Coroners Court and the media.  

3.5.7 Preferencing other methods, including digital scanning and other technologies, 
over internal autopsy  

One of the key issues around postmortem examination is not only that it interferes with the 
practice of specific cultural and religious beliefs but also that bereaved relatives do not have an 
accurate understanding of why an internal autopsy may be required. Often police officers, 
medical liaison nurses and family liaison officers within the Victorian Coroners Court are tasked 
with informing family of next steps, but due to communication difficulties, relatives may not 
understand coronial procedures and timelines. Often, next of kin or relatives may ask for 
information that is difficult for staff to answer. For example, staff are unable to explain the 
information that will flow from the forensic pathologist undertaking an internal autopsy, and they 
are rarely able to anticipate what the coroner could conclude without an internal autopsy.126 

Generally, internal autopsies are predominantly performed to ascertain: natural death causes; 
accidental deaths; and if the death is caused by a disease that could be prevented. Typically, 
death by unnatural causes (such as homicides and suicides) will be apparent from the scene and 
eyewitness accounts.127 However, many internal examinations may be conducted in cases of 
suspicious death by homicide, or following surgical complications.  

To date, some jurisdictions have, on limited occasions, opted for a less invasive postmortem 
using cross-sectional imaging through MRI and CT technology. In the UK, this has been used 
where the family objects on religious grounds and is able to bear the cost of the scan.  

However, preferring this type of postmortem examination, especially in cases involving religious 
or cultural objections, is increasing in practice within Australia. Since 2010, VIFM has used CT 
scanning techniques, which have reduced the need for full autopsy in many cases. Over the past 
10 years, the percentage of coronial cases in Victoria requiring autopsy has reduced from 80 per 
cent to less than 50 per cent,128 which is due in part to the implementation of more case reviews, 
case management meetings and postmortem CT scanning.  

In their review of the postmortem examination process, Barnes and Carpenter discuss the need 
for coroners and pathologists to engage in greater discussion with bereaved families about the 
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process, and what they actually need from the investigation. They postulate that internal 
autopsies play an important role in death investigation, but that this must be critically balanced 
against what the coroner is seeking to establish or advance through the autopsy – and for the 
reasons to be communicated to bereaved relatives.129 

This is already happening in Victoria. Victoria has incorporated the use of CT scanning and other 
technological approaches in its daily forensic practices, which has reduced the need for more 
invasive procedures and the amount of tissue required to be retained in coronial investigations. 

Additionally, a common practice is for discussions to be held with the family, particularly on 
whether they would prefer the outcome to be that a precise cause of death is determined, or 
whether they would accept a more general finding (such as natural causes). These views are 
taken into consideration and relayed to the coroner. 

However, in order to continue to reduce the number of invasive procedures, VIFM requires 
resourcing for new technology. Council has recommended that there be consideration of 
additional funding for improved digital imaging technologies, including photography and radiology 
(CT and MRI) to enable non- or minimally invasive postmortem analysis and diagnosis, facilitate 
the rapid issuing of medical certificates of cause of death, assist in case reviewability, improve 
evidence presentation in the courts, and ensure forensic pathologists are able to deliver on 
Council’s recommendations.  

3.5.8 Disaster victim identification exercises 

Disaster victim identification (DVI) refers to the formal and coordinated way multiple bodies are 
identified after a mass fatality.130 The DVI process and threshold varies from jurisdiction to 
jurisdiction. A disaster is ‘a serious disruption of the functioning of a community or a society 
causing widespread human, material, economic and/or environmental losses which exceed the 
ability of the affected community or society to cope’.131 

Currently, there is no international treaty governing the management of human corpses in 
instances of major natural disasters. The International Committee of the Red Cross and the 
World Health Organization advise against mass burials in the case of major disasters, as this 
exacerbates the difficulty of the DVI process and prevents bereaved relatives from performing the 
relevant funeral rites in accordance with their religious and cultural beliefs.132 

Both the UK and Australia are members of the DVI standing committee within Interpol, which 
develops policy and manages overseas requests for assistance when mass fatalities occur. The 
Interpol guidelines provide formal processes for the collection and comparison of antemortem 
and postmortem data and are followed by 194 member countries.  

The identification of victims in disaster situations is considered not only a mark of respect for the 
deceased but also for bereaved relatives. Additionally, beyond being a mark of respect, 
identification may be required legally in estate and/or inheritance law matters.133  

A number of procedures are employed by Interpol and other agencies to assist in the 
identification of victims in a large-scale disaster. The quality of postmortem data will depend on 
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the degree to which human remains are damaged and the time human remains have been left 
exposed.134 Interpol notes the importance of both religious and cultural considerations, but it 
states that these cannot be accommodated where they may compromise the respective legal 
processes.135 During the immediate antemortem response (that is, the process of correlating the 
data collected by postmortem and identification data), Interpol advises that an attempt to 
determine the number and type of religious and cultural groups should be made.136 

The importance of ensuring that religious views are understood and incorporated into DVI 
processes was particularly evident during the March 2019 Christchurch Mosque shootings. At the 
commencement of the DVI process, Muslim communities in Christchurch, who had already 
suffered through a major tragedy, were further distressed by the inability to practice their religious 
funeral preparations.137 This distress was exacerbated by a lack of information on the process 
and timelines.  

The Canterbury Muslim community has since reflected on one of the key turning points in the 
process that provided them with greater assurance and comfort. This was where the Chief 
Coroner, Judge Deborah Marshall, and Deputy Police Commissioner, Wally Haumaha, publicly 
addressed the Christchurch Muslim community and acknowledged the importance of their 
religious and cultural practices, and the effect the DVI process was having on these practices.138 
The Chief Coroner took time to explain Interpol’s DVI international guidelines and the importance 
of taking the time to get the process right, noting that mistakes in the process could affect multiple 
families.139 Although this did not directly expedite timelines, it provided the community with 
greater transparency and clarity around the process and timelines. The use of Australian DVI 
experts and CT postmortem scanning also help to speed up the process so that New Zealand’s 
Coronial Services could accommodate cultural and religious considerations.140 

The inability to accommodate religious and cultural views into emergency legislation is a theme 
that has arisen recently in England with regards to the enactment of the Coronavirus Act 2020 
(UK). The Act previously stated that, ‘personal choice for body disposal will be respected as far 
as possible’, with the caveat that ‘where there is no suitable alternative (for example if safe 
storage limits were likely to be breached and out of area alternatives were not available), the 
power to direct may be used to direct whether a body is buried or cremated’. 

Following protests from the cultural and religious communities, this has been amended to ensure 
that the right to religious views with relation to burial and cremation are upheld. The discussion on 
this matter in the UK is particularly relevant at this time and should inform Victoria’s pandemic 
response planning.  

Separately from the government and coronial system response, many religions are releasing 
guidelines on how to best address end-of-life and funeral preparation practices, in light of the 
COVID-19 public health emergency. For example, the Islamic Council of Victoria has recently 
consulted Muslim Health Professionals Australia, the Australian National Imams Council, religious 
leaders and funeral directors in Victoria, to develop Recommendations and guidelines of the 
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burial process on the COVID-19 deceased’.141 Similarly, the Australian Baha’i community has 
also issued guidance to members of the faith on funerals in compliance with both Baha’i burial 
law and COVID-19 health precautions.  

The significance of the issues raised in this review are more pronounced in times of pandemic or 
mass fatalities. The COVID-19 pandemic has emphasised the importance of emergency planning 
and the need for this to incorporate cultural and multifaith considerations. It is recommended that 
standardised DVI and emergency planning guidelines for the coronial system, which incorporate 
cultural and religious considerations, be documented by key coronial stakeholders. This will 
ensure that Victoria’s coronial system is well prepared for any future emergency responses. 

3.5.9 Retention of body parts in an ongoing investigation  

Where an internal autopsy is required, the need for retention of tissue or body parts by the 
forensic pathologist is a particularly contentious issue. This is especially difficult where the 
bereaved relatives require all body parts for adhering to cultural or religious funeral rites. 

This may happen in cases where the forensic pathologist needs to examine the body for 
infection; changes in body tissues and organs; and in testing for medication, drugs or poisons 
(toxicology and pharmacology). Tissues and/or body parts may also need to be retained in 
instances of crime investigation or on the basis of prevention of disease.  

Occasionally, as part of the autopsy, a forensic pathologist will recommend that it is necessary to 
retain whole organs such as the brain or heart, or larger portions of tissue for medical tests to 
help further investigate a death. 

Under section 28(2) of the Coroners Act 2008 (Vic), the coroner has the power to direct a medical 
investigator to preserve any tissue or material that may bear on the cause or circumstances of 
the death or identity of the deceased person, for any period of time that the coroner directs. In 
Victoria, medical liaison nurses working at the Coronial Admissions and Enquiry office will contact 
the senior next of kin to discuss this and the fact the coroner needs to authorise the retention 
before it happens. As part of this process, the Court will inform the next of kin as to why this may 
be required (for example, in cases of infection or disease, or toxicology or pharmacology testing) 
and will ascertain the family’s wishes for how the body parts and/or tissues are handled once the 
examination is complete. The next of kin can also elect to delay the release of the deceased’s 
body until the body part or tissue has been reunited with the body.  

The majority of coronial or death investigation legislation contains similar provisions that 
empower the coroner to make a decision on the requirement for retention of tissue or body parts 
(see for example: section 90 of the Coroners Act 2009 (NSW); section 23(4) of the Coroners Act 
2003 (Qld); and section 47 of the Coroners Act 2006 (NZ)). These are all conducted in 
accordance with the National Code of Ethical Autopsy Practice.  

Although most Australian jurisdictions will, where possible, take the approach of minimising the 
amount of tissue retained, the New South Wales Agency for Clinical Innovation introduced a 
project in 2015 that aimed to decrease the amount of tissue retained, as well as the number of 
cases where tissue is required to be taken – without decreasing the quality of services provided.  

This is an ongoing matter of sensitivity for many bereaved relatives, noting that many religious 
families require all organs and bodily tissues for the funeral process.  

Victoria has already incorporated the use of CT scanning and other technological approaches in 
its daily forensic practices. Research is also being undertaken internationally to improve the 
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efficacy of such technologies, such as in New Mexico where work on a project to improve 
postmortem tissue imaging is being undertaken. Similarly, Victoria is also undertaking work to 
reduce the amount of tissues retained in coronial investigations. The ongoing use of up-to-date 
autopsy technology and infrastructure will lower the need for more invasive procedures, and 
therefore the amount of tissues required to be retained within the process. 
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• Online Encyclopaedia Britannica, Definition of religion (2020) Encyclopaedia Britannica Inc. 
<https://www.britannica.com/topic/religion> 

• Queensland Health, Health care providers’ handbook on caring for Muslim patients: Second 
edition (2010) State of Queensland 
<https://www.health.qld.gov.au/__data/assets/pdf_file/0034/155887/islamgde2ed.pdf>. 

• Syariah Court Singapore, Jurisdiction (2012) Government of Singapore 
<https://www.syariahcourt.gov.sg/Syariah/front-end/Default.aspx?pid=M02.05>. 

https://www.hta.gov.uk/sites/default/files/HTA%20Guide%20for%20the%20public%20on%20scanning_0.pdf
https://www.hta.gov.uk/sites/default/files/HTA%20Guide%20for%20the%20public%20on%20scanning_0.pdf
https://www.icv.org.au/caring-for-muslim-patients/
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• Toni Johnson and Mohammed Aly Sergie, Islam: governing under Sharia (25 July 2014) 
Council on Foreign Relations <https:/www.cfr.religion/islam-governing-under-sharia/p8034>. 

5. Acronyms 

A summary of acronyms used is provided below.  

Acronyms Description 

CAE Coronial Admissions and Enquiries 

CISP Coronial Information and Support Program team 

DVI Disaster Victim Identification 

ICV Islamic Council of Victoria 

NCIS National Coronial Information System 

NHS National Health Service 

OMI Office of the Medical Investigator  

VIFM Victorian Institute of Forensic Medicine  
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6. Appendix A 

Table 1: Summary of religious attitudes to autopsy 

Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

Baha’i 

 

• No embalming unless required by law. 

• No means of speeding up the natural process of decomposition. 

• Internment within one hour’s journey from the place death occurred (this 

includes internment of the body for organ donation purposes). 

No 
As soon as possible is 
preferred 

Buddhism 

 

• Recommended that a Buddhist monk be contacted and that a peaceful 

environment be maintained for the deceased, which may include 

ceremonial music to be played continuously.  

• In the Theravada school (traditionally practised in Burma, Cambodia, 

India, Sri Lanka and Thailand), there are no specific preferences on 

how the body should be handled or treated after death, except that it be 

kept clean until cremation or burial.  

• In the Mahayana school (traditionally practised in China, Japan, Korea, 

and Vietnam), it is recommended that the body not be touched for the 

first eight hours after death. 

• Members of the Mayhana school may also require that the funeral take 

place within three days of the death. 

• Chinese members of the Mahayana school may also practise feng shui 

(or the practice of spacing objects in particular way to influence the flow 

of energy, or chi). This typically will relate to placement for burial but 

may also relate to positioning of the body after death and before burial 

or cremation. 

Allowed – where required by law 

Members of the 
Mayhana school may 
require that the funeral 
take place within three 
days of the death 
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Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

• In the Vajrayana school (traditionally practised in Bhutan, Mongolia, and 

Tibet) the body should not be handled for at least three hours, and 

preferably up to three days, after death. 

Hinduism  

 

• The preference is for the deceased to die at home as hospitals cause 

distress. 

• Relatives must be consulted before anybody touches the body after 

death.  

• The 10th day after death is very significant to the Hindu faith. 

Ceremonies are performed on the 10th day, in order to liberate the soul 

for its ascent into heaven.  

• No jewellery, sacred threads, or other religious objects should be 

removed from the body. 

No 

Where possible, the 
preference is for funerals 
to take place within 24 
hours of death 

Islam 

 

• The body must be shrouded in a white cloth and should be handled as 

little as possible and, ideally, typically by family members, or a person 

of the same sex. The shrouding practices for males and females may 

differ. All white cloths used must have no stitching.  

• The body is to be washed and cleansed. If the death takes place in a 

hospital, the hospital staff are permitted to do a preliminary wash and 

clean.  

• At the time of burial, the face of the deceased should be turned in the 

direction of Mecca.  

• Burial should take place as soon as possible after death, preferably 

within 24 hours.  

• Embalming is not permitted. Donation of organs can sometimes be 

permitted, if done before death. 

Postmortem examinations are 
considered objectionable with a 
preference for these not to be 
conducted, unless required by 
law 

 

 

As soon as possible 
after death, preferably 
on the same day 

Burial is preferred over 
cremation 

Jainism 

 
• Although family may wash and prepare the body after death, there are 

no restrictions on health care staff performing last rites.  
No 

Where there is no 
autopsy or organ 
donation, it is expected 
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Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

• Cremation within 24 hours of death, where possible. 

• Abstaining from crying for the deceased, as it is believed this will 

prohibit the dead from rising. 

that cremation would 
happen within 24 hours 
of death 

Judaism 

 

• Touching of the body is kept to a minimum. 

• The body should be covered or screened from view.  

• The position of the body should be so oriented that the feet face the 

doorway. 

• From the moment of death to the time of burial, the deceased should 

not be left alone (referred to as ‘watching over’). 

In general, Jewish law forbids 
the desecration of the human 
body unless necessary. A 
decision on postmortem 
examination may be considered 
desecration of the body and 
needs to be made in 
consultation with Rabbinic 
authorities 

The body should be 

buried as soon as 

possible after death, 

preferably within 24 

hours 

Cremation is generally 

forbidden 

Orthodox 
Christianity 

 

• Wakes are widely practiced and occur before the funeral and can last 

up to three days. 

• Cremation is generally forbidden. In rare circumstances, the family 

could be refused a religious funeral if their loved one has been 

cremated. 

• Embalming is generally allowable, in preparation for a funeral.  

• Just before the burial, the priest may pour olive oil and earth in the 

shape of a cross on the coffin. Wheat may also be poured, if the service 

is based on Slavic or Arabic traditions. 

No 

Not specified 

Cremation is generally 
forbidden 

Sikhism  

 

• The body is washed preferably by family but there is no objection to 

health care staff doing this.  

• The Five Ks [Kesh (uncut hair); Kanga (a comb to keep the hair in 

place); Kara (a steel bangle); Kirpan (a small sword or dagger); and 

Kacchera (short trousers or breaches)] must be left intact and the body 

is to be covered with a white sheet with no religious emblems. 

• Smokers are not permitted to touch the body of a member of the Sikh 

deceased, as smoking is forbidden in Sikhism.  

No 
Cremation within 24 
hours of religious 
proceedings 
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Religion Care after death Objection to autopsy or organ 
donation? 

Burial or cremation 
timeframes 

• Should organ donation or autopsy be required, then religious 

proceedings will begin afterwards and cremation within 24 hours of this. 

 

7. Appendix B 

Table 2: Summary of jurisdictional analysis on coronial law 

 

Jurisdiction Legislation Cultural and religious views addressed by 
legislation? 

Does the legislation enable 
next of kin to object to 
autopsy? 

Victoria • Coroners Act 2008 (Vic) 

Yes – Section 8(c) requires anyone exercising 
functions under the Act, to have regard and 
respect for the different cultural beliefs and 
practices surrounding death 

Yes – see s26(2) 

New South Wales • Coroners Act 2009 (NSW) 

No. However, s 88 of the Act requires that the 
dignity of the deceased by respected, and the least 
invasive method for determining cause of death be 
used 

Yes – see section 96(1) 

Queensland •  Coroners Act 2003 (Qld) 
Yes – section 19(5) with regards to post mortem 
examination and section 18(2) with regards to the 
transfer of a body to a mortuary 

No – there is no strict right of 
review re: a decision for autopsy. 
However, Chapter 2 of the State 
Coroner’s Guidelines 2013, 
addresses the rights of family 
members 

Western 
Australia 

• Coroners Act 1996 (WA) No. However, considered in practice and 
addressed by case law 

Yes – see section 37 



 Literature review into the appropriate and responsive care of deaths in multifaith and multicultural communities  

  

Page 61 of 61 Date: July 2020   

Jurisdiction Legislation Cultural and religious views addressed by 
legislation? 

Does the legislation enable 
next of kin to object to 
autopsy? 

ACT • Coroners Act 1997 (ACT) 

No specific mention of cultural or religious 
considerations in the legislation. However, the new 
proposed Coroners Amendment Bill 2020 (ACT) 
will address this 

Yes – section 20 

UK 
• Coroners and Justice Act 2009 

(UK) 

No – these factors have been largely addressed 
through case law to date, and subsequently 
codified into guidance released by the Office of the 
Chief Coroner of England and Wales 

No – these factors have been 
largely addressed through case 
law to date, and subsequently 
codified into guidance released by 
the Office of the Chief Coroner of 
England and Wales 

Ontario 
• The Coroners Act, R.S.O. 1990, 

c. C.37 (Ontario Coroners Act) 
Not in the legislation but covered in the Code of 
Ethics for Coroners 

No – not addressed 

New Mexico 

• Article 11 – Medical 

Investigations, Chapter 24 – 

Health and Safety of the New 

Mexico Statutes  

Yes but section 24-11-6.1 only affords protection 
to the cultural and religious beliefs of members of 
an Indian nation, tribe or pueblo 

Yes – section 24-12-4  

NZ • Coroners Act 2006 (NZ)  Yes – section 3(2) Yes – section 33(2) 

Malaysia 
• Chapter 393 of the Criminal 

Procedure Code (CPC)  
No No 

India 
• Code of Criminal Procedure, 

1973 
No No 
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