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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES - December 2012- June 2013
Made pursuant to section 82 of the Coroner’s Act 2009
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TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Fire at 58 Alma Road Padstow   


	Deputy State Coroner MacMahon

29 –30 April 2013

At Glebe


	That the fire occurred on 30 June 2012 at 59 Alma Road Padstow in the State of NSW and that the cause of the fire was the spontaneous ignition of a microwaveable personal warmer commonly known as a wheat bag or wheat pack, that had been placed in the occupants bed in order to warm same. 

 
	The Minister for Police and Emergency Services and the

Minister for Fair Trading
	That Fire and Rescue NSW in conjunction with NSW Fair Trading develop a coordinated public awareness campaign highlighting the fire risks associated with the use of microwaveable personal

warmers commonly known as wheat bags or wheat packs. 

That such campaign should highlight the particular dangers that may be

experienced by the elderly and young persons using such products.
	Awaited. 

	
	
	
	The Minister for Police and Emergency Services
	That the current research being undertaken by the Fire Investigation and Research Unit within Fire and Rescue NSW concerning the fire

risks associated with the use of microwavable personal warmers

commonly known as wheat bags or wheat packs be developed further so that the nature, extent of and factors contributing to such risks may be better understood and responded to.

That action be taken to establish a unique code within the Australian

Incident Reporting System (AIRS) for fires associated with microwaveable personal warmers, commonly known as wheat bags or wheat packs, so as to ensure that the best information as to the

risks associated with the use of such products might be available.
	

	
	
	
	The Chief Executive, Standards Australia
	That Standards Australia gives consideration to the development of an Australian Standard for microwavable personal warmers commonly known as wheat bags or wheat packs.
	
	
	The Chief Executive, Standards Australia
	That Standards Australia gives consideration to the development of an Australian Standard for microwavable personal warmers commonly known as wheat bags or wheat packs.
	

	
	
	
	The Chief Executive, Therapeutic Goods Administration

(TGA)
	That the TGA revise their classification of risk for microwavable

personal warmers commonly known as wheat bags or wheat packs from Low Risk (Class 1) medical devices to a level that recognises the fire risk associated with the use of these devices by the elderly and children.
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	BOSEVSKI Steven


	Deputy State Coroner MacMahon

27 –30 June 2011

1,5,6 July 2011

19- 23 March 2012

At Glebe 


	That Steven Bosevski died on 4 October 2010 at St George Leagues Club, Princes Highway, Carlton in the State of NSW.  

The cause of death was cardiac arrest in a person with pre-existing dilated cardio-myopathy, hypertensive heart disease, morbid obesity and psycho-stimulant toxicity during a period of intense physical exertion that occurred whilst being restrained. 
	Commissioner of Police 
	1) That training provided to the Operational Support Group (OSG), and other officers involved in crowd control situations, be reviewed to ensure that the risks of restraining a person in the prone position, with or without weight, particularly where the person is obese, as well as the need for careful and constant monitoring of such

persons, is given appropriate emphasis and if necessary be amended to ensure that

this is the case.

2) That OSG teams be led by officers who have received appropriate leadership training emphasising the importance of communication and the coordination

of an approach in crowd control situations, and

3) That OSG officers receive training as to coordination

and communication so as to

ensure that appropriate procedures are adopted particularly in crowd control

situations.


	On 21 June 2013, Commissioner of Police, AP Scipione APM advised the Attorney General as follows:

Recommendation 1

Following a recent review of training, instruction on the risk posed by positional asphyxia is now included in every ‘Use of Force’ training manual and reality based training scenario.

Additionally, OSG training is reviewed annually with the issue of positional asphyxia considered in light of Australian and overseas experience of this issue. 

Recommendation 2

Officers leading sections of OSG officers receive training in leadership and communication during annual re-accreditation training. Additionally, whenever possible, those officers selected for leadership role during operational deployments are those who have completed the Section Leaders Course. 

Recommendation 3

The development and employment of effective communication and co-ordination skills is a core component of public order training and deployment.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	CROWE 

Leonard James William Henry


	Deputy State Coroner 

MacMahon 

At Broken Hill and Glebe

25 January 2013


	That Leonard Crowe (born 9 February 2006) died at Broken Hill Base Hospital in the State of New South Wales on 11 July 2008. The cause of his death was cardiac arrest due to hypoxia arising from airway obstruction following anaesthesia. 
	Commissioner, Health Care Complaints Commission
	That the anaesthetic care provided by Dr George Walters to Leonard Crowe at the Broken Hill Base Hospital on 11 July 2008 be reviewed so as to determine whether or not the Commission should take any action as a consequence thereof.
	Awaited. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ali Antoni

EL HAFIANE  


	Deputy State Coroner Dillon

29 April 2013

At Glebe 
	I find that Ali Antoni El Hafiane died on 22 November,

2010 in the forecourt of the High Flyer

Inn, Condell Park, New South Wales as a result of a

gunshot wound inflicted by a NSW police officer

while Mr El Hafiane was engaged in an armed holdup

at the hotel.
	Commissioner of Police 

Minister for Police 
	(1) That consideration should be given to requiring that the chain of command be clearly stated, with means of communication and officers identified, in all Robbery

and Serious Crime Squad

operational orders.

(2) That, as far as is reasonably

possible, when different units are combined or work together for the purposes of a high-risk operation or an operation with the potential to become high-risk the operational planning should involve senior members of each of  the units, and the members of all teams should receive a joint briefing before the commencement of the operation.

(3) That consideration should be given to amending the Robbery and Serious Crime

Squad Standard Operating Procedures to include a requirement that operational orders in respect of an operation that may lead to the

arrest of a person of interest include operational orders:

a. setting out contingency planning;

b. requiring an assessment of resources and consideration of what additional resources may be required and/or accessed should the operation move to an arrest phase;

c. setting out certain predetermined actions

that may be appropriate should the operation move to an arrest phase;

d. setting out as guiding principles, to be departed from only if necessary in the

particular circumstances, :

i. that if physical or electronic

surveillance leads to a reasonable belief that an offence involving violence is imminent, the Field Commander will take all

reasonable steps to prevent that offence occurring and, if possible, arrest the target and secure any weapons;

ii. that if the threat of imminent

violence or an offence involving

violence cannot be neutralised by the apprehension of the target[s) the Field Commander will take all reasonable steps to prevent the commission of the offence by using overt strategies such as securing

the target location and/or causing High Visibility Policing in the vicinity of the target location if known. If the target location is unknown the Field Commander  will cause the description of the

target(s), any vehicle involved and relevant warnings to be broadcast via VKG for information of police

generally;

iii. that if armed targets enter

premises with an apparent

intention to commit a

serious offence, and it is

not possible to prevent

that offence being

attempted or committed,

priority should be given to

containment negotiation

and the deployment of the

Tactical Operations Unit if

possible;

iv. that if armed targets enter

premises in which members of the public are present and commit an offence of violence prior to interception, they ought

not be approached whilst

in the premises or in the

process of committing an

armed robbery unless this

is the only reasonable way

to prevent further harm or

risk of harm to members

of the public within the

premises;

v. that where reasonably

possible, an arrest will

only be effected once all

targets have left premises

or there is no immediate

danger to potential victims

including other police

officers;

vi. that armed offenders who

are contained ought be

given a reasonable

opportunity to comprehend this and to surrender before police

resort to the use of force,

especially deadly force.

4). To simplify planning for potentially high-risk police operations in exigent circumstances, that the Robbery and Serious Crime Squad develop and append to its Standard Operating

Procedures a simple checklist (like the Australian Army's "Military Appreciation

Process) for developing an appreciation of the

situation and a second simple checklist (like the Australian Army's "SMEAC") for

operational orders.

(5) That consideration should be given to amending the Standard Operating Procedures

to emphasise that during the conduct of operations the following general principles

should be adhered to by members of the Robbery and Serious Crime Squad, and that

these should be inserted into any written operational orders instructions:

a. that if a high-risk police operation may be required the Tactical Operations Unit

should be requested to assist at a point in time when they are likely to be able to deploy in the field before the point at

which it is envisaged that a high-risk police operation may be required;

b. that if the Tactical Operations Unit responds by indicating that it does not intend to deploy immediately any significant additional information

potentially affecting that decision should be communicated to the Tactical

Operations Unit;

c. that interoperability of communications and sharing of communications is a

priority during high-risk police

operations;

d. that effective communications should be

established as a priority, with an officer being responsible for communications, for

any high-risk police operation;

e. that the priority should generally be prevention of offences of violence even at

the expense of arrest of the targets and/or securing any weapons;

f. that other than in exceptional

circumstances, high-risk arrests should not be attempted except on an immediate order from the Field Commander or in

accordance with operational orders;

g. that the preferred option for

controlling any high-risk situation is containment and

negotiation, and non-violent means shall be used as far as is reasonable before resorting to the use of force;

h. that in a high-risk operation police should first consider their options to contain and

negotiate. Containment and negotiation should be the primary option considered;

i. that after high-risk incident has been confirmed, where possible control should

be gained by containing the threat within an inner perimeter, without compromising the point of exit for offenders, and isolating the threat by

establishing an outer perimeter; and

j. that officers should if possible avoid any action which would place hostages, uninvolved civilians, other emergency personnel or police officers

in any further danger.

(6) That, in addition to and following the thorough investigation into the conduct of

involved police officers that follows a Critical Incident, the NSW Police Force conduct a

policy and procedure analysis, similar to NSW Health's "Root Cause Analysis" process, to

determine whether or not latent systems defects have been revealed by the incident

and, if so, what measures ought be taken to rectify them.
	Acknowledged by Commissioner Scipione APM on 21 November 2013. 

The responses to the recommendations were finalised and forwarded directly to the Attorney General and were considered highly confidential and not for public communication. 

The recommendation is now COMPLETED.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Stephen FISHER 


	Deputy State Coroner Freund

27 –28 February 2013

At Taree
	That Stephen Fisher died on 3 March 2012 at about 11.36am from multiple injuries sustained as the result of deliberately driving the motor vehicle he was driving into a tree on Possum Brush Road between Tritton Road and the Pacific Highway Taree. 
	Commissioner of Police 
	That the relevant protocols, policy and training be reviewed so as to include a direction to police officers that where:

a) a police office becomes aware that the person has tried to self harm; or

b) a police officer conducts a concern for welfare check in relation to a threat of self harm by a person;

a warning is required to be placed on the COPS system.
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Naser GHADERI


	Deputy State Coroner MacMahon

14 March 2013

At Glebe
	That Naser Ghaderi born 3 September 1979 died on 16 April 2005 at Hickson Road Millers Point in the State of NSW. The cause of his death was a gunshot wound to the chest inflicted on him by person or persons unknown.
	Commissioner of Police 
	That the investigation of the death of Naser Ghaderi be referred to the Unsolved Homicide Unit of the NSW Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit.
	On 6 may 2013 the Commissioner of Police AP Scipione APM advised that the matter had been referred to the Unsolved Homicide Team at the State Crime Command for attention .

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Keyvan IGHANI


	Deputy State Coroner MacMahon

14 March 2013

At Glebe 
	That Keyvan Ighani (also known as Ghajaloo) born 23 September 1980 died on 16 April 2005 at St Vincent’s Hospital Darlinghurst in the State of NSW. The cause of his death was a gunshot wound to the chest inflicted on him by person or persons unknown. 
	Commissioner of Police 
	That the investigation of the death of Keyvan Ighani be referred to the Unsolved Homicide Unit of the NSW Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit. 
	On 23 May 2013 Commissioner of Police AP Scipione APM advised the Attorney General that the matter has been referred to the Unsolved Homicide Unit of the Homicide Squad and will be captured on the Unit’s database and progressed at the earliest opportunity. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Pradeep KUMAR 


	Deputy State Coroner 

MacMahon 

20 September

2012

At Glebe 
	That Pradeep Kumar (born 25 January 1976) died on or about 22 September 2009, The cause of his death was an incised wound to the neck inflicted on him by a person or persons unknown. As to the place of death, the evidence available does not enable me to make a finding.  
	Commissioner of Police 

Chief Commissioner of Victorian Police 
	That a joint taskforce be established by the NSW Police Force and Victoria Police to review the investigation to date of the abduction and murder of Pardeep Kumar and to develop and implement the further strategies necessary to identify the person or persons responsible for his killing.
	11 March 2013 – NSW Police Commissioner Scipione advised the Attorney General that the Homicide Squad of the NSW Police Force, with input from the Barrier Local Area Command, will undertake a review to determine the most appropriate strategies to progress the investigation of Mr Kumar’s death, including liaison as required with external agencies such as the Victorian Police.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Graham LOMAS 


	Deputy State Coroner 

Dillon

17 May 2013

At Glebe 
	I find that Graham Lomas died on or about 5 October 2009 at Clovelly, New South Wales due to multiple blunt force injuries. The evidence, however, does not enable me to determine the specific manner of his

death,
	Minister for Heath
	i.  That the Concord Centre for Mental Health ("CCMH'~ develop a specific document,

which is readily identifiable and easily found on a patient's file, outlining:

• Approved leave;

• The name of the person who authorised that leave; and

• Listing any breaches of the leave protocol.

ii. That a review of the CCMH's procedures concerning leave to be undertaken to ensure

that legislation and protocols concerning leave and conditional release of forensic

patients are adhered to and that its documentation clearly conforms with the relevant

protocols.

iii. That the CCMH's "Mental Health" form be amended to include a section for collateral

sources of information concerning a patient's mental state (such as observations of

relatives, carers, police, ambulance officers, other service providers) and that a new section entitled "Carer's Issues" be included in the form to encourage staff actively to

seek collateral information from carers.

iv. That, following the return of a patient to the CCMH (especially if this is an early return from leave due to a deterioration in the patient's mental state), a clearly delineated and documented formal process of review be undertaken.

v. That the Ministry for Health consider whether these recommendations ought be

adopted in all NSW Health psychiatric units (insofar as they are relevant in individual

facilities).


	Preparation of response is underway. Letter of acknowledgement sent 21 May 2013.



	
	
	
	Minister for Health and Commissioner of Police 
	vi. That, for the safety of absconding psychiatric patients (and the conservation of police

and NSW Health resources), NSW Health and the NSW Police Force consider how best

to develop optimal liaison between psychiatric units and the Local Area Commands

concerning such patients.

vii. Alternatively, if the Minister and the Commissioner consider that it is more appropriate

for local solutions to be developed, I recommend that the CCMH and the Burwood

Local Area Commander develop an arrangement to manage issues of mutual concern to absconding patients between them.
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ian McVICAR  


	Deputy State Coroner 

Forbes 

3 May 2013

At Glebe 
	Ian McVicar died on 7 January 2012 at unit 16/18-24 Higgins Street Penrith NSW as the result of the combined effects of methadone and methamphetamine toxicity.  I am unable to determine the manner in which those drugs were administered to him.
	Commissioner of Police 

 
	Matter is referred to Unsolved Homicide Team to see if any further evidence can be obtained in relation to the manner of Mr McVicar’s death.
	On 19 June 2013 Commissioner of Police AP Scipione APM advised the Attorney General that the matter has been referred to the Unsolved Homicide Unit of the Homicide Squad and will be captured on the Unit’s database and progressed at the earliest opportunity. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jason PLUM 


	Deputy State Coroner 

Dillon

16 May 2013

At Wagga Wagga 
	I find that Jason Lee Plum died on 14 August 2011 at Wagga Wagga Base Hospital as a result of a single gunshot wound deliberately self inflicted while in Police Custody.
	Commissioner of Police 

 
	1) I recommend that the NSW Police Force should

consider adopting policy that, pursuant to their power under s 24 of the Law Enforcement

(Powers and Responsibilities)

Act 2002 police officers should search all persons taken into

police custody before placing those persons in police vehicles or transporting them to a place

of custody, unless there are sound reasons not to do so.

2)  I recommend that the Police Force should consider adopting a policy that if, pursuant to section 23 of the Law Enforcement (Powers and Responsibilities) Act 2002, arresting police officers have reasonable grounds to suspect

that it would be prudent to search arrested persons, they should do so unless there are

sound reasons not to do so.

3)  I recommend that the Police Commissioner review the policy or practice of police officers

securing their firearms before unloading persons in custody from police vehicles at

police stations. In particular I recommend that consideration be given to situations In

which police transport: persons who have not been searched to police stations or other places of custody. In such cases I  recommend that the Commissioner consider issuing a guideline that one or more officers should, at a safe distance from the vehicle, retain their firearms to provide protection while unsearched prisoners are unloaded.

4)  I recommend that the NSW Police Education and Training Command consider using this

case and the Caton incident as case studies for training officers in appropriate search.

procedures including the desirability of ascertaining an arrested person’s identity and.

considering COPS warnings if reasonably practicable. 

5) I recommend that the NSW Police Education and Training Command review its training

curriculum in the light of these incidents.

6)  I recommend that the roll out of CCCTV cameras in NSW Police Force caged vehicles be

expedited as fast as resources, funding and competing priorities allow.

7) I recommend that in addition to and following the thorough investigation that follows a

Critical incident, I propose that the NSW Police Force conduct a policy and procedure analysis, similar to NSW Health's ‘Root Cause Analysis’

process, to determine whether or not latent systems defects have been revealed by the

incident and, if so, what measures ought be  taken to rectify them.


	On 3 October 2013 the Commissioner of Police, SP Scipione APM advised the Attorney General as follows:

Recommendation 1

Supported – subject to legislative amendments to section 24 of the LEPRA to clarify that police officers may search all arrested people before transporting them from the place of arrest to a custody location.

NSWPF has submitted a request to the Ministry for Police and Emergency Services for the legislative amendments.

Recommendation 2

Supported – provided that the officer has formed the requisite suspicion under section 23(1)(a) – (2) of the LEPRA.

Recommendation 3

Supported. The Police Handbook will be amended as appropriate. 

Recommendation 4

The issues identified by the Coroner will be taken into consideration when the components of the 2014/15 Mandatory Training are being developed. 

Recommendation 6

The NSW Police Force does not have in place a program for installing CCTV cameras in its caged vehicles.  CCTV is an option that may be considered in the future should funding become available.

Recommendation 7

Not supported.  The principles of the ‘root cause analysis’ (RCA) are embedded in the current NSW Police Force Critical Incidents Guidelines.  In addition to assisting the Coronial process, the purpose of a Critical Incident Investigation is to ensure the NSW Police Force executive is informed of any identified systemic or procedural flaws.  The Region Commander’s report should not be completed until the conclusion of any inquest to enable the findings and any recommendations to be taken into account and addressed in the report. 

It is noted that the provisions of section 20Q of the Health Administration Act 1982 in relation to RCAs protects documents which are prepared for the dominant purpose of the conduct of an investigation by a RCA Team from being admitted into evidence in any proceedings. A similar provision protects the report of the Team (section 20R). No such protections would apply to Police. 



	
	
	
	Attorney General and Minister for Police and Emergency Services 
	8) I recommend that the Law Enforcement (Powers and Responsibilities) Act 2002, be amended so as to define with precision the meaning to be given to the phrase ‘lawful custody’ in section 24 of the Act. 
	A copy of the recommendations and findings of his Honour Deputy State Coroner Dillon were referred for advice to Justice Policy, NSW Department of Attorney General and Justice on 3 June 2013.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	RAE Margaret  


	Deputy State 

Coroner MacMahon

29-30 April 2013

At Glebe


	
Margaret Rae (born 5 May 1931) died on 11 September 2011 at Sutherland Hospital Caringbah in the State of New South Wales. The

cause of her death was complications of inhalation of the products of

combustion that occurred following a fire in the bedroom of her

home caused by the ignition of a microwavable personal warmer

commonly known as a wheat bag or wheat pack that she had placed

in her bed. 
	The Minister for Police and Emergency Services and the

Minister for Fair Trading
	That Fire and Rescue NSW in conjunction with NSW Fair Trading develop a coordinated public awareness campaign highlighting the fire risks associated with the use of microwaveable personal

warmers commonly known as wheat bags or wheat packs. 

That such campaign should highlight the particular dangers that may be

experienced by the elderly and young persons using such products.
	Awaited. 

	
	
	
	The Minister for Police and Emergency Services
	That the current research being undertaken by the Fire Investigation and Research Unit within Fire and Rescue NSW concerning the fire

risks associated with the use of microwavable personal warmers

commonly known as wheat bags or wheat packs be developed further so that the nature, extent of and factors contributing to such risks may be better understood and responded to.

That action be taken to establish a unique code within the Australian

Incident Reporting System (AIRS) for fires associated with microwaveable personal warmers, commonly known as wheat bags or wheat packs, so as to ensure that the best information as to the

risks associated with the use of such products might be available.
	

	
	
	
	The Chief Executive, Standards Australia
	That Standards Australia gives consideration to the development of an Australian Standard for microwavable personal warmers commonly known as wheat bags or wheat packs.
	

	
	
	
	The Chief Executive, Therapeutic Goods Administration

(TGA)
	That the TGA revise their classification of risk for microwavable

personal warmers commonly known as wheat bags or wheat packs from Low Risk (Class 1) medical devices to a level that recognises the fire risk associated with the use of these devices by the elderly and children.
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	RUBBO Glenn

Peter   


	LCM 

Linden  

8 June 2012

At Lismore 


	That Glenn Peter RUBBO died at about 12 noon on 5 March 2011 at the Lismore Base Hospital as the result of a cerebrovascular accident, that is, a massive haemorrhage to the cerebral area in the right middle cerebral artery territory. 
	Minister for Health 
	1) That urgent action be taken to expand the capacity of the accident and emergency department, if only on an interim basis, until the mooted rebuilding of the Department is concluded. 

2) Further recommend consideration be given to having urgent facilities available for blood analysis at the Hospital. 


	The Minister for Health responded to the NSW State Coroner on 2 July 2013 and advised:

I understand that there has been a delay as these findings were handed down in June 2012 but the final Inquest transcript was not received by the NSW Ministry of Health until December 2012.

In response to Recommendation One, I am pleased to advise that on 4 May 2012, the Federal Minister for Health and I jointly announced a major $80 million upgrade of the Lismore Base Hospital (LBH).  Further to that announcement, on 11 December 2012 I announced an interim $2.95 million upgrade to the LBH Emergency Department (ED).  This interim project will effectively bring forward the commencement date for additional ED services at LBH to early 2014, instead of late 2016. 

The LBH ED is currently working at maximum capacity; has higher levels of staff than its peer hospitals; has protected the role of the Clinical Initiatives Nurse (CIN) whose role is to oversee the patients waiting in the Emergency Department; and, in period of peak activity is maximising use of ED rooms for lower risk patients.  During peaks in activity the executive is notified to assist in managing and ameliorating any potential risks.

Advice in regard to the second recommendation has been sought from the Northern NSW Local Health District and from expert clinicians in the Ministry of Health, including NSW Pathology. While not supporting this recommendation, each expert group has provided the following detailed advice that I believe satisfies the Coroner’s concerns.

NSW Health Pathology clarified that there are no delays in general with results of blood tests at Lismore Base Hospital.  Advice notes that there are no diagnostic blood tests for stroke patients; rather, clinical examination and diagnostic imaging are the methods for diagnosing stroke.  The Blood Cultures referred to by Magistrate Linden are undertaken for a range of reasons, including detection of types of bacteria in blood, and require three days of culture for a result to be known.

In addition, the Emergency Department at Lismore Base Hospital has Point of Care Testing available for a predetermined range of pathology tests and these services are already able to meet demand for urgent blood analysis. 

Pathology North also confirms that facilities are available for an urgent response for more complex blood tests at Lismore Base Hospital.  The Lismore laboratory is open from 6am to 12 midnight with an on-call service provided outside of these hours. 

The NSW Stroke Reperfusion Service has been a priority initiative of the Stroke Network within the Agency for Clinical Innovation (ACI).  This initiative supports the National Stroke Foundation Clinical Guideline for Stroke Management (2010) and provides a clinical pathway for treatment. 

The pathway includes paramedic identification of potential patients utilising an internationally recognised and validated tool known as FAST (Face, Arm, Speech and Time). According to the ACI, training in the use of this tool will be provided to all NSW Paramedics by July 2014. To date, twenty (20) Acute Stroke Thrombolysis Centres have been established in hospitals across NSW, including four (4) in rural centres.  Further information on this service is available at http://www.aci.health.nsw.gov.au/networks/stroke/priorities/stroke-reperfusion
I trust that the approach taken to this matter and the actions identified in this response will assure you that NSW Health is committed to a process of continual improvement. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	SEM

Kyi-Yein 


	State Coroner Jerram

20 March 2013

At Glebe


	That Kyi-Yein Sem died at the Macquarie Hotel, Surry Hills on 11 November 2011 of Cyanide poisoning, self administered with the intent to end his own life.
	To the Minister for Health 


	1)  That the Act and Regulation be reviewed either to require supplies of schedule 7 drugs and poisons to inform the Department of any supply or order of those drugs or in any other way to ensure close checking of both supplies and purchases of schedule & drugs and poisons upon order and prior to supply.

2)  That the Minister consider all efforts to expedite finalisation of the review intending to create national standards for the selling and purchasing of dangerous chemicals and poisons.
	Preparation of response is underway. Letter of acknowledgement sent 16 April 2013.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	SLAVKOVIC

Elijah 


	Deputy State Coroner Forbes

19 April 2013

At Glebe


	That Elijah Slavkovic died at Royal Children’s Hospital Melbourne, Victoria of diabetes insipidus secondary to pituitary and hypothalamic infarction subsequent to meningococcal meningitis. His death was as a result of natural causes.
	To the Minister for Health 


	Nil.
	The Minister for Health responded to the NSW State Coroner on 28 May 2013 and advised:

Elijah was initially seen at Pambula Hospital on 24 April 2009 with a febrile illness. His condition progressively deteriorated and he was transferred to Bega Hospital, then to Canberra Hospital, and the Sydney Children’s Hospital before being transferred to Royal Children’s Hospital Melbourne for palliative care, prior to his death. Despite medical stabilisation Elijah died from diabetic insipidus, a condition where the body cannot retain enough water. It is caused by damage to the hypothalamus or pituitary gland, as a result of meningitis. 
Magistrate Forbes did not make any recommendations, however the report highlighted the quality and quantity of work done at the Local Health District and State level in relation to the issue of sepsis and, the level of expertise involved in the reforms, reflecting the high priority this matter was given by NSW Health.  This aspect of patient care has been the subject of a significant body of work that has been implemented statewide and the added focus provided by this Coronial Inquest is welcomed.
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	Ngoc T TRAN  


	Deputy State Coroner Freund 

1 March 2013

At Parramatta


	That Ngoc Thach Tran died on 12 April 2012 from multiple blunt force injuries sustained when he was hit by a motor vehicle whilst attempting to cross Kurrajong Road 200 metres west of Tallowood Avenue.   
	To the General Manager, Liverpool Council 
	Having considered all the evidence with respect to the death of Mr Tran, the number of accidents at this location together with the location of Casula Mall and local schools, serious consideration be given to installing a pedestrian crossing in or about the location (namely Kurrajong Road 200 metres west of Tallowood Ave) to prevent further pedestrian accidents on this stretch of road. 
	Awaited. 

	FUTURE – Next response
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	Fire at 87-97 Yarranabbe Road Darling Point NSW   


	Deputy State Coroner MacMahon

29 –30 April 2013

At Glebe


	That the fire occurred on 22 September 20112 at 307/ 87-97 Yarranabbe Road Darling Point in the State of NSW and that the cause of the fire was the spontaneous ignition of a microwaveable personal warmer commonly known as a wheat bag or wheat pack, that had been placed in the occupants bed in order to warm same. 

 
	The Minister for Police and Emergency Services and the

Minister for Fair Trading
	That Fire and Rescue NSW in conjunction with NSW Fair Trading develop a coordinated public awareness campaign highlighting the fire risks associated with the use of microwaveable personal

warmers commonly known as wheat bags or wheat packs. 

That such campaign should highlight the particular dangers that may be

experienced by the elderly and young persons using such products.
	Awaited. 

	
	
	
	The Minister for Police and Emergency Services
	That the current research being undertaken by the Fire Investigation and Research Unit within Fire and Rescue NSW concerning the fire

risks associated with the use of microwavable personal warmers

commonly known as wheat bags or wheat packs be developed further so that the nature, extent of and factors contributing to such risks may be better understood and responded to.

That action be taken to establish a unique code within the Australian

Incident Reporting System (AIRS) for fires associated with microwaveable personal warmers, commonly known as wheat bags or wheat packs, so as to ensure that the best information as to the

risks associated with the use of such products might be available.
	

	
	
	
	The Chief Executive, Standards Australia
	That Standards Australia gives consideration to the development of an Australian Standard for microwavable personal warmers commonly known as wheat bags or wheat packs.
	
	
	The Chief Executive, Standards Australia
	That Standards Australia gives consideration to the development of an Australian Standard for microwavable personal warmers commonly known as wheat bags or wheat packs.
	

	
	
	
	General Manager, Woollahra Council
	Noting the circumstances of the fire at 307/ 87-97 Yarranabbe Road Darling Point on 22 September 2011 and the evidence of the difficulties experienced  by officers of NSW Fire and Rescue in extinguishing the fire, that Woollahra Council give consideration to undertaking a safety audit of the said building so as to ensure that the risk to occupants of the building from fire is minimised. 
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	VERHOEVEN

Marc  


	Deputy State Coroner Dilon

24 April 2013

At Glebe


	That Marc Verhoeven died on 18 August 2011 at St Vincent's Private Hospital, Darlinghurst, NSW as a result of a massive stroke during arthroscopic shoulder surgery in the "beach-chair" position on 15 August 2011 as a result of impaired oxygen delivered to his brain and that this was caused by a failure to estimate and maintain an appropriate level of

mean arterial pressure in the blood supply of the brain.
	To the Minister for Health and the Australian and New Zealand College of

Anaesthetists
	1)  Bring the St Vincent's Private Hospital guidelines for anaesthetics in "beachchair"

position surgery to the attention of all anaesthetics departments in NSW

hospitals and to all anaesthetists;

2)  Request or recommend (whichever is more appropriate) that all anaesthetic departments in NSW hospitals develop guidelines for the appropriate

adjustment for the hydrostatic gradient by anaesthetists when calculating mean arterial pressure for "beach-chair" surgery.
	Awaited. 
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	Defne YETER  


	Deputy State Coroner 

Forbes 

3 May 2013

At Glebe 
	Defne YETER  died on 23 June 2010 at Unit 809 43 Moorehead Street Redfern as a result of multidrug toxicity.  In relation to how Ms Yeter came to have the drugs in her system  or the surrounding circumstances in relation to her death, I make an open findings and refer the matter to the Unsolved Homicide Unit for further review. 

 as the result of the combined effects of methadone and methamphetamine toxicity.  I am unable to determine the manner in which those drugs were administered to him.
	Commissioner of Police 

 
	Matter is referred to Unsolved Homicide Team to see if any further evidence can be obtained in relation to the manner of Ms Yeter’s death.
	On 24 June 2013 Commissioner of Police AP Scipione APM advised that the matter had been referred to the Unsolved Homicide Team for attention and will be captured on the Unit’s database and progressed at the earliest opportunity. 
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