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	Recommendation of the Coronial Council
	Government response

	1
	The Coronial Council considers that the operation of s 77 of the Coroners Act is appropriate. However, the Victorian Government should seek to amend the Coroners Act to clarify that the findings of inquests made under the 1985 Coroners Act may be reviewed by the State Coroner as provided for by that Act. 
	The Government supports this recommendation.

Legislation will be introduced to give the Coroners Court jurisdiction to set aside findings or re-open investigations in relation to historic findings made under both the Coroners Act 1985 and the Coroners Act 1958. 

	2
	The Victorian Government should seek to amend the Coroners Act to allow the Coroners Court to separately consider an application to:

a. set aside a finding if the Coroners Court considers it appropriate, and it is not necessary to re-open the investigation to do so; or

b. revise the wording in any part of a decision if the Coroners Court considers it appropriate, and it is not necessary to re-open the investigation to do so. 

Consistent with s 77(4) of the Coroners Act, the Coroners Court should be constituted by the coroner who conducted the original investigation unless they no longer hold the office of coroner, or there are special circumstances. 

An application for review on the proposed grounds should be subject to a three-month time limit from the day on which the finding of the coroner is made. 

In order to achieve greater clarity of review opportunities within the Coroners Court, consideration should be given to linking ss 76 and 77 more closely in the Coroners Act.
	The Government supports this recommendation.

Legislation will be introduced to enable a person to seek to:

·  have the wording of a coronial decision amended in appropriate circumstances; and

·  set aside a finding, without re-opening the investigation, if there are new facts and circumstances that make it appropriate to do so.

	3
	The Coroners Court should adopt appropriate measures to facilitate greater engagement and understanding of court processes by families with the advice of the Client Advocacy Office (see Recommendation 4).  In particular, the Coroners Court should work together with the Victorian Institute of Forensic Medicine (VIFM) to:

a. develop standardised court processes to provide regular and accessible information to families on the role and work of the Coroners Court;

b. better manage expectations of the timeline and scope for the coronial investigation, and advise families of significant milestones in the process; 

c. provide regular updates on the progress of the coronial investigation, including when significant milestones have been reached, and the reasons for any delays; and

d. advise families on opportunities to make a submission on issues they consider relevant to the investigation.
	The Government supports this recommendation and encourages the Coroners Court and the Victorian Institute of Forensic Medicine to work together and adopt measures to facilitate greater engagement and understanding of court processes by families.

	4
	The Victorian Government should fund the establishment of a Client Advocacy Office within the Coroners Court. The Client Advocacy Office should have a high level of expertise in grief counselling, so they can provide sophisticated guidance and advice to the Coroners Court and the VIFM on best practice in assisting families and other interested parties engaging in the coronial system. 
	For further consideration.

	5
	The Coroners Court should develop appropriate guidelines and templates to ensure that, to the extent that it is consistent with the judicial independence of coroners, coronial findings: 

a. follow a clear and consistent style;  

b. clearly identify ‘findings’, ‘commentary’ and ‘recommendations’;

c. that are made in respect of the circumstances in which the death occurred, must confine those circumstances to matters which are proximate and causally relevant to the death; and/or underpin matters which relate to the preventative role of the Coroners Court;

d. advise how submissions from families and other interested parties have been considered; and

e. explain the rationale for making certain findings or recommendations (and not others) in sensitive or contentious cases.
	The Government supports this recommendation and encourages the Coroners Court to implement this recommendation.

	6
	The Victorian Government should fund a centralised Coronial Legal Advice Service, through Victoria Legal Aid, to provide legal advice to interested parties relating to the coronial process.
	For further consideration.

	7
	The Coroners Court should work with Victoria Legal Aid, the Victorian Bar and the Law Institute of Victoria to develop appropriate arrangements to assist families to access legal representation to enable them to effectively participate in the coronial process, particularly in circumstances where there is a significant power imbalance between parties, or there is a significant public interest issue at stake. 
	The Government supports this recommendation, and encourages the Coroners Court to implement this recommendation.

	8
	The Victorian Government should seek to amend the Coroners Act to make it clear that an appeal against a coronial finding in s 83 is available on a question of law; and where the finding is ‘against the evidence or the weight of the evidence’.
	The Government supports this recommendation.

Legislation will be introduced to clarify the meaning of a question of law for the purposes of an appeal against a coronial finding.

	9
	The Victorian Government should seek to amend the time limit for commencing an appeal against a refusal by the Coroners Court to re-open an investigation in s 84 of the Coroners Act from 28 days to three months.
	The Government supports this recommendation.

Legislation will be introduced to implement this recommendation.

	10
	The Victorian Government should fund a restorative justice program to enable families to resolve outstanding issues and questions following the conclusion of a coronial investigation. The referral of cases considered suitable for a restorative justice process should be managed by the Client Advocacy Office within the Coroners Court.
	For further consideration.

	11
	The Coroners Court should take steps to better understand and respond to systemic issues that may arise during coronial processes. In particular, the Coroners Court should: 

a. establish mechanisms to collect and analyse systemic data on court performance; 

b. undertake periodic client feedback surveys; and

c. become a party to the International Framework for Court Excellence. 
	The Government supports this recommendation and encourages the Coroners Court to implement this recommendation.
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