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EXECUTIVE SUMMARY 

BACKGROUND AND CONTEXT 

Peter Muir Consulting Pty Ltd has been engaged by the Community Services Directorate, 
ACT Government to undertake a Major Incident Review following the events of 26 August 
2019 at Bimberi Youth Justice Centre (Bimberi) when a group of young people attacked staff 
in the Majura Wing of the Centre.   

The purpose of this review is to consider the response to the major incident that occurred at 
the Bimberi Youth Justice on 26 August 2019. 

Specifically, I have been asked to consider: 

1) whether there were any obvious precursors to the event
2) the appropriateness of the management of young people leading up to the event,

including classifications and the implementation of the behaviour management
framework.

3) the response by Bimberi staff to the incident
4) the management of the incident and alignment with policy and procedures
5) the application of the emergency procedures
6) the suitability of the physical design and infrastructure
7) the work health and safety system as it pertains to the incident

This Incident was at the more serious end of what you would expect to see in a Youth Justice 
Centre in that five young people engaged in an unprovoked attack on staff in an attempt to 
gain keys and to escape the centre. 

In the process of that attack, one staff member was injured by the office computer which 
was used to attack him and a sharp, improvised weapon was used to inflict further wounds 
on at least two other staff members. 

The limitations of this Interim Report are that I have not had the opportunity to interview all 
staff involved in the Incident. 

I have however interviewed seven out of 11 who were present for the Incident on 26 August. 
I have had the opportunity to view the CCTV of the events and read the statements of staff 
who had not as yet returned to work at the time of my initial visits to Bimberi. 

The Community Services Directorate has given me unfettered access to its information 
management systems and client files. I have conducted two inspections of the relevant sites 
in the Centre. 

The Management and Staff at Bimberi manage young people every day who are deemed 
too higher risk to be in the community due to their offending. In addition to this many of the 
young people involved in this event have histories of abuse, neglect and exposure to 
significant family and domestic violence. All have been previously known to the Child 
Protection system. Six young men were the subject collectively of over 160 child concern 
reports over the course of their lives to date.  

A number of the participants have diagnosed mental health conditions. 
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I record this not to excuse the actions of these young men but to demonstrate the complexity 
of cases that staff and management face on a day-to-day basis. 

Given the severity of this incident, I am providing the Directorate with an Interim Report to 
give a preliminary review and to answer questions that quite rightly need to be asked.   

It is too early to provide recommendations until I have completed further investigations of 
the matters at hand and assess the various options that I see in need of remediation. 

SUMMARY OF PROVISIONAL FINDINGS 

1) Whether there were any obvious precursors to the event

Based on the evidence available to me to date, I cannot find any precursors to this
Incident to which the Centre Management or staff should have responded above
systems and actions that were already in place.

The only known precursor was suspicious activity by the young people in the hour
leading up to the event. That was detected and acted upon appropriately by staff.

2) The appropriateness of the management of young people leading up to the event,
including classifications and the implementation of the behaviour management
framework.

At this point of my review, I cannot find any significant failing in the systems of behaviour
management over the young people involved in this incident.

Some systems observed could be more consistently applied but this is not an issue of
substantial concern.

Misbehaviour is recorded and dealt with in accordance with Legislation and Policy.

The operation of the Incentive Scheme which is designed to promote positive behaviour
was applied to this group of young people fairly. Many were showing signs of consistent
positive behaviour prior to the incident.

Bimberi is housing a cohort of young people with highly complex needs. A number of
the young people have mental health concerns and come from families where they have
witnessed significant incidents of family and domestic violence.

Further discussions with the Directorate are needed on the adequacy of therapeutic
support available to the Centre.

It is possible that the Centre does not have sufficient capability to assess information as
it pertains to emerging risks and to advise the Management Team of those risks. I will
comment further on this issue in my Final Report. In writing this I want to make it clear
that at this stage of my Review, I do not believe that this contributed to the events on 26
August but rather make the observation as a system weakness that if addressed will
strengthen Bimberi’s capacity to asses and manage emerging risks.

3) The response by Bimberi staff to the incident.
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Staff responded to this event with a high degree of professionalism, courage and 
teamwork. 

In the midst of being attacked by young people, there is evidence of staff demonstrating 
a high degree of care and restraint in their dealings with these young people. 

Further investigation is needed as to the impact that staff absences may be having on 
the operating environment at the centre but at this stage I can find no evidence that 
these absences played any part in the lead up to or handling of the events of 26 August. 

A strategy to ensure that all staff who are due to have refresher training on the use of 
force is required as a matter of priority. There is no evidence available to me at this point 
in time that staff were inadequately trained to respond to this situation. 

4) The management of the incident and alignment with policy and procedures.

I do not have sufficient information to make a finding against this term of reference at
this point in time.

5) The application of the emergency procedures.

On the evidence available to me at this point of the review, I believe the staff responded
to the emergency in accordance with the procedures and did so with professionalism.

The Executive Group Manager made decisions based on the wellbeing of her staff and
the young people under her care to involve herself in the incident and to ultimately call
for the support of the ACT Police. My opinion is that she exercised sound judgement
and her decisions on the night were the correct ones.

There are weaknesses in systems to contact staff in emergency situations that require
immediate rectification.

There is no protocol with ACT Police for assisting in such situations and no operational
preparedness for an event that requires police attendance at the Centre.

Emergency Planning including scenario planning and drills needs improvement. There
is no evidence however that this adversely impacted on the staff response on the
evening.

6) The suitability of the physical design and infrastructure.

Many of the findings and commentary in this section of the report contain matters that
are critical to the safety and security of the Centre.

I am satisfied that the issues identified in the aftermath of the incident are known to the
Directorate and that remedial action is underway or has already occurred.

7) The work health and safety system as it pertains to the incident.

My provisional finding against this term of reference is that the WHS system is not
functioning as effectively as it could. The level of engagement from key stakeholders is
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low. Whilst management has consistently scheduled meetings, absences from either 
workplace representatives or union representatives has seen two out of three meetings 
this year lapse for want of a quorum.  

Some improvements could be made to the WHS Risk Register that better identify the 
controls in place over the behaviour of young people in custody. These controls are 
better reflected in the Bimberi Operational Risk Register.  

There is evidence that actions are being initiated to review risks and data in relation 
WHS. What is not clear is that these actions have been completed and found their way 
into improved systems of safety. 

My opinion is that there is a comprehensive set of systems in place designed to deal 
with detainee behaviour and in the case of the young people in this incident I can see 
that those systems were largely applied. These systems would benefit from periodic 
review. 
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