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Outline	
  

Part	
  1:	
  
•  Coroners	
  mandate	
  to	
  inves<gate	
  suicide	
  
•  Recommenda<ons	
  to	
  improve	
  suicide	
  data	
  
•  Coroners	
  role	
  and	
  contribu<on	
  to	
  suicide	
  preven<on	
  

Part	
  2:	
  
•  Development	
  of	
  the	
  VSR	
  
•  Evalua<on	
  of	
  the	
  VSR	
  
•  Strengthening	
  the	
  inves<ga<on	
  of	
  suicide	
  

•  Future	
  direc<ons	
  for	
  the	
  VSR	
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Part	
  1:	
  
The	
  Role	
  of	
  the	
  Coroner	
  in	
  Suicide	
  

Preven<on	
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Coroners	
  Mandate	
  to	
  Inves:gate	
  Suicide	
  

•  Coroners	
  must	
  inves<gate	
  all	
  suspected	
  suicides	
  
	
  a	
  death	
  that	
  appears	
  to	
  have	
  been	
  unexpected,	
  unnatural	
  or	
  violent	
  or	
  to	
  have	
  
resulted,	
  directly	
  or	
  indirectly,	
  from	
  an	
  accident	
  or	
  injury	
  

•  Coroners’	
  findings	
  form	
  the	
  basis	
  of	
  official	
  mortality	
  sta<s<cs	
  
Suspected	
  suicides	
  
reported	
  to	
  and	
  

inves:gated	
  by	
  coroner	
  

Informa:on	
  generated	
  
for	
  coroner	
  entered	
  into	
  

the	
  NCIS	
  

NCIS	
  used	
  as	
  a	
  data	
  source	
  
By	
  the	
  ABS	
  

ABS	
  provide	
  ICD-­‐10	
  codes	
  
back	
  to	
  NCIS	
  and	
  publish	
  
cause	
  of	
  death	
  sta:s:cs	
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Coroners	
  Mandate	
  to	
  Inves:gate	
  Suicide	
  

•  Coroners	
  must	
  make	
  a	
  finding	
  

•  Coroners	
  may	
  make	
  a	
  finding	
  with	
  circumstances	
  

•  Coroners	
  are	
  not	
  required	
  to	
  make	
  a	
  finding	
  of	
  intent	
  

•  Coroners	
  may	
  make	
  recommenda<ons	
  on	
  public	
  health	
  and	
  safety	
  

•  Coroners	
  determina<ons	
  of	
  the	
  relevant	
  circumstances,	
  
contribu<ng	
  factors	
  and	
  intent	
  of	
  the	
  deceased	
  is	
  crucial	
  for	
  suicide	
  
preven<on	
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Recommenda:ons	
  to	
  Improve	
  Suicide	
  Data	
  	
  

•  Recommenda<on	
  2:	
  	
  […]	
  Commonwealth,	
  State	
  and	
  Territory	
  governments,	
  
in	
  consulta>on	
  with	
  the	
  Na>onal	
  Commi@ee	
  for	
  Standardised	
  Repor>ng	
  on	
  
Suicide,	
  implement	
  reforms	
  to	
  improve	
  the	
  accuracy	
  of	
  suicide	
  sta>s>cs.	
  
	
  The	
  Hidden	
  Toll:	
  Suicide	
  in	
  Australia,	
  Senate	
  Standing	
  CommiSee	
  on	
  Community	
  
Affairs,	
  Australian	
  Government,	
  2010	
  

•  Implement	
  the	
  “Na<onal	
  Police	
  Form”	
  in	
  all	
  jurisdic<ons	
  

•  Amend	
  legisla<on	
  to	
  require	
  coroners	
  to	
  include	
  circumstances	
  for	
  suicide	
  
in	
  their	
  findings	
  

•  Amend	
  coronial	
  legisla<on	
  to	
  require	
  coroners	
  to	
  include	
  a	
  determina<on	
  
of	
  intent	
  in	
  their	
  findings,	
  either:	
  
–  Uninten<onal	
  
–  Inten<onal	
  Self-­‐Harm	
  
–  Unable	
  to	
  be	
  Determined	
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The	
  Ra:onale	
  for	
  the	
  VSR	
  

•  Recogni<on	
  of	
  the	
  important	
  role	
  of	
  Coroners	
  in	
  suicide	
  
preven<on	
  

•  Preven<on	
  func<on	
  of	
  Coroners	
  was	
  elevated	
  in	
  Victoria	
  

•  Suicide	
  most	
  frequent	
  request	
  for	
  Coroners	
  Preven<on	
  
Unit	
  assistance	
  by	
  Coroners	
  

•  Exis<ng	
  datasets	
  limited	
  to	
  completed	
  cases	
  and	
  socio-­‐
demographic	
  and	
  death	
  event	
  variables	
  

•  Queensland	
  Suicide	
  Register	
  shown	
  to	
  be	
  valuable	
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The	
  Ra:onale	
  for	
  the	
  VSR	
  

Coroner Paresa Spanos, Finding without Inquest into Death of B, 
Case 20093651, published 10 August 2011 
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Part	
  2:	
  
The	
  Victorian	
  Suicide	
  Register	
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VSR	
  Development	
  

•  Dataset	
  development	
  

•  Informa<on	
  Technology	
  Infrastructure	
  

•  Dataset	
  refinement	
  

•  Socio-­‐demographic	
  data	
  popula<on	
  

•  Pilot	
  coding	
  

•  Data	
  Dic<onary	
  

•  Quality	
  Assurance	
  Program	
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QUESTIONS?	
  


