
   

 

OFFICIAL 

BAC-CO-14127 

Treasure Jennings   
Disability Services Commissioner   
Level 30, 570 Bourke St   
MELBOURNE VIC 3000  
 
 
 
Dear Commissioner  
 

I write to extend the Ministerial Referral for a further 12 months and to thank you for providing 
me with your report Learning from reviews of Victorian disability service provision to people 
who have died 2017-2021. 

Referral under section 128I(2) of the Disability Act 2006 

I refer to my letter to the previous Disability Services Commissioner dated 4 June 2020 
extending the Ministerial Referral under the Disability Act 2006 (the Act) until 30 June 2021.  

This letter constitutes a further extension of the referral under section 128I(2) of the Act and 
replaces previous referrals except with respect to matters you have outstanding under those 
referrals. This referral is to take effect from 1 July 2021 until 30 June 2022. The extension of 
the referral is to ensure there are no gaps in oversight of incidents of abuse, neglect and 
deaths of people accessing state funded disability services until the proposed social services 
reforms commence. 

In accordance with sub-sections 16(c) and 128I(2) of the Act, I request that you inquire into 
and, at your discretion, investigate any matter relating to the provision of services1 (including 
abuse or neglect in the provision of services) by service providers2 identified in the following: 
 
• Incident reports you receive from the Department of Families, Fairness and Housing (the 

department), including all deaths (where the deceased was a person with a disability 
receiving services at the time of their death), and category one and major impact 

 

 

1 In this referral, ‘services’ means ‘disability services’, and ‘regulated disability services’ provided by a service 
provider as each of those terms are defined in the Act. 
2In this referral, ‘service provider’ means a ‘disability service provider’, ‘regulated service provider’ ‘former 
disability service providers’ and ‘former regulated service providers’ (to the extent that Division 6B of Part 6 of the 
Act applies to former disability service providers and former regulated service providers) as each of those terms 
are defined in the Act. 
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incidents (as defined by the department) relating to assault, injury and poor quality of 
care. The department will forward relevant incident reports to you. 

• Deaths referred to you by the State Coroner where the deceased was a person with a 
disability receiving services at the time of the person’s death. 

• Matters of abuse and neglect referred by the Community Visitors Board.  
The purpose of these inquiries and investigations is to improve the services that are 
investigated, or to understand issues in the services being investigated in order to develop 
service improvements in response to those issues. 

When conducting an investigation under this referral, in accordance with section 128I(4) of 
the Act, I request that you consider any action that the service provider should take to 
improve the services provided by the service provider. 

In accordance with sub-sections 19(1)(c) and 19(1)(d) of the Act, I request that you include in 
your annual report: 

a) a comprehensive annual review of deaths that occur in services; and 
 

b) the number, type and outcomes of investigations conducted under this referral, and 
any related follow up investigations, as well as an overview of any practice or 
systemic issues identified.   

 
Unless sub-sections 19(2) and 19(3) of the Act apply, the information included in your annual 
report must not identify a service provider or include any information by which they can be 
identified. 

Please provide advice on practice or systemic issues related to your inquiries or 
investigations under this referral to the department’s Secretary, Ms Sandy Pitcher.  

Learning from reviews of Victorian disability service provision to people who have 
died 2017-2021 – A reflection for future safeguarding (Occasional Paper No.3).  

I would also like to take this opportunity to thank you for your letter of 4 May 2021 providing 
your report Learning from reviews of Victorian disability service provision to people who have 
died 2017-2021 – A reflection for future safeguarding (Occasional Paper No.3).  

I commend you on producing a comprehensive account of the work of the Office of the 
Disability Services Commissioner on the death investigations and your reflections and 
recommendations for any future state-based death review function. 

The department will consider these recommendations and the issues you identify as 
Victorian disability services complete transition to the NDIS on 1 July 2021. I have asked that 
it also be considered in the context of upcoming decisions by the NDIS Quality and 
Safeguards Commission of its intended death review framework. 

 I note the common themes in the investigations and the important work of your staff in 
completing these investigations leading to service improvements for people with disability.  

I look forward to our continued discussions and your valuable input into ensuring our social 
services systems and supports are designed in a way to maximise the future service quality 
and safeguards for people with disability.  
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I would like to take this opportunity to thank you and your team for the dedication you have 
shown in your work on the death investigations. 

With regards to the referral please contact Ms Janine Toomey, Senior Executive Director, 
Operations Support Group Community Services Operations Division to discuss any 
implementation issues. 

Yours sincerely 

 
Hon Luke Donnellan MP 
Minister for Child Protection  
Minister for Disability, Ageing and Carers  

 25 / 6 / 2021 

 


