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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES – JUNE 2009 TO DECEMBER 2009

Made pursuant to section 82 of the Coroner’s Act 2009.
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[Recommendation made prior to July 2009]

	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	David Balthazar IREDALE

1427/2006
	7 May 2009

at Penrith

Milovanovich
	DAVID BALTHAZAR IREDALE died on 11 December 2006 near the Mount Solitary walking track Jamieson Valley in the State of NSW from the effects of dehydration after he became separated from his companions and lost without sufficient water, while undertaking what he believed to be an adventure journey for the purposes of attaining the Silver Accreditation for the Duke of Edinburgh Award.   
	Minister for Emergency Services /

Minister for Health

Minister for Health 

(contd)

Minister for Environment and Climate Change/

Department of Environment, Climate Change and Water (DECCW)

Minister for Sport and Recreation


	1) That a working party (including the NSW Ambulance Service, NSW Police Service, NSW Fire Brigade, NSW National Parks and Telstra Communications Service Point) be established to review the structure, operation, management and training for NSW triple 0 emergency call centres, with particular attention given to the following issues identified in the course of this inquest:

(a) The potential advantages of an integrated response, ie a single Statewide Triple 0 call centre for Police, fire and ambulance services.

(b) The effectiveness of protocols relating to remote access callers and lost persons.

(c) The appropriateness of training for call takers as to empathy and phone manner, advise for lost callers (search and rescue issues) and first aid.

(d)The possible training for call takers with respect to the assessment of the need for, the availability of an access to, paramedical advice and assistance. 

(e) The appropriateness of training for call takers when dealing with default mobiles (ie obtaining call back numbers earlier than in calls where there is a call ID).

(f) Current workplace conditions in call centres (ex gratia shift hours, breaks and holidays) and their conduciveness to effective call taking.

(g) The failure of the NSW Ambulance Service to effectively identify ‘Critical Incidents’ that should lead to a ‘root Cause Analysis; aiming to assist in training and improve services.

(h) The appropriateness of separating non –emergency calls (hospital transfers etc) from Triple 0 emergency calls, so as to increase the effective operations of the Triple 0 centres.

(i) The failure to interrogate callers on their first triple 0 contact to establish the appropriate service referral. 

(j)Avoidance of duplication of questioning and answers (with respect to information given to operators at the Emergency Service Answer Point and other call centres and by operators at the same call centre, dealing with repeat calls).

(k) The limitations of immediate and expeditious transfer of primary information between relevant emergency services and the need for urgent process to be achieved with respect to the implementation of the Inter CAD Electronic Messaging System (ICEMS) protocol, particularly between the Ambulance Service and the NSW Police Force. 

(l) The limitations of the existing software and database system to effectively deal with the taking, logging and transfer of calls, including the following:

(i) the inability of the Triple 0 computer system to recognise repeat incoming calls, in the absence of an available street address.

(ii) The difficulty of retrieving calls made by the same caller, in the absence of a recorded street address. 

(iii) The inability to track or register call dropouts. 

(iv) The inability to retrieve and copy calls upon notification of the search and rescue agency

2)  That the Ambulance Service of NSW immediately address the limitations of its existing software package and data base so as to more effectively deal with the taking, logging, recovery and transfer of emergency calls. Particular attention should be given to ensuring that sound files of calls can be emailed by the NSW Ambulance Service to search and rescue services at the time they are notified of a caller in need. 

3) That the Ambulance Service of NSW carry out a thorough internal review and ‘Root Cause Analysis’ of its involvement in the David Iredale incident, examining conduct and system issues.

1) That a review be conducted to determine whether the National Parks and Wildlife Service (NPWS) provides sufficient assistance to members of the public in relation to safe water consumption on walks and the availability of Personal Locator Beacons (PLBs). Where necessary, funding should be allocated to ensure that the NPWS is able to deliver the appropriate education campaign and update information sources. 

2) That the NPWS review its educational material (on-line services, signage in parks, literature and the use of external media) to determine whether it can offer further assistance to educate the public about the importance of carrying sufficient quantities of water and adequately planning overnight walks.

3) That the NPWS review its capacity to educate the public as to the availability of PLBs from the Police and NPWS.

1)That the Duke of Edinburgh Award Scheme (DEAS) update its record books distributed to candidates to specify that candidates must obtain written pre-approval for each particular expedition, planned on identified dates. 

2) That the DEAS updates its written material delivered to co-ordinators to specify that candidates must obtain written pre-approval for each particular expedition, planned on identified dates, and that co-ordinators must keep records of such pre-approval. In circumstances where an expedition is cancelled after pre-approval, records should be kept of the pre-approval and reasons for cancellation.

3) That the DEAS conduct a review of its literature relating to advice to co-ordinators and candidates on water consumption during expeditions. 

4) That the DEAS amend its literature to require co-ordinators to educate candidates about the following matters:

(a) the importance of candidates contacting appropriate local authorities to determine the availability of water on planned walking routes;

(b) the availability of scheme that provide for the registration of trips with local authorities and the importance of utilising such schemes;  and 

(c) the value of one candidate in any walking group carrying a PLB where those devices are available from Police or the NPWS.
	The Department of Premier and Cabinet has convened a Working Party with Telstra, Ambulance, Fire, Police and National Parks representatives.  The Party considered the potential advantages of a single state-wide Triple Zero call centre and enhancing the transfer of information between agencies.

Police and NSW Fire Brigades have recently implemented a new procedure for transferring the details of emergency calls. This will be implemented by the Ambulance Service  following technological upgrades in 2010.  

There has also been established a process for the transfer of voice data via email. 

Root Cause Analysis of the incident was conducted by the Ambulance Service.   The Service has fully or partially implemented six recommendations as a result:

* Two new standard operating procedures relating to locating procedures and lost and unresponsive calls, as well as training on processing difficult to locate calls.

* Instructions to involve a senior paramedic supervisor who can provide additional survival advice if needed. 

* Enhanced call-taker training for current and new staff

* Joint communication protocol with Police in respect to sharing information. 

* Representations made to the Australian Communications and Media Authority about the installation of technology in mobile phones that will identify a caller’s location.

New software will be installed in rural centres and the Sydney operations centre once technology upgrades are completed in early 2010.

 Response 30/11/09:

The DECCW supports the Coroner’s recommendations and have undertaken a review into all aspects of bushwalking safety, particularly in the Blue Mountains and Kosciuszko (where numerous overseas visitors who may not have bushwalking experience).

A range of safety improvements are being implemented. These include a risk assessment of the Mount Solitary walking track – costs and feasibility of improvements are currently being considered.  The availability of Personal Locator Beacons (PLBs) has been increased and the locations marked on all new NPWS maps

Response 24/11/09:

The Department of Sport and Recreation is working closely with the National Award Authority (NAA) to implement these recommendations. 

The Record books are drafted and compiled by the NAA alone, and then distributed to all DEAS candidates by the Department. The Record books are being amended by the NAA with the assistance of the Department. 

The Department has drafted a document which outlines the Coroner’s other recommendations and requests that all Award Co-ordinators in NSW review their Adventurous Journey operating procedures. 

The Department has also reviewed and amended its administrative and operations guidelines relating to Adventurous Journeys to incorporate the Coroner’s recommendations. A review of the Adult Volunteer training program is also scheduled by the Department for early 2010.




TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Jessica DE ANDRADE

1290/07
	Deputy State Coroner Dillon

16 July 2009

At Glebe


	I find that JESSICA DE ANDRADE died on 17 July 2007 at the intersection Botany rd and McEvoy St Waterloo NSW of the effects of multiple injuries sustained when she was hit by a turning truck on a pedestrian crossing at that intersection.
	Commonwealth Minister for Infrastructure and Transport
	(1) That the Minister request the Transport Liaison Group to reconsider its position in relation to the question whether transparent doors ought be fitted to heavy vehicles in light of its concession that such doors may be of benefit (although limited) in at least some types of heavy vehicle

(2) That the Minister request the TLG to consider how blind spots on heavy vehicles obscuring pedestrians and other smaller road users may be addressed by amendment of the Australian Design Rules for Motor Vehicles and Trailers with a view to eliminating such blind spots.


	Acknowledgement received 24/8/2009.

The Hon Anthony Albanese MP, Minister for Infrastructure, Regional Development and Local Government, responded on 12/1/2010, advising that the Truck Industry Council has undertaken to prepare an industry code of practice for eliminating blind spots.

	
	
	
	Minister for Roads
	(1) That the Minister direct the Roads and Traffic Authority to consider introducing a change to phasing of traffic lights so as to provide pedestrians with a 10-15 second head start at intersections controlled by manually triggered pedestrian control signals at which left-turning traffic and pedestrians are sharing the same road space.

(2) That the Minister direct the RTA to consider installing left-turn arrow control lights at any intersection identified as a common thoroughfare for heavy vehicles turning left in built-up areas in NSW where such intersections are also commonly used by pedestrians.
	Mr David Campbell MP, Minister for Roads, advised on 27 January 2010 that:

“The RTA has completed its consideration of these recommendations and has provided the following advice:

1) A 10-15 second head start cannot be supported. The reasons for not supporting this recommendation include:

· concern that it may increase risk to pedestrians;

· it would significantly increase vehicle delay and congestion which would result in a reduction in crossing times for pedestrians;

· It would compromise the current RTA Strategy for managing pedestrian delay and protection;

· Four of the six degrees of protection currently used by the RTA frequently exceed the time prescribed by the Coroner as they are site dependent and take into consideration traffic mix and the number and type of pedestrians using the crossing;

· The implementation costs are significant.

2.  The RTA should make amendments to its current traffic signal design guidelines to require either full or timed protection (by the use of red turn arrows and traffic signals) wherever there is an identified, regular, heavy vehicle left turning movement through a marked pedestrian crossing, regardless of the number of pedestrians.”

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Nicholas FONTANA

101/06
	Deputy State Coroner 

Milovanovich

24 July 2009

At Westmead
	I find that NICHOLAS LIAM FONTANA died between 8.00pm on the 28th January 2006 and 12.00pm on the 29th January 2006 at 4/17 Parker Street, Kings Langley, in the State of New South Wales. I find that Nicholas Liam FONTANA died from Aspiration Pneumonia due to methadone and morphine toxicity administered to him by a person or persons unknown.
	Commissioner of Police
	That the death of Nicholas Liam Fontana should be treated as an unsolved homicide. I will request that the brief of evidence, the exhibits and the transcripts of evidence be forwarded to the Unsolved Homicide Unit for further and continued investigation.
	This matter has been referred to the Unsolved Homicide Team for attention.  It will be captured on the unit’s database and progressed at the earliest opportunity.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Nathan BRIDGER

2102/07
	State Coroner 

Jerram 

12 August 2009

At Glebe


	I find that Nathan Bridger died on 18 November 2007 at Concord Hospital, the cause of death being complication of thermal injury arising out of injuries sustained on the morning of 15 November 2007 by fire, at 105 Regent Street, Redfern, in which he resided at the time, and which fire originated on the second floor of those premises but the cause of which the evidence does not allow me to determine.
	Minister for Planning 
	That consideration is given to providing greater powers to Councils and/or to the NSW Fire Brigade to ensure compliance by owners with the authorised use of buildings and their strict adherence to the fire safety requirements arising from that use.


	Hon Tony Kelly MLC, Minister for Planning, advised on 30 January 2010:

“In relation to this recommendation, it is considered that the Environmental Planning and Assessment Act 1979 (EPA) provides Councils with sufficient powers to take enforcement action regarding any unauthorised use of premises.  If the NSW Fire Brigades (NSWFB) identify an unauthorised use they may refer the matter to the relevant council and request appropriate action. However, it is recognised that confirmation of the existence of an unauthorised use, and hence enforcement action are, in some circumstances, dependent on the ability to enter and inspect premises. 

With respect to the Coroner’s recommendation and the broader issue of building fire safety, the Dept of Planning is currently reviewing, or planning a review, of a number of aspects of the EPA Act relevant to fire safety, including:

· The powers of councils and the NSWFB to enter and inspect premises;

· A review of the fire safety orders powers of the NSWFB;

· A review of the regulation of the maintenance of essential fire safety measures;

· A review of the management of performance based building designs under the Planning System.

In this context the specifics of the Coroner’s recommendation will be considered as part of this broader review.”

	
	
	
	Minister for Emergency Services
	NSW Fire Brigade to ensure compliance by owners with the authorised use of buildings and their strict adherence to the fire safety requirements arising from that use.
	

	
	
	
	Commissioner of Police 
	(1)  That police officers investigating fires on behalf of the Coroner complete and include the ‘Fire Investigation Checklist” (P785) form as part of the brief of evidence submitted to the Coroner and the Arson Unit ‘Call Out and 48 Hour Response Checklist’ (copies attached); and

(2)  That police officers investigating fires on behalf of the Coroner obtain from the relevant Council and the NSW Fire Brigade evidence concerning the relevant history and status of the premises, including with respect to matters such as:

· Interactions with owners, tenants or others connected with the premises, and the relevant Council and NSW Fire Brigade regarding compliance with fire safety regulations; and

· Documentation relating to significant events (such as previous fires, and/or attempts to develop or sell the premises).
	Response from Police Commissioner Scipione on 17 March 2010:

1. The NSW Police Force does not support the first recommendation. The documentation to which the Coroner refers are internal NSW Police Force documents used by investigators when investigating fire/arson matters and are not intended to be used for evidentiary purposes. Their content discloses police methodology and the tendering of them in Coronial proceedings and subsequent airing in the public domain could compromise the effectiveness of police investigations into fire/arson matters. Any evidence derived from material contained in the documentation would, in any event, be reflected in statements provided to the Coroner. 

2. I can advise that current practice and documentation address this recommendation.  The Fire Investigation Checklist (P785) form and the Arson Unit Call Out and 48 Hour Response Checklist allow for police liaison with external agencies, including the Fire Investigation and Research Unit of the NSW Fire Brigades, as well as the consideration of any history of the sale of particular properties, and any insurance claims made against them. Consequently, no further action is required in respect of this Recommendation.



	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Cam Van CHAU

486/01
	Deputy State Coroner 

MacMahon 

27 July 2009

At Glebe
	CAM VAN CHAU died on 13 March 2001 at [Address withheld], the cause of her death was drowning following blunt force injury, restraint and neck compression inflicted on her body by a person or person unknown.
	Commissioner of Police
	1. The brief of evidence be transferred to the unsolved homicide Team, Homicide Squad for further investigation as and when information concerning the matter becomes available.

2. The Commissioner of Police give consideration to the issue of a reward for information relating to the death of Cam Van Chau
	This matter has been referred to the Unsolved Homicide Team for attention. The matter will be captured on the unit's database and progressed at the earliest opportunity.  The NSW Police Force acknowledges that the offer of a reward can be a useful investigative strategy.  Consideration is currently being given as to whether the offer of a reward might assist in this particular matter

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Robert JONES

1434/95
	Deputy State Coroner 

MacMahon 

28 July 2009

At Glebe
	ROBERT JOHN JONES died on 25 July 1995 at St George Hospital, Kogarah. The cause of death was a shot gun wound to the abdomen/chest that he sustained when an unknown person shot him during the course of an attempted armed hold up.
	Commissioner of Police
	I refer the matter to the unsolved homicide team of the Homicide Squad for further Investigation as and when information relates to the death of Robert John Jones becomes available..
	Police advise that this matter has been referred to the Unsolved Homicide Team for attention.  The matter will be captured on the unit's database and progressed at the earliest opportunity.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Slobodan DJORDJIC

1875/98
	Deputy State Coroner 

MacMahon 

28 July 2009

At Glebe
	SLOBADAN DJORDJIC died on or about 15 September 1998. The cause of his death was gunshot wounds to chest and neck. The evidence available does not enable me to identify the person or persons responsible for the death of Slobadan Djordjic nor the place of his death.
	Commissioner of Police
	I refer the matter to the unsolved Homicide Team, Homicide Squad, NSW Police for further investigation as and when information may become available.
	Police advise that this matter has been referred to the Unsolved Homicide Team for attention.  The matter will be captured on the unit's database and progressed at the earliest opportunity.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Mark HARE

759/06
	Deputy State Coroner 

MILOVANOVICH

29 July 2009

At 

Kurri Kurri


	I Find that Mark Ian Hare died on the 2nd July 2006 at Belmont Hospital in the State of New South Wales from a Cardiac Arrhythmia which he sustained earlier on the same date at Belmont in the State of New South Wales, while lawfully in police custody.
	Minister for Health
	That consideration be given to implementing on a State wide basis an appropriate protocol that deals with issues associated with the release of a Mental Health patient on escorted leave or the discharge of a Mental Health Patient. Such protocols should also consider the formulation of documentation by way of a checklist, which should be signed and provided to prospective Carers.  A proposed checklist should include, but not be limited to, the matters identified by the Coroner and referred to in the submissions by Counsel for the family.  The Minister may consider that the discharge procedures as set out in the Hunter and New England Area Health Service’s Northern Action Plan (currently applying only to Banksia House, Tamworth) be considered as a template in the formulation of a State Wide policy.
	Karen Crawshaw, Deputy Director-General, NSW Health responded on 9/11/2009, advising that a new Policy Directive, “Discharge Planning for Adult Mental Health Inpatient Services” was published on 16/1/2008, which is consistent with the recommendations.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Kellie CARMICHAEL

2168/08
	Deputy State Coroner 

MILOVANOVICH

4 August 2009

At 

Westmead


	I find that Kellie Ann Carmichael is deceased and that she died on or sometime after 29 April 2001. As to the precise date of death, place of death or the manner and cause of her death, from the evidence adduced I am unable to say.
	Minister for Police

Commissioner of Police
	1. That consideration be given to setting up a Strike Force, possibly attached to the homicide (Unsolved Crime) unit to examine and review the evidence in relation to the numerous unsolved homicides and missing persons (suspected homicides) of young women in NSW.

2. Reward $200,000.
	The matter has been referred to the Unsolved Homicides Team for attention. The matter will be captured on the unit's database and progressed at the earliest opportunity.   NSW Police force acknowledges that the offer of a reward can be a useful strategy and is investigating whether the offer of a reward might assist.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Name suppressed

2302/07 
	Deputy State Coroner 

MacPherson

12 November 2009

At Glebe
	I find that the deceased died on 21/12/2007 at ‘The Gap’ Watsons Bay from multiple injuries sustained when he projected himself from the top of a cliff with the intention of taking his own life.
	Commissioner of Police

(10/12/2009
	That General Duties Police attached to the Rose Bay Local Area Command be required to undertake “Well-Checks” on a regular basis.
	Commissioner of Police December 2010”

“ Whilst the NSW Police Force does not support this specific recommendation, we support the intent.  In this regard, Senior Management at Rose Bay continue to monitor the involvement of officers through existing processes relating to ‘The Gap’ incidents and other officer welfare practices.

It is noted that the Rose Bay LAC maintains Standard Operating Procedures specifically for ‘The Gap’ and these procedures provide of the welfare assessment of officers involved in incidents. When required, the LAC anticipates that Trauma Response Counsellors from Safety Command will attend the involved officer within two hours of request. The Safety Command – Trauma Response Team conducted five targeted training sessions fro Rose Bay Officers in 2009, with State Protection Group Negotiators conducting lectures on dealing with suicide interventions in 2007 and 2008. Further plans are in hand for additional lectures and training in the coming year. 

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Victoria PALMER

212/08
	Deputy State Coroner MacMahon

01/09/2009

At  Glebe


	That Victoria Palmer died on 3 February 2008 at the Sydney Children’s Hospital, Randwick. The cause of her death was Cerebellar Medulloblastoma and the manner of her death was natural
	Dr Sara Bird, Medico-Legal Manager/Advisory Services Co-ordinator, MDA National Insurance Pty Ltd.

(18/09/2009)
	That the circumstances in which Victoria Palmer was diagnosed as suffering from a cerebellar medulloblastoma be the subject of an article in the Australian Family Physician in order to ensure that the need for early diagnosis and treatment of such condition is highlighted to medical practitioners and others who may be required to treat patients with such conditions.
	Dr Sara Bird responded on 23/9/2009 as follows: “… I would be very pleased to write up this case for Australian Family Physician and I propose to have the article published in the December 2009 edition…”

Dr Bird provided a copy of her article on 22/3/2010.  The article was published in the May 2010 issue of Australian Family Physician.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Lee Ellen STACE 
	Deputy State Coroner Milovanovich 

19 November 2009
	Lee Ellen Stace died on 2 September 1997 at Redcliffe NSW .from injuries inflicted by a person or persons unknown, however, the evidence does not allow me to make a finding as to the direct cause of death.
	Commissioner of Police 
	(a) That consideration be given to setting up a special task force or unit (possibly attached to the Homicide Unit) with sufficient resources to investigate long term unsolved homicides and suspected homicides of missing persons

(b) That consideration be given that the investigation of homicides in rural areas be managed, funded, and resourced by a lead agency that will be responsible for the preparation of a brief of evidence for the Coroner. 

(c) That consideration be given that the further investigation into the death of Lee Ellen Stace is prioritised and the expertise and knowledge currently in the possession of DSC King be utilised as best considered appropriate.

(d) That consideration be given to seeking approval from the Government of NSW to post a reward of $200,000 to be paid to any person or persons who might provide evidence that may lead to the arrest and conviction of any person or persons responsible for the death of Lee Ellen Stace.
	Response from Commissioner – 12 March 2010

The NSW Police Force supports recommendations (a), (c) and (d).
· With respect to (a), it is noted that the Unsolved Homicide Team was established in June 2008 to investigate matters of the nature.
· With respect to recommendation (c) it can be indicated that the Unsolved Homicide Team will review existing investigative holdings and assess further investigative options. The inclusion and degree of inclusion of DSC King in any further investigation will be considered by the Unsolved Homicide Unit.
· With respect to (d), the NSW Police Force acknowledges that the offer of a reward can be a useful investigative strategy. Consideration is currently being given as to whether the offer of a reward might assist in this particular matter.
The NSW Police Force does NOT support recommendation (b).

The investigation of homicides, whether in Metropolitan or Rural areas is fundamentally the responsibility of the Local Area Command.  Currently, all homicides or suspected homicides are the subject of mandatory reporting to the Homicide Squad who will exercise leadership of an investigation for the first 72 hours.  However, after that time, determination will be made by the State Crime Command as to whether the Homicide Squad will continue to lead the matter or matter is referred to the LAC.  If allocated to a LAC, a homicide investigation is still subject to review by the Homicide Squad and procedures exist for additional resources or assistance to be sought by the LAC. 

This practice is in accordance with a recent Coronial recommendation following the inquest into the death of Rachelle Leigh Childs, where Magistrate Culver recommended that ‘for the first 48 hours of an investigation into a suspicious death, a detective from the Homicide Squad should be the leading investigator, unless and until the Homicide Squad decides otherwise’.  The NSW Police Force has adopted this recommendation and expanded the 48 hour period to a 72 hour period. 

The NSW Police Force does not support the creation of an additional single agency to investigate Rural homicides and prepare coronial briefs.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Sebastian CHUNG

305/07
	Deputy State Coroner Milovanovich

25 September 2009

At Tamworth


	I find that Sebastian Chung died on the 25th February 2007 at the Lake Keepit Soaring Club, Lake Keepit in the State of New South Wales from Multiple Head and Neck Injuries when the glider, registered No. VH-ZAL, in which he was a passenger impacted with a wire fence.
	Civil Aviation Safety Authority

Gliding Federation of Australia
	That consideration is given to issuing a direction to all Soaring Clubs and or other organisations that conduct or provide facilities for the towing of gliders.  Such direction should state that in the event that maintenance operations are being conducted on or near a runway which may involve the use of equipment, machinery or personnel, that all gliding operations are to cease, irrespective of whether the pilot of the tug aircraft or the pilot of the glider feel that it is safe.
	Greg Hood, Executive Manager Operations, Civil Aviation Authority, responded on 13/1/2010.  Recommendation not supported as already provided for under Clause 92 of the Civil Aviation Regulations 1988.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	L J Hooker, 142-144 King St, NEWTOWN

66/08
	Deputy State Coroner Dillon

23 September

2009

At Glebe


	I find that the fire at 142-144 King Street, Newtown originated near the rear wall car park of the premises.  The cause of the fire was deliberate ignition of materials in that area by an unknown person or persons.
	Sydney City Council

Marrickville City Council
	1. I recommend that residents and business owners in Newtown be encouraged by council to install security cameras in their premises.

2. I recommend that council install security cameras on King Street and side streets in sites advised by local police.
	Grant Christmas, Principal Solicitor for Marrickville Council, responded on 29/10/2009 as follows: “... Please note that this property (in King Street) is Sydney City jurisdiction rather than Marrickville Council.”

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Travis MCCARRON

1652/08
	Deputy State Coroner MacMahon 

17 September 2009

At Glebe


	Travis James McCarron (born 11 July 2006) died on 11 April 2008 at Russell Way Park, Banora Point NSW. The cause of his death was drowning which occurred when he entered a retention pond in the vicinity of the park whilst his carer was distracted caring for other children.
	Tweed Shire Council
	That isolating fencing be erected around the playground equipment at Russell Way Park, Banora Point. That the fencing be compliant with Australian Standard AS1926.1 Swimming Pool Safety - Fencing for Swimming Pools.
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Moses MAINA

1201/08


	Deputy State Coroner Dillon

08/09/2009

8 September 2009

At Parramatta
	I find that Moses Kamau MAINA died on 23 July 2008 at Manly Hospital of severe hypoxic brain injury suffered when he nearly drowned in Manly Dam.
	Commissioner of Police 
	1. That in cases where a death or serious accident occurs on lands or sites managed by any government authorities, organisations or agencies which are attended by police, the relevant government body be notified by Police of the incident in question as soon as is reasonably practicable.

2. That the Police Handbook be amended accordingly.
	The Commissioner of Police replied on 14 April 2010 that:  “The NSW Police Force supports both of the above recommendations and will notify deaths reportable to the Coroner to the relevant body, authority or agency, where such deaths occur on public lands or sites.  To assist in the implementation of this new policy, the P79A Form – Report of Death to Coroner – has been updated to reflect the new reporting requirement.  The P79A Form can be accessed by all police officers through the NSW Police Force intranet and is available for immediate use in Coronial investigations. The NSW Police Force Handbook will also be updated to reflect this new policy in the section relating to Coroner’s matters.

	
	
	
	Warringah Shire Council
	1. That, to prevent the presence of lifebuoys being obscured from view, lifebuoy boxes located at swimming areas in the Manly-Warringah War Memorial Park, have no signage attached to them except for signage indicating the presence of lifebuoys within them.

2. That Council consider installing advisory signs at the swimming areas in the Manly Warringah War Memorial Park notifying of the presence and location of the lifebuoys.

3. That Council consider fully fencing the children’s playground located near swimming area 1 at the Manly-Warringah War Memorial Park
	Awaited 

	FUTURE – Next response
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	Justin BERKHOUT

1633/08
	Deputy State Coroner 

MacMahon

5 November 2009

At Wagga Wagga


	Justin Phillip Berkhout (dob 1/10/1977) died on 11th July 2007 at Wagga Wagga Base Hospital from Hypoxic brain damage that occurred following an attempt on 5th July 2007 by Mr Berkhout to take his life by hanging.
	Minister for Health
	Noting the evidence that the number of acute mental health beds available in the catchment area of the Greater Southern Area Health Service  is 54.5% of the suggested number, when applying the NSW Clinical Care Model, efforts be made to substantially increase funding in order that the number of beds available be increased to better reflect the optimum number suggested  by the model.
	Carmel Tebbutt MP, Minister for Health, responded on 20/4/2010 as follows; “…there has been a continued improvement in the number of beds…A current review of the mental health Clinical Care and Prevention Model indicated that an additional twenty-six (26) acute adult beds are required to reach the target of eighty percent (80%) of population based need across the GSAH.  There are a number of initiatives underway that will improve access for the people of GSAH to mental health beds…”

	FUTURE – Next response
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	Eric COHN

591/09
	Deputy State Coroner

MacMahon

28 August 2009 

At Glebe
	THAT ERIC COHN (born 3/05/1959) died on 9 November 2008 at Moruya. The cause of his death was a coronary event of undetermined aetiology. The manner of his death was natural cause.
	State Coroner
	In respect of aviation deaths that are sudden or unexplained, a forensic pathologist, rather than a government medical officer, undertake all post-mortem examinations.
	The State Coroner will shortly be giving a direction to all Coroners and Assistant Coroners to comply with the recommendation.

	FUTURE – Next response
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	Finding 
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	Fire at Howard & Sons Pyrotechnics Pipers Flat Rd, WALLERAWANG

1/09
	State Coroner Jerram

16 November 2009

At Lithgow


	That the fire at Howard & Sons Pyrotechnics, Pipers Flat Road, Wallerawang on 8 December 2007 originated in containers 42-54, possibly caused by a person or persons unknown, but the evidence can not allow certainty to the required standard.
	Lithgow City Council


	That consideration of the development approval submitted by Howard & Sons Pyrotechnics be expedited by conferring and co-operating with the company and WorkCover in order to facilitate upgrading of the company’s safety compliance.


	Awaited

	
	
	
	Standards Australia
	That revision of Australian Standard 2187 ‘explosive – storage, transport use’ be expedited.
	Awaited

	
	
	
	Minister with responsibility for WorkCover
	That the positional paper on storage of fireworks recently published by WorkCover be disseminated as a requirement throughout the industry and training be implemented where necessary
	John Watson, General Manager – Occupational Health and Safety, WorkCover, responded on 19/1/2010 as follows: “…The position paper “Storage Of Large Quantities (Greater Than 250 Kg Neq) of Fireworks in NSW” was developed... All sites were revisited recently and are largely in compliance with the position paper through stock reduction measures or as a result of magazine upgrades…”

Michael Daley MP, Minister for Police and Minister for Finance, responded (as Minister with responsibility for WorkCover) on 6 July 2010:

“A position paper “Storage of Large Quantities (Greater than 250kg Neq) of Fireworks in NSW” was developed in discussion with the Pyrotechnics Industry Association in early 2008. It was published on WorkCover’s website in September 2008 and forwarded to the Association for dissemination to its members. The paper provided for a 12 month transition to allow sites to upgrade large fireworks storage. WorkCover Inspectors visited all identified sites that fall into this category of licensed storage and discussed upgrade plans to meet the requirements of the paper. 

All sites were revisited recently and are largely compliant with the position paper through stock reduction measures of as a result of magazine upgrades. Any outstanding compliance issues are subject to WorkCover directions. All bulk fireworks storage sites are now subject to the standard authorisation verification program of annual site audits. WorkCover is satisfied that industry has responded positively to the improvements in storage safety requirements.” 



	FUTURE – Next response
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	Jonathon BALL

231/08
	Deputy State Coroner Dillon 

24 September 2009

At Glebe


	i find that Jonathon Ball died on 6 February 2008 at Concord Hospital of hypoxic-anoxic, respiratory failure due to aspiration pneumonia and post-asystolic arrest which were the consequences of choking on food.
	The Director-General, Department of Ageing Disability and Home Care
	1) That all residential care worker employed in group homes for disabled persons be trained in first aid for choking.

2) That all residential care workers employed in group homes for disabled persons be required to obtain a first aid certificates as a condition of employment.
	Ageing Disability and Home Care: 

First Aid training – including respiratory first aid - is included in competency training and assessment for Certificate III in Disability.  Residential Support Workers (RSWs) must hold this Certificate. 

ADHC has also established contracts with seven preferred suppliers of agency staff for RSWs and nursing staff. Conditions of the contracts require that all RSWs and nursing staff engaged by contract suppliers and provided to ADHC have a current first aid certificate. Casual employees are not generally offered First Aid training by ADHC.

In 2008, this requirement was extended to ADHC funded non -government accommodation support and centred-based respite services and the Health Care Policy was again amended to reflect this. One–off funding was provided to assist the non-government sector to comply with the requirement.
Under the variations to the Community Living Award currently under negotiation with the Public Service Association (PSA), it is proposed that:

· all frontline staff (including casual employees) will be required to possess a current First-Aid Certificate and a current NSW Drivers’ Licence. 

· ADHC will continue to pay for the cost of maintaining First-Aid training for all staff;

· current staff who do not posses a current First-Aid certificate will be allowed three months to complete the training course at ADHC’s expense;

It will be the responsibility of staff to organise their own First-Aid training;

staff who fail to attend a booked course or who fail the course will be required to re-book and undertake the course at their own expense; and

new staff will be required to hold first aid qualifications before they join ADHC.


	FUTURE – Next response
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	Colin PAY

143/08
	26/08/2009

Muswellbrook

MacMahon
	Colin Pay died on 7 December 2007 at Lake Liddell, Muswellbrook. The cause of his death was drowning which occurred following him becoming incapacitated due to closed head and neck injury sustained when his aircraft he was controlling crashed into Lake Liddell whilst testing an experimental water extraction process to be used to assist in fire bombing operations during bush fires.
	Chief Executive, Civil Aviation Safety Authority
	1. That policies and procedures be developed to assist officers of CASA and others responsible for the issue of Special Certificates of Airworthiness (Experimental Certificates) to assist them to identify issues for consideration especially matters relating to safety arising from the use of the aircraft the subject of such certificates.

2. That officers’ of CASA, and others responsible for the issue of Special Certificates of Airworthiness (Experimental Certificates), be required to maintain a record of the decision making process (including matters considered) leading to the issue of such certificates.
	John F McCormick, Director of Aviation Safety, CASA, responded on 28/9/2009 as follows: “... we will amend Advisory Circular 21.10 Experimental Certificates to include more advice on risk management during experimental flight testing.  CASA will also amend its Certificate of Airworthiness Procedures Manual ... to include requirements for a comprehensive risk analysis to be conducted by the applicant regarding any proposed experimental testing/use of aircraft subject to an experimental certificate... the Manual will now also include procedures for adequately recording the decision making process...”

	
	
	
	Commonwealth Minister for Infrastructure, Transport, Regional Development and Local Government


	That such action be taken, including the amendment of the Civil Aviation Regulation if necessary, to require that an applicant for a Special Certificate of Airworthiness (Experimental Certificate) provide as part of that application a comprehensive risk identification and mitigation analysis be undertaken in accordance with AS/NZS 4360: 2004 (or other appropriate alternative).


	Anthony Albanese, Minister for Infrastructure, Transport, Regional Development and Local Government, responded on 16/10/2009 as follows: “... My Department will consult with CASA to make the necessary amendments to the Civil Aviation Safety Regulations and/or associated procedures as appropriate...”

	FUTURE – Next response
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	Glenn WORRAD

175/08
	Deputy State Coroner Dillon

27 November 2009 

At Glebe


	I find that Glenn Worrad died on 9 or 10 June 2006 at Paxton, NSW, of respiratory depression and obstruction of airways induced by an accidental overdose of prescription drugs
	Minister for Health

(15/12/2009)
	That in light of Mr Ditton’s Report, consideration be given to reformulating the question, in the Drug of Addiction Authority Form relating to whether a patient is “Drug Dependent”.
	Minister for Health November 2010:

The definition of a drug dependent person is defined in Section 27 of the Poisons and Therapeutic Goods Act and is included in the authority application form. Section 28 of the Act requires an authority be issued by the Department of Health (DoH) for prescribing or supplying any drug of addiction to a drug dependent person. Hence, a professional clinical judgement (nominating whether the person is drug dependent) is required from the health practitioner applying for the Authority. 

This nomination is included on the authority application form to enable proper consideration of the application. In a report provided to the Coroner, it was proposed that a series of five (5) questions be answered on the application form, as an alternative as to nominating whether the person is drug dependent.

Form 1, the Application for Authority to Prescribe a Drug of Addiction, is currently under review by the NSW Health Pharmaceutical Services Unit with reference to the Medical Committee as constituted under section 30 of the Poisons and Therapeutic Goods Act 1966. It is proposed to add further information to the form to assist prescribers in determining whether a person is drug dependent or otherwise. Once this review is complete, a copy of the revised Form 1 will be forwarded to the Coroner.

The NSW Health Opioid Treatment and Clinical Policy Unit sought advice from a number of Addiction Medicine specialists regarding the report and the recommendations it contained. Each of the specialists consulted noted the complexities involved in determining dependence in patients such as Mr Worrad.

Addiction Medicine is now a recognised medical specialty and the Chapter of Addiction Medicine within the Royal Australasian College of Physicians (RACP) has members throughout NSW who are available to provide expert advice across the health system and to the legal system.

In addition, the NSW Opioid Treatment Program (OTP) is a highly effective program for managing patients with complex needs in conjunction with opioid dependence. The NSW OTP provides effective treatment options for a range of individuals dependent on opioids, including those patients with chronic pain whose dependence has been a consequence of prescribed medications.

The NSW Drug & Alcohol Specialist Advisory Service (DASAS) provides frontline support for

Managing drug and alcohol patients and provides a free telephone service for doctors, nurses and other health professionals. 

Specialist medical consultants provide a 24-hour on-call service with advice on the diagnosis and management of patients. DASAS is designed to support regional and rural health providers in NSW, the Advisory Service is available to any health professional. 

The contact numbers are (02) 9361 8006 and toll free (from a land line) on 1800 023 687.

While Deputy State Coroner Dillon's recommendation in the terms contained within the report, were not supported, the intent of that recommendation is supported and is being addressed on a statewide basis.


	FUTURE – Next response
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	SHIPLEY, Adam Douglas

MIN 170892
	Magistrate Mary JERRAM

3 June 2009
	Mr Adam Douglas Shipley died on 21 May 2007 at Kirkconnell Correctional Centre sometime between 17:00 hours on 20 May and 7:10 hours on 21 May 2007 as a result of hanging himself with the intention of taking his own life
Place of death: Kirkconnell Correctional

Centre
	Corrective Services New South Wales
	1. That the Department of Corrective Services review the systems and protocols in place for inmates known to be at- risk, to determine whether these presently provide for a coordinated and pro-active management plan for such inmates {including involving Correctional Officers and mental health professionals), particularly following a release or discharge from a Risk Intervention Team {RIT) protocol.
2. That the Department of Corrective Services review its Investigative Services Branch and the requirements of reports made by its investigators to ensure that full information is gathered, systemic issues are identified, and, if necessary any recommendations are made, by the Investigators both for the use of the Coroner, and for full consideration by the Department.
3. That the Department of Corrective Services provide all investigation reports undertaken by or on behalf of the said Department into deaths in custody to the Office of the State Coroner immediately upon finalisation (subject to any legal claims made).
	Recommendation 1

Final update- Comments were due back from the PSA by 19/06/19. Custodial Corrections advised that no comments were received from the PSA. 13/09/2019 -Custodial Corrections advised that the RIT policy has been finalised and has been published in the departmental intranet. This recommendation can be considered completed now. 

Following the coronial recommendations into the deaths of inmates SHIPLEY & WALMSLEY, a number of reviews were conducted examining the management and support of offenders at risk of self-harm from the point of entry into the correctional centre through to release to the community. In December 2013 a series of workshops were conducted by the Clinical Coordinator, At Risk Inmates with a focus on the management of inmates following discharge from the care of the Risk Intervention Team (‘RIT’).  The RIT is a multidisciplinary team consisting of Justice Health & Forensic Mental Health Network (‘Justice Health’) staff, custodial staff and offender services and programs staff.   In April 2014 a CSNSW project officer was appointed to manage a project to revise the policy and procedures for managing inmates at risk of self-harm. The project included consultation with the Justice Health and key internal stakeholders. The policy and procedures have been revised to incorporate the following enhancements to managing inmates at risk of self-harm:
1. introduction of an assessment tool to assist in determining the level of risk of self-harm posed by an inmate and a guide to strategies to manage this risk;
2. streamlined procedures for the management of inmates being held in court cell complexes who are at risk of self-harm to ensure transition to a correctional centre;
3. procedures to manage inmates who have been discharged from the RIT ranging from more to less intensive case management depending on the specific circumstances of the inmate;
4. introduction of better systems to record the pathway and management requirements of inmates following discharge from the RIT.The policy and procedures will be implemented in the 4th quarter 2013/2014.  
Recommendation 2 – Completed – Supported

Subsequent to the coronial inquest into the death in custody of SHIPLEY, an independent expert review was commissioned in 2009 by CSNSW which examined the investigative structure within CSNSW and the respective roles performed by several units. The independent expert review was conducted by Mal BRAMMER, a former Executive Director with the Independent Commission Against Corruption (and former Assistant Commissioner with the NSW Police Force.) In accordance with the coronial recommendation, part of the BRAMMER review addressed the response and reporting of deaths in custody by CSNSW Investigations, including that any investigation report identifies any systemic issues or concerns and that any recommendations are fully considered by CSNSW. The independent review by BRAMMER was completed and the review’s recommendations on the functions/procedures of CSNSW Investigations were fully implemented. Reports from CSNSW Investigations into deaths in custody are prepared and submitted to the CSNSW Management of Deaths in Custody Committee (‘the Committee’).  The Reports are also submitted to the NSW Coroner’s Court to assist with their future inquests. CSNSW established the Committee in December 2009 in order to enhance the consideration, management and reporting of inmate deaths in custody. The reports contain recommendations made by CSNSW Investigations, where required.  Those recommendations are not limited on subject matter and identify and comment on any identified issues including but not limited to systemic matters. The Committee oversights the development and implementation of organisational and system reforms within CSNSW, in order to minimise the risk of deaths in custody.  The MDICC is currently chaired by the CSNSW Assistant Commissioner, Governance and Continuous Improvement and consists of senior executives from CSNSW, the Chief Executive of Justice Health & Forensic Mental Health Network and a representative from the NSW Police Force.A representative from the NSW Coroner’s Court is also invited to attend meetings as an observer on the Committee.
Recommendation 3 – Completed - Supported
This recommendation has been implemented.
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	WHITTON

Steven Charles
	Inquest held at the State Coroners Court at Wellington before Deputy State Coroner,

Magistrate Dillon
	That on 28th March 2008 at Wellington Correctional Centre, Steven

Charles Whitton died in the ‘D’ pod yard after suffering Cardiac

Arrhythmia caused by Ischaemic Heart Disease and Coronary Atheroma.
	To Minister for Health.
To Minister for Corrective Services.


	1. That Justice Health staff commencing work at a Department of Corrective Services Facility be given a workplace induction including familiarisation with emergency equipment.

2. That Justice Health consider incorporating the Sports Medicine Australia pre-exercise screening assessment criteria in its reception and transfer health assessment questionnaire for prison inmates.
3. That CCTV coverage of the exercise yards at Wellington Correctional Facility be reviewed and gaps in CCTV monitoring coverage be eliminated.
	.

Recommendation 3 – Completed – Supported
CSNSW conducted a review of CCTV coverage of the exercise yard at Wellington Correctional Centre in order to identify and eliminate gaps in CCTV monitoring coverage. In March 2010, four additional security cameras were installed in the yards of pods A, C, D and F at Wellington Correctional Centre.  The cost to CSNSW was $93,134 (excluding GST).


	FUTURE – Next response
	


