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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES 2014
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report 

	‘AA’
	MCGREGOR F
	SUPPRESSED

	BOWMAN C
	MCINTYRE M
	THOMSON J

	BRANNIGAN TL
	MITCHELL M
	WATERLOW N and HEUSTON C

	BURNS B
	NEILL D
	WATSON B

	DRAKE C
	PEADON T
	WILSON M

	DUNCAN Y
	PIERCE DB
	WILSON T

	EATALIA RESTAURANT FIRE
	RAJ H
	WOOD L

	EVANS C
	ROSEN, MA
	

	HB
	SAJKO R
	

	MAHARAJ RD
	SALIB, ATTARD AND AKHTAR
	

	MANNERS IR
	SHANKARANARAYANA M
	

	MAWBY K
	SINGH M
	

	MCCABE H
	SMALL J
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Courtney 

BOWMAN (aka LOVE)

	Deputy State Coroner 

Beattie  

At Albion Park Local Court

On 15 August 2014 


	I find that Courtney Bowman (Love) died on 5 October 2012 at her home at 49 North Kiama Drive Kiama Downs New South Wales from asphyxia caused by self inflicted hanging. 
	NSW Minister for Education (Education)

Chief Executive of the Illawarra Shoalhaven Local Health District (ISLHD)
	1. Education and ISLHD to jointly develop a document to be distributed to employees (including those in mental ISLHD services) supporting children and young people which clearly explains the legal basis for exchanging information about children and young people in NSW under Chapter 16A of the Children

and Young Persons (Care and Protection) Act 1998 (Chapter 16A). This should address:

a) the kind of information that could be exchanged for example ISLHD

could provide Information on children and young people presenting with

suicidal ideation and Education could provide information about school attendance, behaviours and academic progress of these children and young people;

b) the circumstances in which consent is not required in order to exchange information;

c) that privacy law, professional etiquette or ethics will not prevent the exchange of information for the purposes of Chapter 16A.

2. Education and ISLHD to identify and regularly maintain key contact points in a school or local ISLHD district and notify each other of those contacts. This will include "alterhours"  and school holiday contact points.

3. ISLHD to notify the appropriate contact at Education where ISLHD is aware that a specific government school student is expressing current suicidal ideation. This includes but is not limited to circumstances where a student is released from hospital after a suicide attempt. ISLHD should provide sufficient information to Education to enable Education to begin planning for the student's support/revise existing support plans.
4. Education to continue to provide information to a nominated contact at TSLHD about a student's progress at school where it is aware a child or young person is the subject of intervention by ISLHD for suicidal ideation. This should include

academic progress but also information about the student's presenting behaviours, wellbeing, and schoo! attendance.

5. Each agency consider the need for a crossagency case management meeting to support collaborative and integrated planning with and for the student and family (where appropriate).
6. Each agency to explore the potential for joint professional development designed to enhance an interagency response in support of children and young people expressing suicidal ideation.

	On 4 October 2016 the Minister for Mental Health the Hon Pru Goward MP advised the Attorney General as follows: 

‘NSW Health support’s Magistrate Beattie’s recommendations. A report has been prepared outlining 



	FUTURE – Next response
	NON PUBLICATION ORDER UNTIL AFTER 8 NOVEMBER 2014 AND ANYTHING TO IDENTIFY SUBJECT HIGH SCHOOL OR CURRENT OR FORMER STUDENTS OF THAT SCHOOL NAMED IN THE BRIEF OF EVIDENCE, THE MEANS BY WHICH DEATH WAS SELF INFLICTED AND THE NAMES ON THE DECEASED’S SOCIAL MEDIA SITES. 


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	HB

	Deputy State Coroner 

Truscott  

At Glebe

On 19 December 2014 


	That HB died on 1 June 2009 at Lismore Base Hospital, Lismore NSW, from irrecoverable brain  injury, occasioned by self-inflicted harm with the intent to end her life by hanging which occurred on 28 May 2009.

 
	Northern New South Wales Local Health District  (LHD)
	1. That the Northern NSW LHD ensures that discharge and transfer plans are reviewed and approved by signature of the treating consultant psychiatrist. 
 
	On 15 September 2015, the Chief Executive of the Northern NSW Local Health District (NNSWLHD) advised as follows:
The NNSWLHD Mental Health Services has implemented changes of practice to ensure all Care Plans are reviewed, approved and signed off by the treating Consultant Psychiatrist.  The Care Plan includes the Discharge Plan. Discharge planning is facilitated through weekly multidisciplinary meetings including both inpatient and community mental health staff participation.  Outlying sites participate through videoconferencing.  This meeting is supported by formalised Terms of Reference and is recorded in minutes distributed on the day of the meeting.  Congruent with risk reduction strategies, Mental Health Services are committed to providing a Discharge Summary and Transfer of Care documentation on the day of discharge for follow up service contact.  Contact within seven days of discharge is a standardised and mandatory Key Performance Indicator.  This LHD achieves standards above established State benchmarks consistently. 
The Transfer of Care procedure includes a comprehensive checklist that ensures transfer of essential clinical information to all relevant parties.  The checklist also identifies clear responsibilities of all disciplines in the treatment team in terms of their roles of information exchange.  The procedure also provides a clear outline of all relevant recipients of this information. 

The Transfer of Care procedure is a NNSWLHD ratified document subject to audit cycles similar to other key procedures. The procedure was developed in consultation with key internal and external stakeholders and its implementation was supported by a comprehensive in-service education program lead by the senior clinicians involved in its development. 
NNSWLHD, including Mental Health Services, is currently implementing Electronic Medical Records (EMR).  This system will facilitate faster access to clinical information and same day electronic dispatch of Discharge Summary information. 



	
	
	
	
	2. Where patient care is shared between the Children and Adolescent Mental Health Service and the Adult Mental Health Service, that clear policies and procedures are in place so that responsibility for that care is communicated and maintained. 


	NC-NNSWLHD-PRO-6733-13 Transfer of Care Procedure stipulates all necessary actions for the safe transfer of patients from inpatient units, when either discharged or granted leave.  As mentioned previously, the purpose of this procedure is to provide clear guidance to staff regarding the safe and effective transfer of clinical information of patients between Inpatients facilities and Community based mental health services.  Staff must use the Transfer/ Discharge Checklist to document the completion of the essential tasks related to transfer of care upon discharge.  These essential tasks have been grouped together into the three stages of discharge following on from the discharge planning process commenced at admission. The process is a highly transparent one based on individual and discipline specific accountability through signing for specified tasks. 
Where a patient is required to be transferred between Inpatient facilities, safe clinical handover (based on the ISBAR framework) is utilised.

	
	
	
	
	3. Where a patient’s care and treatment by a consultant psychiatrist is transferred across the various Northern NSW LHD service demarcations, that such transfer is endorsed in writing by the appropriate Northern NSW Local Health District administrator, by the previous psychiatrist and by the replacement psychiatrist, in order to ensure that continuity of care and treatment is maintained. 


	This recommendation is addressed through a range of procedures including the NC-NNSWLHD-PRO-6733-13 Transfer of Care Procedure, Safe Clinical Handover Procedure, Clinical Documentation Procedure and the Bed Management Procedure. Each of these procedures includes clear guidelines for ensuring an effective ‘baton change’ in terms of clinical responsibility between treating psychiatrists. 

	
	
	
	
	4. Where the services of a locum tenens are used by a consultant psychiatrist in the employ of the Northern NSW LHD, that the handover of care include a personal communication between the locum tenens and the consultant psychiatrist, rather than relying solely on the treating registrar so that accurate and correct information is communicated between the locum tenens and the consultant psychiatrist to ensure that continuity of care and treatment is maintained. 


	Mental Health service provision in rural and regional contexts involves a lesser critical mass of consultant psychiatrists and therefore greater reliance on the Locum Tenens, to manage leave, be it planned or otherwise.  This LHD has endeavoured to adopt a well planned leave management process across its medical staffing to reduce the need for Locum Tenens utilisation.  Additionally, the LHD has attempted to use a regular LHD wide pool of Locums who are well orientated and familiar with local practices and processes. 
When a Locum Tenens is engaged, the treating Psychiatrist will endeavour, where possible, to provide an initial summary of the patient care requirements being transferred usually supported by a verbal clinical discussion.  There are instances where it is not possible to complete a verbal exchange between the departure of the treating psychiatrist and the arrival of the Locum. However it should be noted that all consultant psychiatrists are regularly oriented to comprehensive care plans that have been updated at least weekly through the treating Psychiatrist led multi-disciplinary care planning meeting.  In extraordinary circumstances, involving complex cases arrangements are made for verbal discussion with the Psychiatrist after commencing leave.

	
	
	
	
	5. Where persons under the age of 18 years are prescribed psychotropic medication, that the Northern NSW LHD give consideration to the introduction and implementation of a requirement that a separate written document be kept of the patient’s answers to specific questions about any side effects of that medication, as well as the medication’s reported benefits, so that an historical record exists to ensure continuity of care and treatment. Such written document to be in addition to the treating doctor’s written records of their own clinical observations of any extrapyramidal effects.
	This Recommendation was reviewed by and discussed with the Clinical Directors of Psychiatry and the Network Managers for Richmond Clarence and Tweed Byron Networks of Mental Health Services and there were a number of concerns associated with its adoption noted.  These concerns are outlined as follows:

· NNSWLHD currently complies with the NSW Clinical Documentation Policy and the adoption of a new process would see the Service operating differently to other LHDs across the State.

· It is envisaged that the introduction of electronic medical recording system commencing in August 2015 will have the capacity to record changes to medications and comments regarding those changes and it held within the Mental Health Outcomes Assessment Tool suite of documents.

· The use of psychotropic medication in patients under the age of 18 is scrutinised with vigilance about the risks and benefits of medicating this patient group.  Regular exploration of positive effects and side effects of medication is viewed as an essential component of both engagement and ongoing review of the patient’s care. This LHD is confident that its Psychiatry workforce is suitably qualified and credentialed and therefore able to elicit and interpret information regarding effects of medication.  There is strong concern in the current paper based medical record regarding the clinical risk associated with recording these explorations with the patient regarding the medication side effects separately, outside of the body of progress notes, carrying the potential to lose sight of this information and undermine the original intention of the recommendation. 
It should be noted that NNSWLHD has recently made a commitment, congruent with the National Health Care Standards, Standard 4 Medication Safety, to engage a dedicated Mental Health Service Clinical Pharmacist on the Lismore Mental Health campus and recruitment to this position has commenced. 
The role of this position will provide a further level of scrutiny regarding medication prescribing practices and information which will enhance Medication Safety.



	FUTURE – Next response
	


\

TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Traceylee BRANNIGAN


	Deputy State Coroner 

MacMahon 

At Glebe

On 16 June 2014 


	That Traceylee Brannigan (born 3 March 1971) died between 24 February 2013 and 25 February 2013 at Dilwynia Correctional Centre, Berkshire Park in the State of NSW. The cause of her death was heroin toxicity, which was self administered. There was no evidence to suggest that in administering the drug the deceased intended to end her life. The manner of death is therefore misadventure. 
	Commissioner of Corrective Services 
	That consideration should be given to the implementation of random searched of cells at, or shortly after, the afternoon lockdown, with particular attention being given to cells occupied by inmates that are known, or reasonably suspected, to be users of illicit substances whilst in custody. 


	Completed - Supported
On 24 June 2014, Assistant Commissioner’s Memorandum (Custodial Corrections) 2014/23, ‘Implementation of random searches’, was issued to all staff (see attached).In response to the coronial recommendation, General Managers of correctional facilities across the State were required to implement several key operational strategies in order to minimise the opportunity for inmates to be in possession of illicit substances and drug-related contraband within correctional centres. This included that random cell searches are conducted outside core business hours of inmates that are known or reasonably suspected of drug-related activities.

A number of correctional centres in conjunction with the assistance and support of the Security and Intelligence Division (Security Operation Group) are conducting targeted and random searches outside of core business hours. A number of other strategies have been also implemented as a result, and include: 
1. coordinating planned operations in line with AC(CC) M2014/23; 

2. monitoring Intelligence trends in relation to contraband and drug activity within each centre; 

3.ensuring a close relationship with Corrections Intelligence Group for the ongoing analysis of information within the centre; 

a. monitoring of urinalysis reports identifying repeat offenders and following up with targeted urinalysis testing and searching; 

b. conducting random searches of inmates, cells and common areas in an attempt to reduce contraband and drug activity; 

c. having close liaisons with the Security Operation Group for assistance in additional searching and operational requirements including assistance of NSW Police for targeted visiting days; 

d. centres are continuing to utilise intelligence based target searching. The Security Operations Group conducts routine cell searches outside of core business hours to maximise the effectiveness of both targeted and random search operations. For example:   

e.Within the Metropolitan Region, this has led to an average of approximately 250 cells and 640 inmates being searched per month in 2014, which includes operations scheduled between 12am and ‘let-go’ in the respective centres.f.In response to the coronial recommendation and AC(CC) M2014/23, the Security Operations Group conducted 19 search operations after ‘lock-in’ and before 12.00am.

g. These search operations were conducted within maximum security centres and across all metropolitan and regional locations, including Dillwynia Correctional Centre.  This has overall resulted in over 276 inmates and 144 cells being target searches.

h. This resulted in the discovery of 11 mobile telephones, quantities of drugs including buprenorphine, steroids and green vegetable matter (‘GVM’) and gaol-made weapons. 

i. The Security Operations Group has designated intelligence officers that continue to liaise closely with the Corrections Intelligence Group.  This has led to the creation of target hot lists that combined with urinalysis results lead to local interaction.  Security Operations Group intelligence officers then deal directly with centre intelligence officers as well as sourcing independent intelligence.

j.This has led to the increase in real time information and the production of target lists that have directly resulted in an increase in the effectiveness of search and visitor indication operations based on a priority ranking.

k.The Security Operations Group has continued to provide ongoing support on large scale operations conducted by the correctional centres.  This has been achieved with the provision of specialised staff and a variety of K9 teams including drug detection, mobile telephone and Armed Explosive Search Dogs.  Many of these operations are conducted on the request of centre management to assist on identified lock-down days.

l. Several covert surveillance operations have been conducted by the Security Operations Group in both the metropolitan and regional areas since AC(CC) M2014/23, including the John Morony Correctional Complex.

	FUTURE – Next response
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TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	BURNS
Brendan 

	Deputy State Coroner 

Dillon 

At Glebe

On 9 May  2014 


	That Brendan Burns died on 27 January 2009 at St Vincent’s Hospital Darlinghurst New South Wales of acute hydrocephalus due to an undiagnosed colloid cyst of the third ventricle of the brain.
	Minister for Health 
	I recommend that consideration be given to implementing a scheme for organising regular short form neurosurgical skills training for general surgeons operating in NSW regional centres.
	· The Royal Australasian College of Surgeons and the Neurosurgical Society of Australasia provide a range of ongoing professional development activities, including courses in the emergency management of neurotrauma for regional surgeons. I understand these courses are available to all rural surgeons across the country. Further to this, I am advised that there are processes in place which ensure neurosurgical expertise is readily available when required, and there have been occasions where neurosurgical registrars have been flown to regional areas to provide emergency care.

· Since 2009 NSW Health has implemented three specific Directives across NSW public health facilities which directly relate to the issues raised in this Inquest:

· NSW Health Directive PD2013_049 Recognition and Management of Patients who are Clinically Deteriorating mandates the implementation of a local Clinical Emergency Response System; the NSW Health Adult General Observation Chart; and a governance structure to ensure the Between the Flags program or equivalent is implemented. The Between the Flags program provides the framework to support clinicians in recognising clinical indicators of deterioration and the need for prompt clinical review effectively establishing a ‘safety net’ for deteriorating patients. The program comprises five elements; governance; a standardised observation chart; a clinical emergency response system; education and performance indicators. The Directive mandates that all clinicians involved in front line care complete all education components relevant to the Between the Flags program including standards to recognise and manage patients whose condition may deteriorate. These components are provided as an e-learning package known as DETECT (Detecting, Deterioration, Evaluation, Treatment, Escalation and Communicating in Teams) which is specifically designed for frontline clinical staff to more effectively recognise and manage patients who are clinically deteriorating.

· NSW Health has implemented a number of initiatives aimed at improving clinical handover. An implementation toolkit for safe clinical handover has been developed for Local Health Districts and Specialty Health Networks to ensure effective clinical handover. This toolkit is included in NSW Health Policy Directive PD2009_060 Clinical Handover – Standard Key Principles, which mandates the implementation of a
standard set of key principles for clinical handover aimed at improving the recognition and management of a deteriorating patient.

· In 2011 NSW Health Directive PD2011_031 Inter-facility transfer process for adults requiring specialist care was developed to provide a process for the inter-facility transfer of adult patients requiring specialist care where existing clinical referral pathways do not exist or access to safe and timely care is delayed. In 2013, the Clinical Excellence Commission convened a working party to review the implications of time critical transfers of patients into tertiary hospitals. Work continues to be undertaken in this area to reinforce expectations of this Directive; review implementation within Local Health Districts and Specialty Health Networks; and examine internal and external transfer relationships, citing examples of existing models. It is anticipated this review will improve coordination of inter-facility transfers across facilities and Local Health Districts.

· The Inquest also raised the issue of access to electronic radiographical images across facilities. As stated in the Inquest, Recommendation 113 of the Final Report of the Special Commission of Inquiry into Acute Care Services in NSW Public Hospitals (the Garling Report), which advocated for a statewide electronic imaging system, has been fully implemented by NSW Health. The Enterprise Image Repository (EIR) has been established to enable the sharing of images across the State. I can confirm that the Murrumbidgee Local Health District is connected to the EIR, which is accessed via the electronic medical records system. Further to this, the Medical Imaging Program will roll out the Radiology Information System and Picture Archiving and Communication System solution in Murrumbidgee Local Health District from September 2014. This rollout is expected to be completed by the end of 2014.


	
	
	
	Royal Australasian College of Surgeons
	That consideration be given to implementing a scheme for organising regular short form neurosurgical skills training for general surgeons operating in NSW regional centres.
	Not Government Agency so response not required to be provided under Premier’s Memorandum 2009-12

	
	
	
	Neurological Society of Australasia
	That consideration be given to implementing a scheme for organising regular short form neurosurgical skills training for general surgeons operating in NSW regional centres.
	Not Government Agency so response not required to be provided under Premier’s Memorandum 2009-12

	FUTURE – Next response
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	DRAKE Christopher

	Deputy State Coroner 

MacMahon 

At Glebe

On 22 July 2014 


	That Christopher Drake (born 3 October 1989) died on 16 March 2013 in the Pacific Ocean off Curl Curl Beach in the State of New South Wales.   The cause of death was drowning which occurred following him being hit by a large wave and washed out to sea while standing on the edge of the North Curl Curl Beach Rock Pool. 
	Members of the Warringah Shire Council 
	That the Warringah Shire Council obtain an expert safety audit of the North Curl Curl rock pool that examines the inherent dangers associated with the use of the pool by the public in

various weather conditions, the effectiveness of the methods used to communicate such

dangers to the public, the effectiveness of the methods used to prevent injury to the public in such weather conditions and whether there are any structural improvements that could

be made to the pool that might mitigate such inherent dangers.
	Awaited.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
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	DUNCAN 

Yasmin TL


	Deputy State Coroner 

Murray 
24 March 2014

At Glebe 
	Yasmin Duncan (born 12 April 1991) died at 2.40pm on 5 March 2010 at Tarcutta in the State of New South Wales as a result of multiple injuries sustained after the motor vehicle in which she was a passenger collided with another motor vehicle.  
	Commissioner of Police  
	1) That the Commissioner of the NSW Police Force consider having two Designated Detectives who have successfully completed the Crash Investigation Course attached to each Local Area Command outside the Metropolitan Newcastle and Wollongong areas.

2) The Commission of the NSW Police Force consider the implementation of a practice and procedure to be adopted by all Police (whose motor vehicle is fitted with ICV) who attend the scene of all serious and especially fatal accident scenes to visually record such scene via the use of In-Car-Video.

3) The Commissioner of the NSW Police Force reconsider the current NSW Police Handbook dealing with ‘Advice to relatives’ with a view to amending the current Policy and Procedure regarding the manner in which Police notify the next of kin of any death, in order to avert/ Minimise the future impact upon relatives as suffered by the family of Ms Duncan.


	The Commissioner of Police responded on 15 April 2015:

In respect of the first recommendation, I can advise that a Crash Investigation Course, developed by the Crash Investigation Unit at the Traffic & Highway Patrol Command, received approval from the Academic Board in December 2014. The course, with input from the Detective Education Program is set to commence in March 2015 and will be staged on four occasions annually, aimed at investigators and Forensic Services Group officers in regional areas. 

Whilst the allocation of officers across commands will continue to be made on the basis of meeting local policing needs, the availability of officers who have completed the course will be a consideration in allocating resources. Places on the Crash Investigation Course will be made available with a view to ensuring coverage is achieved across non-metropolitan commands.

Concerning the second recommendation, a Working Party is being formed by the Commander of the Traffic & Highway Patrol Command to examine this recommendation and advise the NSW Police Force Executive accordingly.

With regard to the third recommendation, the relevant NSW Police Force Handbook content is being reviewed and will be amended as required to assist police in appropriately notifying a person’s death to their next of kin.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
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	Eatalia Restaurant Fire 


	Deputy State Coroner 

Forbes 

At Glebe

On 23 January

2014 


	 The Eatalia Restaurant in North Strathfield New South Wales was burnt down following a vehicle being driven into the window of the building on 5 -6 December 2011. 
	Commissioner of Police  
	I recommend that That the circumstances of the fire be further investigated. 
	The brief of evidence of the initial investigation has been reviewed and a number of additional tasks and enquiries identified.  The findings will be reported directly to the Sergeant assisting the Coroner. 

	FUTURE – Next response
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	Christopher EVANS  


	Deputy State Coroner 

Dillon 

At Glebe

On 15 April 2014 


	That Christopher Evans died on 10 October 2012 as a result of multiple injuries he received when he fell from the 10th floor of the Joanna O’Dea Flats in Camperdown New South Wales taking his own life in the course of a police operation.
	Minister for Health 
	I recommend that the Mental Health Act be amended to provide specifically for a mechanism for revoking schedules (and discharging scheduled patients) together with short reasons for such decisions being recorded. 
	On 7 December 2017, the Hon Tanya Davis MP, Minister for Mental Health advised the Attorney General as follows:
‘In response to this recommendation, NSW Health advises that specific mechanisms for the ongoing detention in, or discharge of a person within a mental health facility (including

revocation of a schedule) are stipulated through two NSW Health policies and one guideline.

The documents that address the relevant sections the Mental Health Act 2007 (the Act), are:

• GL2013 017 — Guidelines for Nomination of Authorised Medical Officers under Mental Health Act (NSW) 2007
• PD2016 056 — Transfer of Care from Mental Health Inpatient Services Policy Directive; and

• PD2010 018— Mental Health Clinical Documentation Policy Directive (currently under review and due to be republished before the end of 2017).

NSW Health advises that the use of policies and guidelines allows for practical implementation to account for local needs and resources. Compliance with Policy Directives is mandatory for NSW Health and is a condition of funding for public health organisations.

Guidelines are not mandatory, however, there must be sound reasoning for departing from any recommended standards. These requirements are outlined in PD2016 049 — NSW Health Policy Directives and Other Policy Documents
NSW Health also advises that as a further mechanism for ensuring compliance with policy, Local Health Districts and Specialty Health Networks have entered service agreements with the Secretary of NSW Health. These agreements, which are a provision of the Health Services Act 1997, require that all applicable duties, obligations and accountabilities are understood and complied with, and that services are provided in a manner consistent with all NSW Health policies, procedures, plans, circulars, inter-agency agreements, Ministerial directives and other instruments, and statutory obligations.
Please note that as these policies and guidelines satisfy the intent of the recommendation, and there are sufficient provisions to ensure their compliance, therefore it is not necessary to amend the Act’.


[image: image2.emf]NSW Health  response - Coronial inquest into the death of Christopher Evans.pdf



	FUTURE – Next response
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	‘AA’


	Deputy State Coroner 

Truscott

At Newcastle

On 26 September 2014 


	‘AA’ died on 29 September 2010 at the John Hunter Hospital from hypoxic brain injury occasioned in a cardiorespiratory arrest due to complications of morbid obesity which, contrary to medical advice, was not addressed by his parents. 
	Minister for Health 
	Consideration be given to the establishment of a Weight Management Unit within

the John Hunter Children’s Hospital for the treatment of children with eating disorders including serious

obesity.

That sections 7 and 10 of the Ministry of Health Policy regarding Neglect and

Responses to Neglect be amended so that child protection issues are properly identified and responded to.

Consideration be given to the establishment of a formalised and administratively

supported Child Protection Unit at the John Hunter Hospital.

That the Secretary, Ministry of Health and the Secretary, Family and Community Services give

consideration to entering into an arrangement under section  27A(2) of the Children and Young Persons (Care and Protection) Act 1998 so that a formalised system involving Alternative Reporting Arrangements can be introduced to the JHH,

JHCH and RNC (‘The Hospital’).

That if such an arrangement is made:

a) the Secretary, Ministry of Health designate persons or a class of persons who

are members of the Child Protection Team at the Hospital as ‘assessment officers’ for the purposes of 27A(3) and (6);

(b) the Child Protection Team at the hospital be structured, funded, and administered to carry out the functions under section 27A;

(c) the CPT be identified as a ‘Unit’' capable of employing seconded Child protection officers in the employ of Community Services;

(d) the CPT have its own office space so that clinicians, medical staff,

members of the public and other agencies identify the place where the Unit exists;

(e) that Policy Procedure and Guidelines be developed in line with CPT carrying out the reporting duties under section  27A;

(f) that Director, Health liaises with Director Communities, Hunter to develop mutually acceptable procedures for the introduction and evaluation and improvement of a system of alternative reporting by the Hospital.
	Awaited 

	FUTURE – Next response
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	Rishi Deo MAHARAJ 


	Deputy State Coroner 

Freund 

At Glebe

On 9 May  2014 


	That Rishi Maharaj died on 13 February 2011 at Liverpool Hospital from a combination of an erroneous administration of hydromorphone together with multiple co-morbidities including coronary artery atherosclerotic disease, liver cirrhosis, chronic obstructive pulmonary disease and end stage renal failure. 
	Therapeutic Goods Administration 
	I recommend that the TGA consider taking steps to ensure that the packaging and labelling of hydromorphone and morphine for supply in Australia is such as to minimize any possible risk of confusion between the two medications.  
	Awaited 

	
	
	
	NSW Department of Health 
	That the NSW Department of Health consider adopting the following requirements to avoid medication errors involving hydromorphone and morphine:
1. In service education sessions to junior medical officers and nurses directed specifically to hydromorphone safety;

2. Prescription of hydromorphone by its trade name;

3. Distinguishing warning label stickers being attached to all hydromorphone packets and bottles;

4. If possible, keeping hydromorphone in a separate safe from morphine; and

5. If there is only one ward safe,  hydromorphone is to be packed into a bag of a distinguishing colour in order to distinguish it from other medication and it must be stored on a separate shelf to  morphine. 


	On 25 September 2014 the Minister for Health, the Hon JG Skinner MP, advised as follows: 
‘Following the death of Mr Maharaj, Safety Alert SA004/11 'HYDROmorphone: High-risk analgesic' was issued in April 2011 throughout the NSW Health system.

Education sessions were included as an action in the Safety Alert to highlight risks associated with HYDROmorphone prescription and administration. In addition, the Safety Notice recommended that NSW public health facilities use the trade name for

HYDROmorphone and use TALL man lettering; ensure distinctive labelling is used for HYDROmorphone products; and to separate HYDROmorphone and morphine products in the S8 safe. The Clinical Excellence Commission has commenced a review of NSW Health Policy Directive PD2012_003 'High Risk Medicines Management' which will incorporate the precautions outlined in the Safety Notice.
The Ministry of Health supports the recommendation for in-service education sessions. It is acknowledged that a successful education program requires structured, ongoing education to

ensure that all staff, including casual and agency staff, are trained. The requirements for education specifically on HYDROmorphone safety will be incorporated into the consultation

for the review of the 'High Risk Medicines Management' Directive, to strengthen the requirements outlined in the Safety Notice.
NSW Health Policy Directive PD2013_043 Medication Handling in NSW Public Health Facilities addresses a number of the recommendations raised by Magistrate Freund

[Attachment 2]. PD2013_043 mandates the standard required in relation to medication procurement, storage, prescribing, dispensing, supplying, administration and recording in all

NSW public health facilities, consistent with the NSW Poison's and Therapeutic Goods Act 1996 and the Poisons and Therapeutic Goods Regulation 2008. The Directive recommends

the storage of HYDROmorphone in a medication storage unit separate from morphine, especially in high use areas, consistent with Recommendation Four. The review of this

Directive will examine the recommendations arising from this Inquest.

The Clinical Excellence Commission as part of their medication Safety and Quality Program provide tools that allow hospitals to assess their medication management systems. The

Medication Safety Self-Assessment (MSSA) Tools highlight safe medication management practices and allow facilities to identify areas where they may enhance the safety of their own

systems. Future directions for the Medication Safety and Quality Program include the development of materials to support the safe use of high risk medicines.’

	FUTURE – Next response
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	Isabella Ruby MANNERS


	Deputy State Coroner 

DILLON 

On 13 June 2014

At Glebe


	find that Isabella Manners died while being treated in the Emergency Department of the Nepean Hospital, Penrith, New South Wales on 23 August 2011 due to severe acute on chronic renal disease resulting from atypical haemolytic uraemic syndrome.
	Minister for Health 
	I recommend that the Nepean Blue Mountains Local Health District review the practice and procedure at the Nepean Hospital for notifying clinicians of abnormal pathology test results and failed blood samples with a view to reducing delay in escalating acute cases.


	· The Nepean Blue Mountains Local Health District (NBMLHD) has identified that at the time of the incident, the LHD policy ‘Notification of Critical Results’ did not provide a sequence of who should be notified of critical pathology results. This policy was reviewed in 2012 and now includes clear documentation on the escalation process. This policy is available to all NBMLHD staff through iPolicies, the procedures and forms database on the NBMLHD intranet. The implications of paediatric specific alert thresholds are being considered in the review of this policy currently being undertaken by Pathology West.

· Within Nepean Hospital, procedures have been established to ensure the Pathology Department communicates time critical pathology results to treating clinicians without delay. These include ensuring that results are communicated to a senior nurse if an Emergency Department doctor is unavailable and the requirement that if medical and nursing staff are in the resuscitation room with a patient then the pathology call must be transferred directly to these staff members within the resuscitation room.

· On a statewide level, the Clinical Excellence Commission released the Clinical Focus Report entitled ‘Diagnostic Tests – How access and follow up affect patient outcomes’ in 2012. The report identified variability in processes relating to abnormal pathology test notification. A steering committee was also established to review current practices and policies in this area. This report provides statewide guidance which supports the actions being taken by the NBMLHD at a local level.

· In addition to the work outlined during the Inquest in relation to the ‘Between the Flags’ (BTF) and ‘DETECT Junior’ programs in place at the time of this incident, I can also advise that since November 2012 the BTF Program has incorporated a Paediatric Emergency Department Observation Chart. This chart assists clinicians in identifying, monitoring and escalating concerns regarding patients whose observations deviate from a normal range. 

· A further component of the BTF program, released in 2013, is NSW Policy Directive PD2013_049 Recognition and Management of Patients who are Clinically Deteriorating which contains a paediatric specific section on ‘Paediatric escalation beyond facility and transfer processes’. This section mandates that there must be a paediatric specific Clinical Emergency Response System (CERS) and escalation response relevant to all units and departments within any facility where children are cared for or may present. The NSW Health Paediatric CERS and Escalation Matrix describe the response and escalation process for all facilities. Local CERS and escalation algorithms must be developed based on this matrix and be clearly displayed in all clinical units. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Kenneth MAWBY 


	Deputy State Coroner 

Dillon 
At Glebe

On 18 December 2014 


	That Kenneth Mawby died at Lismore NSW on 5 January 2009 by hanging himself while suffering from a mood disorder in the nature of delirium causing behavioural changes including impulsivity following Deep Brain Stimulation (DBS) surgery on 19 November 2008. 
I also find that this mood disorder persisted from about 21 November 2008 to the date of his death and was more likely  than not to have been due in significant but unquantifiable measure to the DBS he was receiving, in combination with the medication he was taking. 
	Neuroscience Queensland

	1. That the Asia Pacific Centre for Neuro-Modulation/ St Andrews War Memorial Hospital Model of Care Flow Chart be amended so as to provide that the treating neurologist (in consultation with the neurosurgeon, neuropsychiatrist and DBS Nurses) approve the patient for discharge.
	Awaited 

	
	
	
	
	2. I recommend that the Model of Care Flow Chart be amended so as to provide that it is the responsibility of the DBS nurses (employed by Neurosciences Queensland) to ensure that prior to discharge, specific follow up appointments with medical practitioners nominated by the treating neurologist to provide follow – up care are made, specific information is given to the patient and  family about the follow up arrangements and all necessary records are provided to those that will provide follow up care. 

	Awaited 

	
	
	
	
	3. I recommend that a checklist be developed by Neurosciences Queensland for use at St Andrews War Memorial Hospital to be completed by the DBS nurses for each patient to ensure that the steps identified in (2) are all attended to prior to discharge.  
	Awaited 

	
	
	
	
	4. I recommend that Neurosciences Queensland and the St Andrews War Memorial Hospital establish a system to ensure that a copy of the completed checklist be provided to the hospital for inclusion in its patient records. 
	Awaited 

	
	
	
	
	5. I recommend that a card be developed by Neurosciences Queensland for use at St Andrews War Memorial Hospital for provision to DBS patients on discharge, setting out contact numbers for the DBS nurses, the neurologist, the neurosurgeon, the neuropsychiatrist and Medtronic, so that patients and their families know whom to contact in the event of a problem.  
	

	FUTURE – Next response
	Because Neuroscience Queensland perform the medical procedures in private hospitals (primarily St Andrew's War Memorial Hospital at present), Neurosciences Queensland has some of its own 'checklists' and policies, and also employs some nurses of its own that work out of the consulting rooms.  In these procedures, the hospitals are a treatment setting into which the Neurosciences Queensland team comes and deals with the patient from start to finish.




\

TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Heather MCCABE 


	Deputy State Coroner 

Beattie  

At Wollongong

On 8 May 2014 


	Heather Gay McCabe died on 5 April 2013 at 64 Gladstone Street Bellambi NSW from asphyxia due to choking on food and regurgitation of gastric contents, with her intellectual disability likely to have contributed to her death. 
	Minister for Disability  
	That a system be implanted to ensure that there is a comprehensive and documented investigation and review of systems following the death of or serious injury to a resident at the 64 Gladstone Street Bellambi Group Home.    
	On 19 December 2014 the Hon J Ajaka MLC Minister for Disability Services advised as follows:

“I am advised that in response to the McCabe inquest, the Illawarra Shoalhaven District of Family and Community Services (FACS) has implemented a new system when a serious incident or death occurs. This system includes:

Upon serious incident or death of a client, an investigator is appointed to investigate the matter. 

Upon the death of a client, a clinical management review is completed by FACS’ Clinical Innovation and Governance Team.  This review incorporates a review of systems within the group home; and 

The District is in the process of implementing a continuous improvement process to capture best practice and implement new processes and systems where issues are identified. 
FACS has also commenced the development of an agency-wide, end-to-end client death process in accommodation and respite services in order to identify clinical, systemic and risk aspects. This process will ensure a comprehensive and documented review following the serious injury to or death of a client.   Information collected through the review process will be analysed by a clinical panel to interpret the findings and make recommendations for performance and practice improvement. The work is scheduled to be completed by the end of 2014.”
 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Michael MCINTYRE 


	Magistrate 
Murray 
At ALBURY 

9 May 2014 


	That Michael McIntyre was killed on 17 October 2012 while undertaking maintenance work on a heavy vehicle trailer.  The trailer he was working on was supported by a V shaped support leg. This support leg failed and the trailer fell on Mr McIntyre, fatally injuring him. 
	WorkCover Authority of New South Wales
	1) That Ms J Newman, Chief Executive Officer of WorkCover, consider the issue of a Safety Alert regarding the risks associated with the repairs of trailers similar to that involved in this matter, especially highlighting the risk associated with the lack of a locking mechanism on the land legs of such trailers during their repair. 

	November 2014 – WorkCover developed a safety alert warning about the risks associated with the lack of a locking mechanism on lending legs of trailers. In forming this alert, WorkCover consulted with the manufacturers of these trailers and gave consideration to Mrs McIntyre (the wife of the deceased)’s concerns raised in her correspondence. The alert was published on the WorkCover website on 1 September 2014.

WorkCover engaged a number of business associations and chambers of commerce in the timber, agricultural, motor industries to assist with the communication and distribution of the safety alert to their members and colleagues.

WorkCover further promoted the safety alert at their information stalls at the Henty Machinery Field Day on 23-25 September 2014.  This is a mixed farming event attracting more than 60,000 visitors per year.  WorkCover also promoted the safety alerts at the Australian National Field Days held at Orange in October 2014 to approximately 40,000 visitors. 
The WorkCover ‘towing trailers in safety alert’ webpage has received 1,220 visits in the last six weeks (prior to November 2014).

In relation to the recommendation made to Safework Australia,  Safework Australia referred the matter to the heads of Workplace Safety Authority (HWSA)which has endorsed WorkCover NSW circulating the alert to all member jurisdictions for local adoption and dissemination.  

	
	
	
	
	2. That M/s Baxter, Acting Chief Executive Officer of Safework Australia, consider the issue of a Safety Alert (or its equivalent if such power is available to her) regarding the risks associated with the repairs of trailers similar to that involved in this matter, especially highlighting the risk associated with the lack of a locking mechanism on the land legs of such trailers during their repair.
	Awaited.

	
	
	
	Minister for Roads and Freight 
	3. That the Minister for Roads and Freight consider possible amendment to current registration requirements for semi-trailers and timber jinkers, similar to that involved in this accident, which would mandate some form of locking device on the landing legs on such semi -trailers and timber jinkers prior to their registration in New South Wales. 
	 On 25 November 2014 the Minister for Roads and Freight responded as follows:
“The registration requirements in the Road Transport (Vehicle Registration) Regulation 2008 incorporate vehicle standards specified in the Commonwealth Motor Vehicles Standards Act 1989 (the Act) and the Australian Vehicles Standards Rules 1999 (the Rules) for new and in service vehicles respectively. 

The Act is administered by the Commonwealth Department of Infrastructure and Regional Development (DIRD) in consultation with the State and Territories vehicle standards sections through the Australian Motor Vehicle Certification Board. I am advised that this matter was discussed at a Board meeting on 21-22 October 2014 and the DIRD is drafting advice responding to Magistrate Murray’s recommendation based on the outcome of this discussion. 
The Rules are administered by the National Transport Commission (NTC) and I am advised that Transport for NSW  has written to the NTC requesting that consideration be given to amending the Rules to incorporate Magistrate Murray’s recommendation.  The NTC has not yet responded to this request. “

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Michael MITCHELL


	Deputy State Coroner 

Robinson  

At Glebe

On 5 March 2014 


	That Michael Mitchell died 8.20pm on 29 November 2012 at the St George Public

Hospital in the State of New South Wales. The cause of death was extensive head and chest injuries caused by him having been hit by a train on 25 November 2012. The manner of

death was misadventure.
	Sydney Trains  
	In relation to the policy of issuing Directions to Leave ("DTL”) to passengers in Sydney Trains, that transport officers be instructed and trained that they should only direct a person to leave at a Hub station or, if not available, a manned station unless urgent circumstances exist involving the safety of the public, rail employees or rail

property, in which case the police should be notified immediately.
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Frederick McGREGOR

	Deputy State Coroner 

Forbes 

At Glebe

On 9 December 2014 


	I find that Frederick Alfred McGregor died on 25 February 2011 at Liverpool Hospital,

NSW. He died as a consequence of a head injury he sustained, while he was in custody in the Liverpool Court Cells, from a known person.
	Commissioner of Police 
	I recommend that the Commissioner of Police give consideration to disseminating electronically a statewide memorandum reminding custody managers;

a) To read the custody management record, Form 7 and any other custody documents in full,

b) To check all warnings far persons in custody, and

c) To remind custody managers of the reasons why this is important.


	On 20 August 2015, the Commissioner responded:

I can advise that a summary of this Inquest and findings has been included in Session 12 of the NSW Police Force Safe Custody Course, 'Critical Incidents and The Coroner'.

Further, a Nemesis message has been sent state-wide reminding Custody Managers/ Supervisors/ Duty Officers to, amongst other things, read and inspect all relevant custody documents and warnings so they are familiar with all the details of a person's admission. Additionally they are to consider the risk of harm from others and are not to disclose confidential information to third parties.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Darren NEILL 


	Deputy State Coroner 

MacMahon 

At Glebe

On 20 January 2014 


	That Darren Neill died on 25 March 2012 at the Westfield Shopping Centre,

Parramatta due to gunshot wounds to his chest involving injuries to his heart, thoracic aorta,

oesophagus and both lungs that he sustained when he attacked a police officer with a knife.
	Commissioner for Police 
	That action is taken to recognize the professionalism and bravery exhibited by Inspector Toby Austin in the performance of his duties as a police officer

on 25 March 2012.
	On 10 February 2014 the Commissioner of the Police, A P Scipione APM advised that the process of reviewing Inspector Austin’s actions with a view to making a recommendation recognising his bravery has commenced. 
Inspector Austin has recently been the recipient of the Commissioner’s Valour Award.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Toni PEADON 


	Deputy State Coroner 

Dillon 

At Glebe

On 11 July 2014 


	That Toni Ann Peadon died on 6 August 2012 in Westmead Hospital, Westmead in the State of New South Wales as the result of a laceration of the superior vena cava and right atrium occasioned when she was undergoing a procedure to extract an implanted right atrial defibrillator lead. 
	Minister for Health  
	That the Department of Cardiology at Westmead Hospital, in consultation with the NSW Ministry of Health and the Cardiac Society of Australia and New Zealand, consider introducing a specific form of written consent for lead extraction procedures which include the following:

1. The pertinent elements of the planned procedure and all reasonable alternatives.

2. The percentage risk of major and minor complications.

3. A statement (including Westmead Hospital’s rates of extractions and outcomes) that lead extractions can be potentially life threatening.

4. A statement of the proceduralist’s personal level of experience in lead extractions and outcomes.

5. The emergency procedures in place should a complication arise. 

Insofar as is reasonably practicable, the patient’s consent be obtained in the presence of a family member or friend. 
	On 22 March 2016 the Minister for Health the Hon JG Skinner MP, advised the Attorney General as follows: 

“NSW Health is committed to ensuring that patients and their families are fully informed and involved in the medical decision making process.  The current process of consent for treatment, including treatment using invasive procedures such as defibrillator lead extraction, supports this commitment. 
In reviewing Deputy State Coroner Dillon’s recommendation, the Ministry of Health consulted with the NSW State Forms Management Committee, NSW Clinical Excellence Commission, the NSW Agency for Clinical Innovation, the Department of Cardiology at Westmead Hospital and the Cardiac Society of Australia and New Zealand. 

The outcome of this consultation was that the primary focus should be on providing general information to patients concerning lead extraction procedures. In particular, the view was that communicating the general medical risks rather than individual clinician or hospital rates and outcomes, was more appropriate. 

While not supporting introduction of a separate consent form for lead extraction, Western Sydney LHD proposed development of a specific information sheet for patients. 

To develop this patient advice, the LHD established a working party comprising District Corporate and Clinical Governance Units in addition to the Chief Medical Advisor, Head of Cardiology, Clinical and Operations Directors of Critical Care and Medicine at Westmead Hospital. The drafting process included consultation with the Cardiac Society of Australia and New Zealand and Mr Brian Peadon, the husband of the deceased. 

The Western Sydney Chronic Lead Extraction Patient Information sheet contains advice that is consistent with Deputy State Coroner  Dilllon’s recommendations and contains:

· A description of the pertinent elements of the lead extraction procedure;

· A list of the possible complications including death;

· Published data on the percentage risks for major complications arising;

· Published data on the percentage risks of minor complications arising;

· A general statement which prompts patients to discuss alternatives to lead extraction (including person risks of complications) with their treating doctor;

· A general statement about the expertise and certification achieved by cardiologists performing the procedure at Westmead Hospital.

The Information Sheet has been designed to prompt discussion between individual patients, their families and treating doctors, prior to consenting to treatment.  The primary Cardiologist conducting the procedure will provide and explain the content of the brochure individualised to the specific circumstances of the patient.   Patients will receive a copy of the brochure before admission for the procedure”.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	
	
	
	
	
	

	Hamish RAJ  


	Deputy State Coroner 

Dillon 

At Glebe

7 April 2014 


	I find that Hamish Raj died on 10 December 2011 at St George Hospital, Kogarah as a

result of multiple injuries he received in a head on

collision between his motorcycle

and a car on Rocky Point Rd, Kogarah during a highspeed

police pursuit.
	Commissioner for Police 
	1. I recommend that the NSWPF Safe Driving Policy (SDP) in respect of police pursuits be reviewed by a panel of independent experts appointed by the Minister in the light of Australian and international experience and research with a view to

establishing best practice for the New South Wales Police Force.

2. I recommend that such a review address the following issues (at least):

What are the bases in practice on which pursuits are currently commenced or

not commenced? Are they appropriate?

How should the factors relating to the commencement of pursuits be ranked or weighted?

In what way(s) can the decision making

process for officers on the streets be simplified?

Are pursuits in practice a traffic law enforcement tactic of "last resort"? If not,

why not?

If so, what alternatives are routinely employed before pursuits are commenced?

What practical alternatives are there to pursuits?

What are the costs and benefits of a policy mandating that a pursuit only be commenced or maintained when there is immediate danger to the safety of others if the suspect is not apprehended at the time?

What are the costs and benefits of the SDP specifying a list of offences which, absent other factors, would not justify the commencement of a highspeed pursuit?

What are the costs and benefits of pursuing vehicles driven by persons reasonably suspected of being under the influence of drugs or alcohol?

What are the costs and benefits of pursuing suspected stolen vehicles?

What are the costs and benefits of pursuing stolen vehicles believed to be

carrying persons suspected of more serious crimes than stealing a motor vehicle

or taking and driving a motor vehicle?

What are the costs and benefits of introducing specific (possibly temporary)

categories of situation in which pursuits ought be terminated or temporarily

suspended (eg, if the suspect exceeds a particular speed; approaches an operational school zone; or approaches a known traffic "black spot" that would significantly increase the risk of a highspeed pursuit)?

Because motorcyclists are more vulnerable to death or injury in pursuits than

persons in other types of vehicles, should they be treated as a special case (ie,

highrisk) under the SDP?

In the NSWPF Safe Driving Police is risk to suspected offenders taken into account as a factor in the decisions whether to commence, continue or terminate a pursuit? If so, how is that manifested? If not, why is it not and ought it be?

If it is taken into account in the SDP, is it also taken into account in practice by the NSWPF? If not, why not? If so, how does this manifest itself in the conduct of

pursuits?

When is a police vehicle "part of a convoy" in a pursuit? Is it part of a convoy if it is following two pursuing vehicles at above the speed limit in "urgent duty" mode? 

Are the SDP guidelines sufficiently clear on this point?

How should the SDP be reviewed periodically? Internally only? Externally only? A combination of both methods?

Are there are technological improvements to NSWPF vehicles that could enhance

the safety of highspeed

pursuits or be used to reduce the number of pursuits?

Would introduction of such technologies be feasible, practicable and cost effective?

To what extent is s.39 of the Law Enforcement (Powers and Responsibilities) Act
used as an alternative to pursuits for traffic offences? Ought it be used more

often by the NSWPF as an alternative to pursuits?

Are the penalties for s 39 offences sufficiently severe? Are prosecutors informing sentencing courts that s 39 is a measure intended to reduce the number of police pursuits?

What categories of statistics kept by the NSWPF concerning pursuits? What

additional statistics ought be recorded to enable an appropriate understanding

of NSWPF pursuit practice, the behaviour of pursued drivers and accurate cost benefit analysis of pursuit policy?

How does the NSWPF's practice compare with that of other Australian and

comparable international police forces?

 Ought a more restrictive SDP be introduced in NSW?

3. Whether or not such a review is undertaken, I recommend that the current SDP be amended to eliminate the ambiguities identified in these findings and to clarify the SDP generally.
	The NSW Police Force (NSWPF) conducted a two-stage, high-level review of the Safe Driving Policy (SDP) in light of Deputy State Coroner (DSC) Dillon’s findings.  The police review also took into account the findings of DSC McMahon in relation to Mr Jason Thomson (Case Number 2012/00323452) and Mr William Robson-Pearce (Case Number 2013/52657) and Mr Trent Lenthall (Case Number 2013/222036).  Similar issues were raised in later cases, including Mr Aaron Magarry (Case Number 2013/387501), Mr Leif James (Case Number 2013/331891) and Mr Dylan Maher (Case Number 2014/192992), and this response should be read as applying to them as well.

For the first stage of the police review, an expert advisory group (chaired by Assistant Commissioner Hartley, Commander of the Traffic and Highway Patrol Command) conducted a comprehensive review of the Safe Driving Policy (SDP), both in general and in light of the findings.  It seriously considered the policy changes suggested by DSC Dillon, including their operational workability.  This group also considered alternative approaches to give effect to the coronial recommendations.

The second stage of the police review was conducted by the Commissioner’s Executive Team, which is the peak decision-making body of the NSW Police Force and is responsible for the overall direction of the Police Force.

Some of the coronial recommendations are already reflected in the SDP and some of the suggested changes will be implemented via training.  The responses to Recommendations 3-13 (below) indicate the NSWPF’s position on each of recommendations, including those that would have been operationally difficult to implement/enforce.

Given the two-stage police review, the thoroughness of DSC Dillon’s own review and the fact that much of the source material that would be relied on by other reviewers of the SDP was already considered by DSC Dillon, a further review of the SDP is not considered necessary.  The priority should now be on rolling-out the revised SDP and revised training.

Ultimately, the SDP is a police operational policy and the Commissioner of Police has the statutory responsibility under the Police Act for the day-to-day operations of the NSWPF.  This includes developing operational policies and procedures, and managing breaches of these.

The SDP requires police officers to make a number of assessments – all whilst driving – in order to decide whether or not to pursue an offender.  The policy guiding this decision-making process can only be developed by those with in-field experience.  The SDP includes processes for the review of every pursuit (regardless of the outcome) and for the policy to be updated by police as required.

The NSWPF continually assesses new technology that may assist them if they do not pursue an offender, or which may provide other ways of identifying drivers who fail to stop when directed.
Recommendations 4-8 suggested specific changes to the SDP, and are responded to below.


	
	
	
	
	4. I recommend that, pending any review, the SDP make specific reference to the risk

to the suspected offender (and any passengers in the suspect vehicle) as a major

factor in the decision whether to commence, maintain or terminate a pursuit.


	These changes will be incorporated into the SDP.

	
	
	
	
	5. I recommend that, pending any review, the vulnerability of motorcyclists also be

considered a major factor in the pursuit decisionmaking

process.

(To be implemented via training changes and the implementation of Rec 4)
	This recommendation will be implemented via additional training regarding the vulnerability of motorcyclists.

Highway Patrol training already includes a strong emphasis on motorcyclist vulnerability but this will be expanded on to provide officers with additional information and case studies regarding motorcycle vulnerability.

This recommendation will also be addressed via the implementation of Recommendation 4 (including in the SDP a specific reference regarding the risk of a pursuit to the fleeing offender or his/her passengers).

‘Risk to offender/passenger’ actually goes further than just the risks posed by the type of vehicle being driven.  For example, it might also include other risk factors such as:

The number of passengers and whether they appear to be restrained; or

Characteristics of the vehicle that might increase crash risk or crash severity, eg: convertible/soft-top vehicles.

Specific reference to motorcyclists in the SDP is not supported because:

It may imply that police officers must never pursue motorcyclists, or create a public perception that motorcyclists will never be pursued;

A public (mis)perception that motorcyclists cannot be pursued could:

Encourage offenders to use motorcycles in order to avoid being pursued;

Embolden Outlaw Motorcycle Gangs (OMCGs); or

Undermine public confidence that police are tackling OMCGs.

It may imply that motorcycles are the only vulnerable/high risk vehicle type, which is not the case.  Other types of vehicles (or characteristics of vehicles) may also pose a high safety risk (either to the driver or to other road users) if involved in a pursuit, eg:

Mechanically unsound vehicles;

Vehicles with modifications;

Vehicle with a high centre of gravity;

Trucks;

Heavily laden vehicles; or

Vehicles carrying dangerous or unsecured loads.

	
	
	
	
	6. I recommend that, pending any review, the SDP make specific reference to the high

rate of casualties resulting from high-speed pursuits and that police training also

emphasise this.

(Can be implemented via training)


	Highway Patrol training already discusses collision frequency and crash injuries.  It would, however, be appropriate to provide additional information to officers regarding the possibility of a fatality or casualty arising from a pursuit.  The NSWPF will therefore provide additional information through its Highway Patrol training.  This will enable information about crash frequency and injury/fatality rates to be supported by the case studies, pursuit footage and discussion that already occur.

Including statistical information in the SDP itself is not supported because:

· The SDP is intended to be an operational document, not an informational document; and

The impact of the information may be lost if not supported by training, discussion and ‘real life’ case study analyses.


	
	
	
	
	7. I recommend that, pending any review, the wording of the principle in the SDP that

police officers should engage in pursuits "when the gravity and seriousness of the

circumstances require such action" to be amended to read "when the gravity and

seriousness of the circumstances indicate such action"


	 Not applicable - Following the NSWPF review and the adoption of Recommendation 4, this phrase is no longer in the SDP.

	
	
	
	
	8. I recommend that, pending any review, Guideline I in the SDP be amended by the

replacement of the phrase "the need to immediately apprehend the offender" with

the phrase "the desirability of immediately apprehending the offender".


	Not supported.
The terms ‘need’ and ‘desire’ connote different levels of urgency and the NSWPF wants to ensure that pursuits are only engaged in by officers when there is an overriding need to apprehend an offender there and then.

A ‘desire’ to apprehend an offender could imply a lower threshold than a ‘need’ to apprehend; which the NSWPF does not support.

The word ‘need’ lends weight to the core principle of the SDP that it must be clearly in the public interest for police to pursuit and apprehend an offender.  The pursuit guidelines require police officers to assess (and continually re-assess) the risks of a pursuit against the need to apprehend an offender.


	
	
	
	
	9. I recommend that, pending any review, that the NSWPF collect data identifying the

specific type of offence or suspected offence that gave rise to the decision to

commence a pursuit.


	Already occurring 
The NSWPF already collects data along these lines; however the offence categories are kept deliberately broad because the decision to pursue an offender might not necessarily be based on the offence that first caught the attention of the police officer, eg:

A registration check triggered by a minor offence might reveal that the vehicle is connected to an armed robbery or drive-by shooting;

A vehicle swerving in and out of its lane might lead to a suspicion that the driver is impaired by drugs or alcohol.

	
	
	
	
	10. I recommend that the NSWPF publish in its annual reports a full account of the

number of pursuits commenced and terminated, the results of those pursuits, the reasons the pursuits were commenced and the number and types of casualties occasioned during the pursuits.


	Supported. 


	
	
	
	
	11. I recommend that, pending any review, urgent consideration be given to restricting highspeed

pursuits to cases in which a serious offence (other than fail to stop as directed) is reasonably suspected of having been committed by the pursued driver or a person in the pursued vehicle AND (b) that person is unidentified OR there is no

immediate prospect of locating him or her unless apprehended urgently. (For the purpose of this recommendation, consideration ought be given to defining "highspeed

pursuit" as a pursuit in which a speed of 45kph or more over the prevailing speed limit is reached during the course of the pursuit by either the pursued vehicle

or the police pursuit vehicle(s).)


	These criteria are already captured in the Policy

See below for ‘high speed’ pursuits and ‘serious offences’
Police concerns with a fixed definition of a ‘high speed pursuit’ are discussed below (see Recs 12-13).

The seriousness of the offence and the ability of police to identify and later apprehend an offender are already captured in the SDP by the requirement for police to weigh “the need to immediately apprehend the offender” against the risks of commencing or continuing the pursuit.
This guideline already encompasses the seriousness of the offence committed and the likely prospect of police identifying, locating and apprehending the offender at a later time.
It also requires police to consider these factors in the context of the risks of the pursuit before deciding whether to commence or continue a pursuit.

See also Rec 13 [sic] below for additional police concerns about ‘serious offence’.

	
	
	
	
	12. In the alternative to the previous recommendation, I recommend that, pending any review, urgent consideration be given to prohibiting highspeed

pursuits for traffic

offences that do not under NSW law make the offending driver liable to having his

or her licence suspended or to disqualification from holding a licence.


	As noted above (Rec 11), the seriousness of the offence and the risk to the public of the offender’s driving are already captured in the SDP by the requirement for police to weigh “the need to immediately apprehend the offender”.

Coupled with Rec 11 and the discussion of DSC Dillon, the implication of this recommendation is that police should not pursue for so-called ‘minor’ traffic offences.  Police operational and philosophical concerns with this approach are:

Characterising road rule-type offences as ‘minor’ may downplay the risks to the community of unsafe driving – even ‘minor’ offences can have fatal or serious consequences if they result in a crash

An offender’s whole ‘manner of driving’ can be much broader than just the road rule they have broken; this subtlety could be lost if the pursuit guidelines were to focus too narrowly on the offence first observed, eg:

Running a red light might be a ‘minor’ offence; but running a red light and narrowly missing a group of pedestrians might elevate the risks associated with the offender’s manner of driving

As noted above (Rec 9), the decision to pursue an offender might not necessarily be based on the traffic offence that first caught the attention of the police officer

Road safety and public confidence may be undermined if there was a public perception that the road rules are not being enforced, eg.

It could encourage minor traffic offenders not to pull over for police if they think they will not be pursued

It could lead to resentment from those who do pull over for police (eg. ‘why am I being fined just because I did the right thing and pulled over ; yet that other driver didn’t stop and police just let him drive off?’)

It could undermine public confidence in police if other motorists witness an offence and then see police apparently not taking action against the offender

Pursuits only for ‘licence sanction offences’ or ‘serious offences’

There is a legislatively defined list of ‘licence sanction’ offences, which makes this an understandable reference point for traffic offences; but it is very narrow.  A list of ‘serious offences’ more generally would need to be developed if this recommendation were to be implemented.

Either of these approaches is operationally difficult for police because:

· Regardless of the seriousness of the offence, the intention of the SDP is that officers always weigh this against the risks posed by the pursuit

· A pre-defined list of offences could be interpreted by police as a requirement to always pursue for these offences, which could draw attention away from the need to assess/reassess the risks of the pursuit

This approach may limit the ability of police to take action for unsafe driving that is not ‘on the list’

The inclusion of some licence sanction offences on a list of pursuable offences will be unworkable because they cannot be determined until after the vehicle has been stopped, eg: High range drink driving cannot be established without a breath test so police would never be able to pursue for this offence

Operationally and philosophically, this approach could be seen as putting the ‘cart before the horse’ because officers are, in effect, being asked to consider potential charges before an offender has even been pulled over.

This could result in (or be perceived to result in) police pre-empting charges or characterising a minor offence as more serious than it is in order to ‘justify’ a pursuit.

It is not appropriate for police to pre-determine the charges they will lay – these should be determined by the facts and the circumstances, not by the need to ‘justify’ a pursuit

The NSWPF does not wish to create the impression (for the public or its officers) that the ‘end justifies the means’, eg:

Officers involved in pursuits (including those that don’t result in a crash) should be assessed in terms of their compliance with the SDP regardless of the charges later levelled at the fleeing driver

The fact that a driver pursued for a minor traffic offence is later found to be involved in serious offences is not a defensible reason for commencing the pursuit in the first place

Similarly, the fact that a fleeing driver is later charged with serious offences would not prevent action being taken if an officer failed to comply with the pursuit guidelines.

	
	
	
	
	13. I recommend that, pending any review, urgent consideration be given to placing a timelimit

of two minutes on highspeed

pursuits unless there are compelling reasons to extend the pursuit for a further period.  In any event, I recommend that, pending any review, urgent consideration be given

to placing a timelimit

of two minutes on highspeed

pursuits in urban areas and five minutes in rural and regional areas outside towns unless there are compelling

reasons to extend the pursuit for a further period.

	For operational reasons, police do not support a pre-defined and time-limited concept of a ‘high speed pursuit’

Risks associated with pursuit speed and duration are already captured in the SDP
In weighing up the risks associated with commencing or continuing a pursuit, the guidelines in the SDP already require speed and duration to be considered.
Speed is already captured by the pursuit guidelines as a factor to be considered by police when commencing or continuing with a pursuit:

Speed must be considered both in terms of the speed of the offender and the speed required by police to catch up to them

The SDP also imposes obligations on Pursuit Managers when pursuits last longer than five minutes so the duration of a pursuit is already actively considered when deciding to continue/terminate a pursuit

This does not mean automatic termination, but ensures that the duration of the pursuit is considered (along with other factors) when reviewing the need to continue/terminate a pursuit

The SDP goes further than just speed and duration because they enable the totality of the circumstances/risks to be considered, not just these two factors in isolation.  Police are concerned that an emphasis on speed or duration may downplay other factors that make a pursuit risky:

Pursuits can occur at any speed and there are factors other than/as well as speed that can elevate the risk 

Police are concerned that if the SDP appears to emphasise speed, then other risk factors may not be fully considered

A focus on ‘high-speed’ pursuits could also downplay the risks associated with ‘low-speed’ pursuits.

There may be situations in which a low-speed pursuit presents a higher risk to the community (eg. 50km in a school zone at 3pm on a wet day) than a high-speed pursuit (eg. 160km on a straight open road at 2am in dry conditions with no other traffic).

Police are also concerned that blanket speed/time limits may have a perverse effect or increase crash risk, eg: Offenders may be motivated to increase their speed or drag-out a pursuit in order to trigger termination

This recommendation will be operationally difficult for police to manage/enforce:
· Fluctuations in speed during a pursuit, combined with frequent changes to the prevailing speed limit, make it operationally very difficult for police to calculate the amount of time a pursuit has been ‘high speed’

· Not all police vehicles can provide reviewable records of speed and, for those that can, recorded speeds can only be reviewed after the event

· Speed records for these are drawn from GPS data rather than the vehicle’s speedometer and, in built-up environments, can have high error rates

· Because this technology is not fitted in all vehicles, there could be uneven enforcement across the Police Force of the pursuit speed limit, even without the error rates in some built-up areas


	
	
	
	Minister for Transport 
	Recommendations 14-17 are the subject of a Non Publication Order pursuant to section 75 of the Coroners Act 2009
	Response of the Minister for Transport was received on 22 October 2014. Contact Office of the General Counsel on 8346 1839 for further information.

	FUTURE – Next response
	· As above, the amended SDP is currently being considered by the NSW Police Force at the executive level.  Once endorsed by the NSW Police Force’s Executive Team, the draft revised SDP will be circulated for limited consultation to relevant stakeholders.

· The NSW Police Force will then finalise changes to the SDP and provide further advice to the Attorney General in relation to the coronial recommendations.

Even when the final revised SDP is approved, roll-out will take some time because training will need to be provided to all officers across NSW, and to all recruits at the Academy.
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	Christopher SALIB
Nathan ATTARD

Shamsad 

AKHTAR 


	Deputy 

State Coroner Forbes
	That Christopher Salib died on 6 February 2011 in Eastlakes NSW of ischaemic heart disease with multiple prescription drug toxicity a contributing factor to the cause.

That Nathan Attard died on or about 20 March 2012 in Redfern NSW as an unintentional consequences of ingesting a lethal combination of prescription drugs.

That Shamsad Akhtar died on 6 June 2011 at Plumpton NSW as an unintentional consequences of ingesting a lethal combination of prescription drugs.


	To the Secretary of the Department of Health and Aging
	I recommend that all benzodiazepines should be moved to Schedule 8 of the Standards for the Uniform Scheduling of Medicines and Poisons.
	Non-New South Wales Government agencies and bodies are not required to advise the Attorney General of any response to these recommendations under Premier’s Memorandum 2009-12.
Any response which is received will be published on this site. 



	
	
	
	To the Minister for the Australian Government

Department of Health and Aging
	I recommend that the Minister together with the Chief Executive Officer of Medicare:
a) consider working with the Pharmaceutical Society of

Australia, the Pharmacy Guild and other relevant

peak bodies to facilitate access to the prescription

hotline by pharmacists and to promote the use of the prescription hotline by pharmacists.
b) Consider adopting mechanisms to make it compulsory for all medical prescribers to be registered under the Prescription Shopping' Program(administered by the Department of Human
Services on behalf of the Department of Health (Cth);

c) Consider the efficacy of the Prescription Shopping

Program (administered by the Department of Human
Services on behalf of the Department of Health(Cth)) and consider what, if any, means might be adopted to
assist in ensuring that the system is used by
practitioners and that it enables prompt identification~ of the abuse of prescription medications having regard to the issues arising in these matters.


	

	
	
	
	To the President of the Royal Australian College of General

Practitioners


	1. I recommend that the Royal Australian College of General Practitioners consider developing a short 12 Page clinical guideline for use by general practitioners

regarding:

a. The management of chronic non cancer

pain;

b. The prescription of benzodiazepines;

c. The prescription of opioids;

d. The circumstances in which the use of private

and/or repeat prescriptions may be appropriate;

and

e. Available resources including the Drug and Alcohol Specialist Advisory Service and the form to authorise the release of personal Medicare and Pharmaceutical Benefits Scheme Claims information to a third party.
2. I recommend that the Royal Australian College of General Practitioners consider developing a clinical governance framework .for General Practices and General Practitioners to address the rising problem of

prescription drug abuse in Australia.

3. I recommend that the Royal Australian College of General Practitioners and the National Coronial Information

System (NCIS) liaise to consider how to facilitate sharing of information on the NCIS database in relation to deaths linked to the abuse of prescription medication.

4. I recommend that the Royal Australian College of General Practitioners consider including within its continuing professional development requirements for general practitioners:

a) A requirement that all general practitioners who
prescribe Schedule 8 poisons and/or
benzodiazepines, be required to attend an unit of

skills training within 3 years (or within 3 years of

qualification) dealing with pain management, co-
dependency and the proper prescribing of opioids

and benzodiazepines, and including, once it is completed, the guideline referred to above; and

b) An education module which addresses sharing of

information about patients, including the legal

constraints upon this, and
c)Use of de-identified

case studies in these education modules, and liaise with the Pharmacy Guild of Australia in relation to these.

5. I recommend that the Royal Australian College of General Practitioners and the Australian Medicare Local Alliance (with those entities seeking to involve such national bodies as they consider appropriate in the

circumstances) consider establishing a program, available on a non-mandatory basis for members of the Royal

,Australian College of General Practitioners, for

establishing local forums to be attended by general

practitioners, and to invite also pharmacists and other

specialists or hospital services, to identify problems of doctor shopping within that area and to establish channels of communication to deal with the problem. 

	Any response received will be published on this site.

	
	
	
	CEO of the Pharmacy Guild of Australia 
	1. I recommend that the Pharmacy Guild of Australia
consider preparing de-identified case studies involving misuse of prescription medications with a view to providing continuing education to pharmacists in identifying and. responding to prescription shopping~

and/or drug dependency.

2. I recommend that the Pharmacy Guild of Australia, the Pharmaceutical Society of Australia and the Royal

Australian. College of General Practitioners liaise with a view to:
a) promoting the use of staged supply and other means to reduce the risk of the misuse of prescription

medication;
b) promoting the use of supervised administration of

medication in a pharmacy; and

c) developing education modules on lawful options
available to respond to suspected misuse of

prescription medications.

	

	
	
	
	NSW Minister for Health 
	1. I recommend that the New South Wales Department of

Health consider steps to be taken to implement a realtime web based prescription monitoring program available to,

at least, pharmacists and general practitioners within 12 months, that:

a) records the dispensing of all Schedule 8 poisons in

New South Wales;

b) provides realtime

prescription information to all

prescribers and dispensers throughout New South

Wales; and

c) facilitates the New South Wales Department of Health

to monitor the dispensing of these medications and

identify behaviours of concern, with an expected

completion date of 36 months. 

2. I recommend that the New South Wales Department of

Health consider including all benzodiazepines within the

program set out above.
3. I recommend that the New South Wales Department of
Health consider what if any additional steps can be taken to educate pharmacists and general practitioners on the
ability to report inappropriate prescribing to the
Pharmaceutical Services Unit Ministry of Health (NSW) on means of identification of inappropriate prescribing

and on the authority requirements when prescribing Schedule 8 drugs.
4. I recommend that New South Wales Department of

Health consider:

a), imposing a requirement that a doctor should not
commence prescribing a Schedule 8 drug or a.

benzodiazepine to a patient without making enquiries

to verify the patient's prescribing history, or if not

practicable, such supply should be limited to that

which is necessary until the prescribing history can be
obtained; and

b) expanding the restrictions on the prescribing of

Schedule 8 drugs in sections 27 to 29 of the Poisons

and Therapeutic Goods Act 1966 to also cover a list of

restricted drugs of dependence.
	· Recommendation 1 -  The New South Wales Ministry of Health has commenced a project to implement a realtime web based prescription monitoring program for Schedule 8 drugs, known as the Electronic Recording and Reporting of Controlled Drugs (ERRCD) system. The ERRCD initiative under the Commonwealth Government's Fifth Community Pharmacy Agreement aims to provide a national system for collecting and reporting community pharmacy dispensing data on dispensed Schedule 8 drugs to address problems of prescription drug abuse and doctor shopping.

· Progressing implementation of a nationally-based and jurisdictionally consistent ERRCD system is an action of the National Pharmaceutical Drug Misuse Framework for Action. Significant work is required to enable full implementation, including customisation of the ERRCD software to meet NSW requirements, changes to community pharmacy prescription dispensing software systems, and changes to NSW legislation to mandate the provision of pharmacy dispensing records to the ERRCD system. NSW enhancements to the ERRCD software system will reduce the regulatory burden on prescribers by allowing them to apply online for authorisation to prescribe Schedule 8 drugs.

· Due to complexity, the project is being staged over three years, with Stage 1 involving the replacement of the existing Pharmaceutical Drugs of Addiction System (PHDAS) used to manage authorisations to prescribe Schedule 8 drugs.

· Completion of Stage 2 will enable prescribers to make online applications for authority to prescribe Schedule 8 drugs, and provide the Ministry of Health with real-time access to information on Schedule 8 drugs dispensed at community pharmacies throughout NSW. 

· The real-time access to dispensing records for review by prescribers and pharmacists will occur in Stage 3, currently scheduled to be completed in 2016, subject to privacy issues being addressed.

· The Ministry of Health is currently progressing work in Stage 1 of the project, the replacement of  the existing PHDAS system, including preparation for migration of more than 30 years of historical data to ERRCD.
· Recommendation 2 - The real-time web-based ERRCD system is designed to be applicable to the monitoring of dispensed Schedule 8 prescriptions from community pharmacies. The Ministry has  considered including all benzodiazepines within the ambit of ERRCD. It is not considered appropriate or possible to include all benzodiazepines within the ambit of ERRCD. The reasons for this position include:

· ERRCD is not a replacement for the responsible professional judgement of prescribers and pharmacists. The legislative requirements imposed upon prescribers and pharmacists, taken  with proper education and enforcement, provide a valuable safeguard for the community.

· Benzodiazepines (other than those in Schedule 8) were never intended within the scope of ERRCD, although provision does exist within individual jurisdictions to add an additional substance.

· ERRCD was designed to manage the prescribing and dispensing of Schedule 8 drugs which create the highest risk profile for patient safety.

· A process exists for identifying any problematic Schedule 4 drug (including benzodiazepines) to be up-scheduled to Schedule 8 on a  national basis, as has been the case with the re-scheduling of flunitrazepam, and more recently with alprazolam, as Schedule 8 drugs.

· It is estimated that the volume of prescriptions dispensed for benzodiazepines is at least double, or more than double, than those for Schedule 8 drugs. The requirements of ERRCD, applied to each of the Ministry, prescribers and pharmacists, would be onerous and the cost impact is likely to be significant.
· Recommendation 3 - The Ministry is committed to encouraging pharmacists and medical practitioners to report inappropriate prescribing to the Ministry's Pharmaceutical Services Unit and help identify inappropriate prescribing by providing information and assistance to professional bodies, the members of the professions themselves and to other regulators, including the Health Care Complaints Commission and Health Professional Councils in NSW. The Pharmaceutical Services Unit provides educational material concerning regulation and best practice to the  prescribing and supply of pharmaceuticals, including material which identifies inappropriate  prescribing via multiple approaches including:
· A website, currently containing 17 separate guidelines to prescribing and supply of pharmaceuticals for medical practitioners and pharmacists. These include guides on the criteria for non-handwritten prescriptions, prescribing flunitrazepam and alprazolam, prescribing for lower  back pain, prescribing for chronic non-malignant pain, prescribing for attention deficit disorder and guidelines for the opioid treatment program.

· The provision of information to individual pharmacists and medical practitioners, including medical practitioners applying for authority to prescribe Schedule 8 drugs. The information includes separate guides to recognising and handling patients liable to abuse benzodiazepines and recognising and handling drug dependent persons.

· The provision of education to health professional bodies by presentation at seminars or in written materials.
· As the implementation of ERRCD is progressed in Stages 2 and 3, the Ministry plans to develop a communications strategy aimed at both prescribers and pharmacists to inform of the monitoring of Schedule 8 prescribing (Stage 2) and later the prescriber and pharmacist access to Schedule 8 prescribing records (Stage 3). The communications strategy will include educational material on identifying inappropriate prescribing and the authority requirements to prescribe Schedule 8 drugs.

· These actions are consistent with the key strategies of the National Pharmaceutical Drug Misuse Framework for Action which includes educational components aimed at prescribers and pharmacists to enable a greater understanding of drug misuse issues and recognised therapeutic standards that apply to prescribing and dispensing drugs liable to abuse and misuse.
· Recommendation 3A - Mechanisms to ensure doctors are informed of prescribing history already exist. These are incumbent on:

· The patient disclosing any prescribed restricted substance (including benzodiazepines) or Schedule 8 drug previously obtained during the previous two months, under the provisions of clause 63 of the Poisons and Therapeutic Goods Regulation 2008 and under Section 18 of the Drug Misuse and Trafficking Act 1985 respectively.

· The requirement that prescribers only prescribe in a quantity or for a purpose that is in accord with the recognised therapeutic standard of what is appropriate in the circumstances (in the case of benzodiazepines, under clause 34 of the Poisons and Therapeutic Goods Regulation 2008, and in the case of Schedule 8 drugs, under clause 54 of the Poisons and Therapeutic Goods Regulation 2008). Clauses 34 and 54 of the Poisons and Therapeutic Goods Regulation place responsibility on prescribers to apply appropriate professional judgement to the prescribing of  drugs known to be subject to abuse and misuse.

· The restrictions that apply under Sections 27 to 29 of the Poisons and Therapeutic Goods Act relate to Schedule 8 drugs and similar restrictions apply to Schedule 8 drugs throughout all Australian State and Territory jurisdictions. If the risk/benefit safety profile of Schedule 4 drugs is of concern, a National mechanism exists for consideration to be given to up-schedule those Schedule 4 drugs to Schedule 8, at which time those substances would be restricted as  Schedule 8 drugs. As mentioned previously within this response, this has been the case with flunitrazepam and alprazolam.

· It must be noted however, that in re-scheduling to Schedule 8, there is a very significant regulatory burden and cost for licensed pharmaceutical manufacturers, licensed wholesalers, hospitals, pharmacists, doctors, dentists and veterinary practitioners, affecting price, ordering, record keeping, storage, packaging, transport and destruction. It is for this reason that re-scheduling to Schedule 8 is considered nationally on a case by case basis to ensure appropriate decision are made following an analysis of the risks, costs and benefits of such up-scheduling.

If there is a need to have other drugs moved into Schedule 8 then that submission would be referred to the National Medicines

	
	
	
	To the Secretary Australian Government Department of
Health and Aging and the Minister of the New South Wales Department of Health
	Health and Aging and the New South Wales Department of Health (through the PBS) consider imposing a requirement that a general practitioner should not, other than in exceptional circumstances, prescribe long term antidepressant

and/or antipsychotic

medication to aIl patient without seeking advice and/or input from al

psychiatrist, who should if relevant, be the patient's

treating psychiatrist.
	The intention of this recommendation is supported by NSW Health. However, the Pharmaceutical Benefit Scheme falls within the administration of the Federal Minister for Health and Minister for Sport, the Hon Peter Dutton MP. Therefore it is more appropriate that this recommendation be addressed by the Commonwealth Department of Health and Ageing.

	FUTURE – Next response
	In its initial response to recommendation 1 provided on 15 December 2014, NSW Health advised that the implementation of the Electronic Recording and Reporting of Controlled drugs (ERRCD) system would be staged over three years and was scheduled to be completed in 2016.

To update this, NSW Health has advised that: 

In September 2016, the Ministry replaced the legacy Pharmaceutical Drugs of Addiction System used to manage authorisations to prescribe Schedule 8 drugs (‘controlled drugs’) with the Electronic Recording and Reporting Controlled Drugs (ERRCD) system.

Although the ERRCD software system has the capability to enable real time prescription monitoring through the collection of information relating to controlled drug prescriptions dispensed at community pharmacies, this capability has not been implemented in NSW.

A coordinated approach by the Commonwealth and all jurisdictions is underway to support national implementation of a real time prescription monitoring system. This includes collaboration on a range of issues including technical coordination, governance, and funding.

Under the auspices of Australian Health Ministers' Advisory Council (AHMAC), a transitional ERRCD Implementation Steering Committee is coordinating all aspects required to transition to long-term governance arrangements for the national ERRCD.  The transition period is expected to take up to 18 months.
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	Name Suppressed
(pursuant to a non publication order under section 75 Coroners Act 2009) 


	Deputy State Coroner 

Forbes 

At Glebe 


	That [NAME SUPPRESSED] died on 30 March 2-12 at Long Bay Correctional Centre NSW. The cause of his death was asphyxiation due to hanging. The manner was self inflicted. 
	Minister for Justice
	That the Minister give

consideration to the following

issues:

1) That the current guidelines

relating to ‘911’ tools be 
expressed in clear and 
unambiguous terms, to 
clarify that:

a) Both the Officer in Charge of an accommodation unit, wing 
or pod and at least one 
correctional officer in every 
team of correctional officers 
conducting a let go or lock in 
carry a 911 tool; and 

b) That the correctional officer 
in the team conducting a let-
go or lock-in and carrying the 
911 tool be physically 
present at all times during 
the procedure on the floor 
where the let-go or lock0in is 
being conducted. 

2) That in addition to the 911 
tools carried by the officer in 
charge of the 
accommodation unit, wing or 
pod and the additional 
correctional officer who is a 
part of the team conducting 
the lock-in or let-go, that a 
third 911 tool be available in 
the officer of the 
accommodation unit, wing or 
pod as the case may be. 

3) That the name of the officer 
issued the 911 tool by the 
Officer in Charge be 
recorded in the 
accommodation journal or 
wing diary and the return of 
the tool at the end of the shift 
be similarly noted. 

4) That training in relation to the 
procedures applying to an 
immediate response to a 
hanging includes training 
with simulation and training 
in relation to managing the 
safety of the inmate found 
hanging, alongside the safety 
of other inmates and officers. 

5) The OPM Policy setting out 
the immediate response to a hanging include a clarification that an inmate found hanging should still be supported and cut down even if they appear to be supporting their own weight (standing, sitting or kneeling). 

6) That the accommodation 
journal or wing dairy in each 
accommodation unit, wing or 
pod also contemporaneously

record a request for 
protection or protection from 
a threat, made by an inmate, 
including any interim 
arrangements for their 
housing pending 
consideration of the request. 


	Awaited 

	
	
	
	Minister with responsibility for Justice Health 
	That the Minister give consideration to the Reception Screening Tool used for assessment of new inmates being amended to include a requirement to note that the PAS system has been checked for relevant alerts both inactive and active, from previous period of imprisonment. 
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	PIERCE David Benjamin 


	Magistrate Linden 

At Tweed Heads Local Court 

On 13 November

2014
	That David Benjamin Pierce  died at about 12.30pm on 19 December 2012 at Bilambil Heights of head injuries sustained in an accident involving the loss of control of a tractor. 
	WorkCover and
Attorney General 
	I accept the recommendations of Mr Brandy at page 20 of his WorkCover report.  It is evident that to prevent an incident like this, WorkCover recommends and it is clear that persons with management or control of a tractor should ensure that the tractor is fitted with a roll over protection structure and that that is deployed in the raised position as it reasonable practical. The rollover protection structure should be used in combination with a fully maintained and functional seatbelt while the tractor is under operation. 

I would recommend that any operator of a tractor in a commercial scenario be required to obtain a certificate of competency before being able to utilise such machinery.
	On 29 April 2015, the Executive Director, Safety, Return to Work and Support, WorkCover, advised that:
1) WorkCover has produced a farm machinery fact sheet which is available on http://workcover.nsw.gov.au/media/pupblications/unsorted/ farm-machinery-fact-sheet. This fact sheet contains a number of recommendations relating to tractor maintenance and operations that are broadly in accordance with Magistrate Linden’s recommendations.
2) In giving consideration to the introduction of any new authorisation regime, WorkCover evaluates such proposals based on better regulation principles that are designed to ensure the licensing is the most effective means of achieving desired outcomes.  In the current harmonised legislative environment, introduction of a new authorisation, such as a certificate of competency for tractor operations, would require national consensus.  Given that there are other ways in which to achieve safe operations of non-licensed plant such as tractors, including the provision of information, instruction, training and supervision that takes into account the complexity of the tasks and the operator’s current skills – it is unlikely that the introduction of a new licensing regime would be supported.  In addition, certificates of competency are not required for other load shifting machines (e.g skid steer loaders) where it has already been determined at a national level that there are other options to control the risks by means  of training, information, advice, verification of competency or the attainment of a formal training qualification. 

	FUTURE – Next response
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	SHANKARANRAYANA, 

Madaswamy


	Deputy

State Coroner Dillon 

At Glebe 

Coroners Court 

On 6 June 2014
	 Madaswamy Shankaranarayana died on 17 or 19 August 2012 taking his own life by hanging himself in his cell at the Metropolitan Special Programs Centre at the Long Bay Correctional Centre Complex while on remand in respect of a homicide charge. 
	Minister for Health and for Corrective Services 


	1. I recommend that, given the overlap of the psychological, mental health and medical disciplines (if a patient / inmate is to be treated holistically) these

services to be managed by Justice Health.

2. Alternatively, I recommend that the current process of working towards

developing guidelines for the sharing of patient information and an efficient

system or method of sharing relevant patient information continue with all

practical speed.

3. I also recommend that the working party of the two relevant departments

consider the longer term issue of merging or transferring Corrective Services

psychological staff into Justice Health.

4. I recommend that Justice Health nurses be required to have undergone suitable

mental health training before they are permitted to conduct mental health

assessments.

5. I recommend that decisions by Justice Health staff concerning Health Problem Notification Form relating to "green cards" not to be made without access to all relevant patient records.

6. I recommend that where practicable, a custodial patient who is being assessed psychologically or psychiatrically at intervals be assessed by the same clinician over that time to both build a therapeutic relationship with the patient, but also to better comprehend any subtle (but significant) changes in the patient's mental status.
	· Psychology services in NSW correctional facilities are currently managed by Corrective Services NSW (CSNSW). Justice Health and Forensic Mental Health Network (JH&FMHN) in the context of the custodial environment these services play a broader role beyond psychological assessments and are responsible for, amongst other things, complex case management; addressing mental health issues relating to offending behaviour; providing input and management of risk and risk behaviour; and applications for extended detention and supervision orders. For these reasons it is considered appropriate that psychology services continue to be managed by CSNSW. Therefore the approach outlined in Recommendation Two is preferred to that outlined in Recommendation One and Three. 

· JH&FMHN and CSNSW have undertaken a significant amount of work to ensure an efficient system of sharing patient information. In 2012 the Chief Executive of JH&FMHN published information sharing guidelines pursuant to Clause 297 of the Crimes (Administration and Sentences) Regulation 2008. The guidelines were developed following consultation between both organisations and their respective legal departments. The guidelines included a review of the relevant legislation and policy to ensure appropriate exchange of information between both organisations. The JH&FMHN policy allows for CSNSW allied health staff to access medical records for the purpose of reviewing any patient under their care. JH&FMHN is moving towards electronic health records and access to this medium will continue in line with the current policy. 

· Recommendation Four is supported by NSW Health. I am advised that undergraduate courses for Registered and Enrolled Nurses include basic mental health assessment training to undertake their role. The Nursing and Midwifery Board of Australia sets the competency standards for Registered and Enrolled Nurses in Australia. All Registered Nurses are required to be competent in conducting a comprehensive and systematic nursing assessment using a relevant evidence-based assessment framework to collect data about the physical, socio-cultural and mental health of individual patients. The standards for Enrolled Nurses are similar.

· Further to this, the learning and development department of the JH&FMHN also provide education and training for non-mental health trained staff in the areas of mental health assessment, referral and management. 
· As a result of a previous Coroner’s Recommendation, the JH&FMHN has developed a mandatory Suicide in Custody program aimed at increasing awareness among non-mental health nurses of suicide risk and techniques to manage acute suicidal risk in the custodial setting. As at 30 June 2014, approximately 60% of all non-mental health JH&FMHN nurses have completed the training. In addition, training in Suicide Prevention and Management is available online through the Health Education and Training Institute website, and is compulsory for all JH&FMHN staff.
· In relation to Recommendation Five I have been advised that JH&FMHN have a policy in place ensuring that decisions made by their staff regarding Health Problem Notification Forms are not made without a review of all relevant clinical information.
While the intention of Recommendation Six is supported, placing all patients with a mental illness on a ‘medical hold’ and restricting their movement across CSNSW facilities is not practical. In the custodial environment patients are moved around frequently for a range of reasons including security and bed management (such as the ‘green card’ system referenced in this Inquest). Medical holds are currently used for patients who present with a significant risk. However placing all patients with a mental illness on a medical hold would restrict the operations of CSNSW. In addition, the recommendation that assessments be undertaken by the same clinician in order to detect changes in a patient’s mental health status is not consistent with the six-monthly rotation of psychiatry registrars. Psychiatry registrars provide a significant proportion of clinical care and consistent with the training of specialist medical practitioners in hospitals, registrars rotate every six months throughout their training to ensure that they obtain experience and develop expertise across the range of clinical areas to support their practice.

	FUTURE – Next response
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	Response

	SMALL Jessica 


	Deputy 

State Coroner Freund

At Glebe Coroners Court 

On 6 June 2014
	Jessica Small died on or after 26 October 1997. I find that her death was suspicious and that she died at the hands of person/s unknown. 
	Minister for Police 
	1) That consideration be given to the NSW Government offering a substantial monetary reward for information leading to the conviction of any person or persons for the abduction and murder of Jessica Small.  The sum should not be less than $500,000.

2) Consideration should also be given to implementing measures to achieve a close liaison between the Missing Persons Unit and the Homicide Squad in relation to long term missing persons cases. 
	The Minister for Police the Hon Stuart Ayrne MP advised as follows:

“The issue of a reward is appropriate.  Despite a thorough investigation, including numerous media appeals, the matter remains unsolved. No rewards have been previously offered, The offer of a monetary reward may encourage witnesses to come forward with new information. 

However the amount recommended by Magistrate Freund is much higher than the amount normally offered in similar matters.  Police advise me that there does not appear to be any features which distinguish the investigation of this matter which would justify a reward beyond the usual amount of $100,000. I support the offer of a reward of $100,000.

Police have advised me that there is already close liaison between the two areas. Key personnel from both areas meet monthly and discuss:

- Specific review of cases assessed and referred during the previous month to the Homicide Squad Intelligence Unit
- Unsolved Homicide Team issues including the identification of human remains on hand at the Department of Forensic Medicine and correlation to unsolved cases

- Reviews of long term missing persons that have been reported to the Coroner and yet to come to inquest, along with educational issues; and 

- Any outstanding matters identified.

The NSW Police Force is also undertaking the following measures to address the Coroner’s recommendation:

The Homicide Squad Intelligence Unit is now notified each day of any matters the Missing Persons Unit assesses as ‘high’ or ‘very high risk’.

The NSW Police Force is also updating its Missing Persons SOPC to reflect and formalise the requirement for the Homicide Squad to be notified immediately of all the persons who go missing under suspicious circumstances. 

The Homicide Squad will assist the Missing Persons Unit to develop and implement education for police at the local level on risks associated with missing persons.

Collection and centralisation of records from the Missing Persons Unit, Coroners Court and other areas into a single collection point to identify the number of cases, the status of each investigation, the coronial status of each investigation, whether matters are on the Unsolved Homicide Team database and unidentified suspicious matters. 

One the review of complete, consideration will be given to ensuring long-term missing person investigations are completed.”


	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	SAJKO

Richard 


	Deputy 

State Coroner Forbes

At Glebe Coroners Court 

On 30 June 2014
	Her Honour found that Richard Sajko died on or about 14 May 1995, but was unable to determine the place, manner or cause of his death.
	Commissioner of 

Police 
	That the matter be referred to the Unsolved Homicide Squad within the NSW Police Force for further investigation.
	On 30 September 2015 the Commissioner of Police advised the Attorney General as follows:
“I can advise that the matter will be referred to the Unsolved Homicide Team for attention and progressed in accordance with its protocols’. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Manjit SINGH 


	Deputy State Coroner 

Dillon
At Glebe

On 17 August 2014 


	I find that Manjit Singh on 29 August 2011 in the Intensive Care Unit at Royal North Shore Hospital St Leonards NSW due to hypoxic respiratory failure following a right pneumonectomy for the treatment of severe pulmonary tuberculosis with malnutrition being a contributory causal factor in the development of that disease.


	Minister for Health NSW 
	That pre-discharge interviews with patients being screened for TB be undertaken face to face and include a physical check for signs of possible active TB or risk factors for activation of TB. 
In this context I also recommend that, when considering discharge, physicians reviewing patients’ most recent chest x-rays do so with the benefit of the radiologist’s report. 
	On 5 April 2016 the Minister for Health, the Hon JG Skinner MP, advised the Attorney General as follows: 

“To inform the response to these recommendations, expert advice has been sought from the NSW Tuberculosis Advisory Committee and Health Protection NSW. The Tuberculosis Advisory Committee includes several TB specialist physicians, an infectious diseases specialist, the Director of the NSW Refugee Health Service, a public health unit director, a specialist TB microbiologist, TB Clinical nurse consultants from metro and rural NSW and the Executive Director of the Australian Respiratory Council. 

The recommendations will be implemented via incorporation of requirements for TB services into the Guidelines for the Prevention and Control of TB, a NSW Health Guideline currently under review.  Measures to identify and report welfare concerns about temporary visa holders identified in the course of TB treatment will be included. Additional written material will be developed for patients discharged from TB services to advise them on steps to take if symptoms recur. This will be available in community languages. 

 Chest x-rays of all TB patients of chest clinics are reviewed by a TB Physician. Before deciding to discharge a patient from TB services, the TB physician is required to consider any radiologist reports available to the TB physician.  When a patient’s chest x-rays are reported by a radiologist but become available to the TB physician after the patients has been discharged, the TB physician is required to recall the patient if the radiologist’s interpretation differs.  This requirement will also be included in the revised Guidelines for the Prevention and Control of TB in NSW.

	
	
	
	Minister for Immigration and Minister for Health 
	That the Departments of Health and Immigration confer to find the optimal policy (or policies) for ensuring both that the health and welfare of temporary visa holders who are subject to TB health undertakings (or similar undertakings in respect of other public health risks) are protected and public health is safeguarded.

	Representatives from Health Protection NSW and the Department of Immigration and Border Protection (DIBP) discussed this recommendation in November 2015 and January 2016. The view was that there are already established linkages between the NSW TB program and the DIBP for reporting concerns about visa holders on TB undertakings.  The DIBP advised that their ‘Immigration Dob- in line’ is the most appropriate contact point for clinicians to report concerns about the welfare of visa holders. 
The TB Nurses reported their concerns regarding Mr Singh’s welfare to the DIBP, resulting in investigation by the Australian Federal Police and support from the Red Cross. 

The revised ‘Guidelines for the Prevention and Control of TB in NSW’ will emphasise the importance of recognising and reporting welfare concerns about temporary visa holders with TB. This will include guidance on using the ‘Immigration Dob-in Line’ to report cases which may impede a temporary visa holder with TB from managing their condition. 

NSW Health has disseminated information to TB practitioners (through advisory committee meetings in September, November and December 2015 and February 2016) about reporting any welfare concerns about TB patients to the DIBP ‘dob in line’ and the NSW Health TB program manager. 

The NSW Public Health System provides TB services to patients related to the diagnosis and treatment of TB.  These services are available free of charge to all persons in NSW irrespective of their visa status or eligibility for Medicare benefits and are intended to safeguard public health.  The only exceptions are occupational screenings and patients in immigration detention (where the Commonwealth is responsible for the cost). 

All persons attending TB services are advised that TB investigations and treatment will be at no cost to themselves. This is already stated on publications such as the TB fact sheet which is available in 21 community languages. 

Similar undertakings in respect of other public health risks relate to hepatitis B undertakings.  Permanent or temporary visa holders who will be residing in NSW and identified with chronic hepatitis B infection are referred to the Sydney South West Public Health Unit. This Unit provides advice on the correct monitoring of their condition as well as the requirements of their health undertaking. Monitoring and further management as appropriate of hepatitis B would generally be undertaken by a General Practitioner. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jason THOMSON 


	Deputy State Coroner MacMahon 

On 16 April 2014

At Glebe 


	That Jason Mark Thomson (DOB 29 May 1970) died on 17 October 2012 at Tweed Heads District Hospital, Tweed Heads in the State of New South Wales.  The cause of his death was multiple injuries that he sustained when the motorcycle he was riding left the road and collided with a tree during the course of a police pursuit.  


	Commissioner of Police 
	That consideration is given to amending the NSW PF Safe Driving Policy to require that, before a pursuit is commenced, the involved officer be required

to give consideration the nature and handling capacity of the vehicle that is

proposed to be pursued.


	Please see response to Recommendation 1 of HAMISH RAJ.

	
	
	
	Minister for Police and Emergency Services  
	That the NSW Police Force Safe Driving Policy (SDP) component dealing

with police pursuits be reviewed, in the light of Australian and international

experience and research, by a panel of independent experts appointed by the

Minister with a view to establishing best practice for the NSW Police Force

(NSWPF).
	As noted below, this recommendation has been considered during the NSWPF’s review of the SDP (see: HAMISH RAJ)

	FUTURE – Next response
	· As above, the amended SDP is currently being considered by the NSW Police Force at the executive level.  Once endorsed by the NSW Police Force’s Executive Team, the draft revised SDP will be circulated for limited consultation to relevant stakeholders.

· The NSW Police Force will then finalise changes to the SDP and provide further advice to the Attorney General in relation to the coronial recommendations.

Even when the final revised SDP is approved, roll-out will take some time because training will need to be provided to all officers across NSW, and to all recruits at the Academy.



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	WATERLOW

Nicholas and 

HEUSTON Chloe


	Deputy State Coroner MacMahon 
	That Mr Waterlow and Ms Heuston died on 9 November 2009 at 87 Clovelly Road Randwick in the State of New South Wales. The cause of each death was multiple stab wounds to the body inflicted by a known person. 
	NSW Minister for Health 
	A. That the NSW Government considers amending the Mental Health Act 2007 in order to:
1) Expressly state that in determining whether to schedule a mentally ill patient pursuant to section 14(1)(a) of the Mental Health Act 2007, the term ‘for the person’s own protection from serious harm’ should be understood to include harm caused by the mental illness itself. 

2) Expressly state that in determining to schedule a mentally ill patient pursuant to section 14(1)(a), the term ‘for the protection of others from serious harm’ should be understood to include ‘for the protection of others from serious emotional harm’. 

3) Delete reference to ‘physical harm’ in section 15(a) and (b) and to specify that the term ‘for the person’s own protection from serious harm’ should be taken to include the harm caused by the mental illness itself, and the term ‘for the protection of others from serious harm’ should be understood to include ‘for the protection of others from serious emotional harm’. 

4) Ensure there is no ambiguity in Part 1(1) of Schedule 1 as to the test that must be met before a patient is scheduled in accordance with the Act.  
	The Minister for Mental Health the Hon Pru Goward MP advised the Attorney General as follows:

Recommendation A

Status: Recommendation Al and A2 are supported as addressed by other means. Expert advice is that the broad definition of harm included in section 14 of the Mental Health Act 2007 (the Act) is considered the most clinically appropriate definition for the purposes of this section of the Act. A communique has been issued to mental health clinicians to clarify the application of this definition. (Copy available from the Department of Health or the Department of Justice (ph: 8346 1839).

The Act underwent a comprehensive review in 2014. The review involved extensive consultation with stakeholders on many aspects of the Act. During consultations undertaken as part of the review there was not support for amendments to definitions of mental illness or mental disorder, nor for amending the requirements for a person to be considered a serious risk of (physical) harm to themselves or others in order to be involuntarily treated.
The Act has been amended to require that doctors take into consideration the views of the person, their carers, family, treating psychiatrist/General Practitioner/case manager and emergency service providers when assessing a person for involuntary admission or discharge, where practicable.

A special meeting of the Mental Health Act 2007 Review Expert Reference Group was held on 21 January 2014 to discuss the coronial recommendations in the Waterlow case. The Expert Reference Group agreed that a broad definition of harm should remain in the Act. The Expert Reference Group concluded that the term 'serious harm' in s14 of the Act includes emotional harm, and harm attributable to the illness. As it is essential for a clinically

appropriate assessment to involve mental health clinicians undertaking a comprehensive assessment of harm it was the Group's view that to make changes to the Act in regard to this

issue would unduly emphasise one form of harm over others.

The Expert Reference Group recommended that certain actions should be undertaken to address the concerns raised in the coronial inquest, including that a Communique be developed and disseminated to the sector to clarify the definition of the "risk of serious harm" and The Mental Health Act Guidebook be updated to reflect the Communique.
In November 2014 the Communique on the ‘risk of serious harm’ criterion was distributed to members of the Mental Health Drug and Alcohol Office (MHDAO) within the NSW Ministry of Health. The Communique was also distributed to members of the Clinical

Advisory Council (CAC) and the Mental Health Program Council (MHPC) and senior mental health managers in the local health districts and specialty networks, who are required to ensure

the document is distributed to and complied with by relevant employees in their organisation.
This document provides guidance to mental health clinicians making decisions on initial involuntary treatment under the Mental Health Act 2007 regarding the 'risk of serious harm' criterion. The Communique advises that the current definition of 'harm' is an all-embracing concept that includes physical harm, psychological/emotional harm, harm to the person from

untreated mental illness, harm to reputation or relationships, financial harm, neglect of self and neglect of others (including children). 
The Communique states that "clinicians should

undertake a comprehensive assessment of the person, including, review of the history of mental and physical illness, family history, psychosocial factors impacting the persons

presentation, and evaluation of the risk of self-harm and of harm to others". Further, the Communique specifically outlines that the assessment includes consideration of the harm that may arise should an illness not be treated.

The contents of the Communique are being incorporated into components of the NSW Ministry of Health and Institute of Psychiatry's education and training project, including the

revision of the Mental Health Act Guidebook, the information sessions being provided to each local health district and specialty networks and the relevant fact sheets for clinicians and consumers.

It is the view of NSW Health that these amendments have addressed Recommendation a (1) and (2) while ensuring assessments undertaken are clinically appropriate and based on a

comprehensive definition of the ‘risk of serious harm’.
Status: Recommendation A(3): Not supported. The inclusion of emotional harm as an assessment criterion of ‘mentally disordered persons’ would significantly lower the threshold of initially detaining a

person not considered to be suffering a mental illness.

Section 15 of the Act (which is the definition of a "mentally disordered person") has a much lower threshold that needs to be met for that person to be classified as a "mentally disordered

person" and detained on that basis, compared with the criteria that need to be met for a ‘mentally ill person’.

There is a distinction in the Act concerning the definition of 'harm' and how it relates to a ‘mentally ill person’ (Section 14) and a ‘mentally disordered person’ (Section 15). For instance, there is no requirement for a ‘mentally disordered person’ to be suffering from a mental illness in order to be detained, whereas a person must be assessed as suffering from a mental illness to be detained as a ‘mentally ill person’.   The term ‘serious physical harm’ is used as an assessment criterion for ‘mentally disordered persons’ (as opposed to the use of the more general assessment criterion, ‘serious harm’, for ‘mentally ill persons’) as a safeguard to ensure that persons without a mental illness are only detained if they represent a risk of serious physical harm to themselves or others. 
NSW Health does not support the inclusion of ‘emotional harm’ as an assessment criterion for ’mentally disordered persons’ as this would significantly lower the threshold for initially detaining a person who is not considered to be suffering from a mental illness.
Status: Recommendation A (4) Supported. Amendments to the Act in this respect have been finalised. 
An education and training program has been initiated and will be progressively rolled out until June 2016. In response to recommendation 4, NSW Parliament has passed amendments to Schedule 1 to remove ambiguity and more clearly describe the criteria for initial involuntary admission.
The NSW Ministry of Health is working with the Institute of Psychiatry to provide an education and training project for the implementation of amendments arising from the review of the Mental Health Act. This project involves online and face-to-face training for relevant NSW Health staff, and the provision of general and stakeholder-specific information materials about the

amendments. The changes to the Mental Health Act Guidebook recommended by the Expert Reference Group will be made as part of this project. In addition, information about the concept

of 'harm', as espoused in the Communique, will form part of the training component of the project. This information is also included in the brief information sessions currently being

provided to each local health district and specialty network, in fact sheets for the stakeholder groups including clinicians and consumers, and in the revised Mental Health Act Guidebook.

This education and training project was initiated in June 2015 and will be progressively rolled out in stages over the following twelve months.
The revised Mental Health Act Guidebook  will be available through the NSW Ministry of Health website at 

http://www.health.nsw.gov.au/mhdao/pages/legislation.aspx
The NSW Ministry of Health is also considering the development of mechanisms for assisting liaison between carers/family and mental health service in cases where carers/family feel that

a decision not to admit or decision to discharge is inappropriate. The NSW Ministry of Health will also assess options for mechanisms of review of clinical decisions through the existing governance processes of local health districts.


	
	
	
	
	B. That NSW Health design and distribute an information booklet setting out advice (that includes an emphasis on the availability of community treatment orders) for families, carers and friends seeking to support persons suffering from a mental illness/disorder who have been threatened by or are fearful of a person who may be suffering from a  mental illness/ disorder. 

 
	Status: Recommendation B is supported and addressed by other means.

Consultation with local health districts and non-government organisation family and carer committees has identified that the majority of NSW public mental health services provide a

consistent range of information for new carers, particularly with regard to fear of, or being  threatened by someone with a mental illness and details of community treatment orders.

In March 2015, MHDAO identified through consultation with Local Health District and nongovernment

organisation family and carer committees that the majority of areas across NSW provide a consistent range of information to satisfy the issues raised by the Coroner. Further information on consultation can be found in the attachment.
This information is predominantly based on the Staying Safe in Difficult Times resource developed by the Schizophrenia Fellowship's Carer Assist service. Carer Assist is part of the

NSW Family and Carer Mental Health Program, which provides educational sessions for families of people with a mental illness, and is funded by the NSW Ministry of Health through the Mental Health and Drug and Alcohol Office.
The Staying Safe in Difficult Times resource is accompanied by a number of factsheets that provide information in a simple format for anyone in the community - www.sfnsw.orq.au.

Information based on this resource is distributed by family and carer workers and is available in public mental health services. It details who to call and when to do so. In addition to

emergency contact details (000), the contact details for local Police are included as a standard, with some services providing more localised information. The NSW Mental Health Line is also referenced in a number of information sheets.

The Ministry of Health's Family and Carer program will be subject to an external evaluation that will assess current program strengths and inform service improvement for the future. Local health districts were to be consulted further on this position as part of the first Family and Carer Mental Health Program Evaluation Consultation Workshop in November 2015.
The issue of whether a statewide resource is required will be considered as part of this work and will be progressed in consultation with local health district and family and carer

organisations.


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	WATSON Beryl 


	State Coroner Barnes

At Kempsey Coroners Court 

On 23 May 2014
	Beryl Joyce Watson died on 16 December 2011. She died in Macksville NSW. Mrs Watson’s death was caused by aspiration pneumonia associated with Huntington’s disease. The death was from natural causes contributed to by a medication error and sub optimal nursing care. 
	Minister for Ageing 
	The Office of Aged Care Quality and Compliance focuses on quality and improvement of the care and services provided to the recipients of Australian Government subsidised aged care services. I intend forwarding to that Office a copy of this report with a recommendation that it review the implementation of the policies attached to BUPA’s submissions. [It was submitted for BUPA Care Services that BUPA had since Ms Watson’s death undertaken an extensive review of the policies relevant to the issues identified as having contributed to a break down in the provision of quality care to Ms Watson]. 
	Awaited.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	WILSON 

Michael 


	Deputy 

State Coroner Freund

At Glebe Coroners Court 

On 16 September 2014
	 I find that the Michael Gordon Wilson, a member of the Special Casualty Access Team (SCAT) died on 24 December 20111 at Bridal Veil Falls located in the Budderoo National Park at Robertson NSW. He died as a consequence of extensive blunt trauma injuries he sustained during the course of rescuing an injured canyoner. 
	1) The Minister for Infrastructure and Regional Development (Cth); The Chief Executive Officer, Australian Maritime Safety Authority (AMSA); The Minister for Police and Emergency Services (NSW); and the Commissioner of

the NSW Police Force.
	That:

(a) The Australian Maritime Safety Authority in conjunction with the NSW Police Force develop a paper in relation the early transfer of coordination of LandSAR operations from AMSA to the NSW Police Force to be taken to the next meeting of the National Search and Rescue Council.

(b) The Australian Maritime Safety Authority in conjunction with the NSW Police Force review their joint arrangements in relation to the prompt exchange of data relevant to search and rescue incidents 

	Supported.

AMSA developed and submitted a paper to the National Search and Rescue Council (NATSAR Council) in October 2014. The paper raised for discussion a number of possible changes to response arrangements for land based incidents on a national level.

The NATSAR Council have advised the paper’s recommendations were accepted in principle, with the minutes noting NATSAR:

 noted recent technology developments and operational experiences relevant to land SAR coordination arrangements for incidents alerted via AMSA, including the NSW Coroner's recommendations in September 2014;

supported in principle the Council's role to foster appropriate information exchange and operational coordination arrangements to ensure the development of the most effective SAR response plan to land SAR distress alerts anywhere in Australia, regardless of the alerting method or the agency initially alerted; agreed that a Council Working Group led by AMSA and comprising representatives from all jurisdictions will develop information exchange and operational coordination procedures for consideration by the Council, either out of session or not later than Meeting 39.

Accordingly, a working group has been established and the development of information exchange and operational procedures is expected to be ready for presentation to the NATSAR Council at meeting scheduled for October 2015.



	
	
	
	2) The Minister of Police and Emergency Services, the Chairman of the

State Rescue Board of New South Wales and the Commissioner of the New

South Wales Police Force.
	That a review be conducted of the status of emergency services helicopter winching operations for the purpose of clarifying whether the conduct of such operations constitutes ‘rescue’  within

the meaning of the State Emergency and Rescue Management Act, 1989 (NSW).
	Supported.

The State Rescue Board agencies have met to discuss this matter.  An amendment will be made to the State Rescue Policy to clarify that:

a) The insertion and extraction of crew and/or equipment into a scene by a helicopter and/or a helicopter winch does not constitute a ‘rescue’. 

b) However, where a helicopter has been deemed to provide the most efficient capability to extract a patient by helicopter winch (for example, from the ocean) they may be used, subject to certain requirements of the State Rescue Policy being met. 

The State Rescue Policy sections 1.25 (Police must be aware of the rescue capabilities of all emergency services units within their areas of responsibility, whether accredited or not); and 2.15 ( It is illegal under the provisions of the Act for non-accredited units to respond to call-outs for rescue without the approval of the NSW Police Force. However, all members of the Emergency Services have a responsibility to preserve life.  So if a non-accredited Emergency Services unit is in close proximity to an incident requiring rescue, it may commence the rescue, within its capabilities and training, but must advise NSW Police Force as soon as possible and hand over to an accredited unit on its arrival, if requested to do so); apply in this context.
There is currently a review of the State Emergency and Rescue Management Act 1989 being conducted.  Any further clarification of rescue is being considered in the context of the review.  Any amendment will be developed in consultation with NSW Ambulance, the NSW Police Force and the State Rescue Board.

	
	
	
	3. The Minister of Police and Emergency Services, the Minister for Health, the Director General of the Ministry of Health, the Commissioner of the NSW Police Force, and the Chief Executive of NSW Ambulance Service.
	That: 
(a) The review of the operation of the Memorandum of Understanding signed 21 October 2013 between the Commissioner of Police and the Commissioner of New South Wales Ambulance be completed. The review should include consideration of arrangements

with respect to interagency

communications regarding the tasking and conduct of

missions performed under the MOU.

	Supported. 

Police have worked with NSW Ambulance to address this issue.  In October 2014 Police met with NSW Ambulance to discuss a number of issues relating to post implementation of the NSW Police Force/NSW Ambulance Memorandum of Understanding (MOU). 

This particularly related to the use of NSW Ambulance helicopters in emergency management incidents.

Communications have since been incorporated into a Memorandum of Understanding on search and rescue responses between the two agencies.

The Memorandum of Understanding has now been finalised

	
	
	
	4. The NSW Minister of Health and the Chief Executive of New South Wales

Ambulance Service
	(a) The roll out of the NSW Ambulance Aeromedical Integrated Risk Management

Framework be completed;

(b) The helicopter winch simulator, including the introduction of mission simulation, be

completed as soon as reasonably practicable;

(c) The Enhanced Helicopter Paramedic Helmet System project and that the trial of the prototype

enhanced paramedic helmet be completed as soon as practicable;

(d) A review of the position of SOT/SCAT Activation Officer, including consideration of the

following matters, be undertaken:

• incorporation of the position of SOT/SCAT Activation Officer into the Aeromedical

Operations Control Centre;

• training of the SOT/SCAT Activation Officer in SCAT landbased operations and

the operational role of helicopter paramedics; and

• the provision of protocols and training to SOT/SCAT Activation Officers in relation

to the planning and conduct of helicopter beacon response and helicopter rescue operations.

(e) The revision of the SCAT paramedic training materials be completed;

(f) Regular, ongoing

SCAT paramedic training be scheduled.
	The Ministry of Health will be responding directly to the Deputy State Coroner with respect to this recommendation.



	
	
	
	5. The Minister of Health, the Chief Executive Officer of New South Wales Ambulance Service and the Chief Executive, Lloyd Helicopters Pty Ltd ACN:

007 916 912 trading as CHC Helicopters (Australia)
	That:
(i) Training in relation to changes in NSW Ambulance Control & Command procedures relevant to the conduct of NSW Ambulance Service Aeromedical helicopter operations

be provided to all NSW Ambulance paramedics, medical crew, aircrew and pilots engaged in the provision of NSW Ambulance Service Aeromedical helicopter services.

(ii) CHC and NSW Ambulance reinstate the Combined situational and/or scenario based training for SCAT and Air Crew to the annual basis originally envisaged.
	The Ministry of Health will be responding directly to the Deputy State Coroner with respect to this recommendation.



	
	
	
	6. The Managing Director, Lloyd Helicopters Pty Ltd trading as CHC Australia
	That:
(a) CHC conduct a review of the Hi Line Procedure set out the CHC Operations Manual

with a view to developing a comprehensive standard operating procedure governing the use of the Hi Line Procedure in the course of winching operations conducted overland.

(b) CHC review current rescue helicopter crew training schedules including but not limited to the reintroduction of annual integrated, holistic, scenario based crew training.

(c) CHC conduct a review of cabin staff training documentation for the purpose of ensuring that the cabin staff training documentation accurately reflects the information, instructions and procedures contained in CHC's current Operations Manual, including current Flight Staff Instructions.

(d) CHC conduct a review of the company's policy in relation to video footage captured on the winching cameras as installed and to be installed on CHC rescue helicopters with a view to ensuring that the video obtained in the course of winching operations is available to be used and is used in ongoing, rescue training.
	CHC Australia is not a government agency and is not required to respond to the recommendations of the NSW Coroner under PM 2009-12.

	
	
	
	
	
	

	FUTURE – Next response
	Commonwealth Ministers and private enterprises are not bound by the requirements under NSW Premier’s Memorandum 2009-12 to report to the NSW Attorney General their response to the Deputy State Coroner’s recommendations.  


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	WILSON 

Trevor


	Magistrate Stafford 
At Glen Innes
On 28 November 2014 


	I find that Trevor Wilson died at Glen Elgin New South Wales on 28 May 2011 due to multiple injuries sustained as a result of an industrial accident. 

	Department of Corrective Services NSW  
	1) I recommend that all forklifts carry a visible and accessible sign warning operators not to park on an incline and it that is unavoidable, blocks to be placed behind the wheels and the vehicle is not to be left unattended. 

2) I recommend that Corrective Services continue to progress toward the implementation of Australian Standards for the service, repair and maintenance of all mobile plant equipment. 
	On 21 July 2015 the Commissioner of Corrective Services advised that:

Recommendation 1 has been fully implemented by CSNSW; and

Recommendation 2 is ongoing. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Luke Wood


	Deputy State Coroner 

Forbes 

At Glebe

On 9 December 2014 


	I find that Luke Wood died on 31 August 2011 at Westmead

Hospital as a result of an intra peritoneal haemorrhage from an anastomotic leak from a transplanted renal artery.
	Secretary 

NSW Health

Ministry of Health 
	That consideration be given to the development of a policy or protocol for the timely provision of all medical records to the Coroner when a death is notified pursuant to s.6(1) (b) and (e)

of the Coroners Act 2009.
	On 26 March 2015 the Secretary, NSW Health, advised as follows: 
‘This recommendation was made in response to the delay by Westmead Hospital in providing Mr Wood's medical records to the Coroner's Court. The issue raised in this recommendation is addressed in the NSW Health policy directive

Coroners Cases and the Coroners Act 2009 (PD2010_054). Section 9.3 of this policy states that patient medical records should be forwarded to the Coroner's Court within 24 hours of

the death. The responsibility for providing these records rests with the hospital.
In response to Magistrate Freund's concerns, a memorandum was issued to the NSW Health system on 15 January 2015 to reiterate the reporting requirements outlined in Coroners

Cases and the Coroners Act 2009 (PD2010_054). 

At a local level, the Western Sydney Local Health District has developed a policy compliance procedure WSYD-PCP-201479 Processing Requests for Health Care Records for the

Coroner, as an implementation plan for PD2010_054. This document was revised on 17 December 2014 and is now being implemented by the District.

To support the operational side of processing these requests, the District has developed and implemented a record collation checklist for health information record staff to reference prior

to the dispatch of records to the Coroner. This checklist includes electronic files, sub-files,specialty service files, finance files and other forms of notation that at any given point may not be included in the main patient file.
Further to this, the Western Sydney Local Health District has also implemented regular medico-legal seminars for relevant staff. Four seminars were run between May and November 2014. These seminars address the legal implications of record keeping, clinical

documentation and the provision of information for coronial inquests.
NSW Health is committed to ensuring the timely provision of medical records to the Coroners Court and I trust that the approach taken at both a statewide and local level is assuring’.
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	Matthew Adam ROSEN


	Magistrate Forbes 

19 May 2014
	Mr Matthew Adam Rosen died on 30 March 2012, at Long Bay Correctional Centre, NSW. The cause of his death was asphyxiation due to hanging. The manner of his death was self-inflicted.
	Corrective Services NSW 
	1. That the current guidelines relating to 911 tools be expressed in clear and unambiguous terms, to clarify that:

a. Both the Officer in Charge of an accommodation unit, wing or pod and at least one correctional officer in every team of correctional officers conducting a let-go or lock-in, carry a 911 tool; and

b. That the correctional officer in the team conducting a let-go or lock-in and carrying the 911 tool be physically present at all times during the procedure on the floor where the let-go or lock-in is being conducted.
2. That in addition to the 911 tools carried by the officer in charge of the accommodation unit, wing or pod and the additional correctional officer who is part of the team conducting the lock-in or let-go, that a third 911 tool be available in the office of the accommodation unit, wing or pod as the case may be.

3. That the name of the officer issued the 911 tool by the Officer in Charge be recorded in the accommodation journal or wing diary and the return of the tool at the end of the shift be similarly noted.

4. That training in relation to the procedures applying to an immediate response to a hanging includes training with simulation, and training in relation to managing the safety of the inmate found hanging, alongside the safety of other inmates and officers.

5. That the OPM Policy setting out the immediate response to hanging include clarification that an inmate found hanging should still be supported and cut down even if they appear to be supporting their own weight (such as standing, sitting or kneeling).

6. That the accommodation journal or wing diary in each accommodation unit, wing or pod also contemporaneously record a request for protection, or protection from a threat, made by an inmate, including any interim arrangements for their housing pending consideration of the request.
	1-3 & 5. The following actions have taken place to address the issue:

· Assistant Commissioner’s Memorandum (Custodial Corrections) 2015/07, ‘911 Rescue Tool’, dated 13/03/2015

· Assistant Commissioner’s Memorandum (Custodial Corrections) 2015/16, ‘911 Rescue Tool’, dated 7/07/2015

Requisite revisions to the Operations Procedures Manual have been promulgated.

4. The following actions have taken place to address the issue:

The Academy training, assessment requirements and continued education in the operational setting result in the completion of the Certificate IV in Correctional Practice. The recommendation is satisfied during the intensive ten (10) week face to face training that prepares the staff for the correctional setting by:

· Module 5 – Serious Incidents 

· Practical simulated workplace scenarios

· Duties of first responding officer

· Immediate responses to a hanging

· How to deal with a hanging inmate assisted / non-assisted

· Staff/External agencies to be contacted in hangings

· Reporting processes and procedures

· Coroners Court and Internal Investigation information / scenarios
· Specific Aboriginal deaths.

6. The following actions have taken place to address the issue:

· • Current policy and procedures are in place to adequately cover this recommendation, and are outlined in the OPM - Section 8: Legal and Administration Matters, 8.29 Inmate Requests. Further consideration would be a matter of duplication.
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"l““’)’ The Hon Tanya Davies MP

Minister for Mental Health

NSW Minister for Women

GOVERNMENT Minister for Ageing

Magistrate Michael Barnes

NSW State Coroner

44-46 Parramatta Road Your ref 2012/00314507
GLEBE NSW 2037 Our ref COR14/6

Dear Magistrate Barnes

Investigation into the death of Christopher Evans

| refer to the findings made on 15 April 2014 by Deputy Coroner Dillon that “Christopher
Evans died on 10 October 2012 as a result of multiple injuries he received when he fell from
the tenth floor of the Joanna O’Dea Flats in Camperdown, NSW, taking his own life in the
course of a police operation”.

Following this inquest, Deputy Coroner Dilion recommended that:
“the Mental Health Act be amended to provide specifically for a mechanism for
revoking schedules (and discharging scheduled patients) together with short reasons -
for such decisions being recorded.”

In response to this recommendation, NSW Health advises that specific mechanisms for the
ongoing detention in, or discharge of a person within a mental health facility (including
revocation of a schedule) are stipulated through two NSW Health policies and one guideline.
The documents that address the relevant sections the Mental Health Act 2007 (the Act), are:

o (L2013 017 — Guidelines for Nomination of Authorised Medical Officers under Mental
Health Act (NSW) 2007

e PD2016_056 — Transfer of Care from Mental Health Inpatient Services Policy Directive;
and |

e PD2010_018 — Mental Health Clinical Documentation Policy Directive (currently under
review and due to be republished before the end of 2017).

NSW Health advises that the use of policies and guidelines allows for practical
implementation to account for local needs and resources. Compliance with Policy Directives
is mandatory for NSW Health and is a condition of funding for public health organisations.
Guidelines are not mandatory, however, there must be sound reasoning for departing from
any recommended standards. These requirements are outlined in PD2016_049 — NSW
Health Policy Directives and Other Policy Documents [TAB 1].

NSW Health also advises that as a further mechanism for ensuring compliance with policy,
Local Health Districts and Specialty Health Networks have entered service agreements with
the Secretary of NSW Health. These agreements, which are a provision of the Health
Services Act 1997, require that all applicable duties, obligations and accountabilities are
understood and complied with, and that services are provided in a manner consistent with all
NSW Health policies, procedures, plans, circulars, inter-agency agreements, Ministerial
directives and other instruments, and statutory obligations.

GPO Box 5341, Sydney NSW 2001
Phone: (61 2) 8574 6000 Fax: (61 2) 9339 5506 Web: www.nsw.gov.au





Please note that as these policies and guidelines satisfy the intent of the recommendation,
and there are sufficient provisions to ensure their compliance, therefore it is not necessary to
amend the Act.

For a detailed summary of these documents, as well as the NSW Health mechanisms for
ensuring compliance please see TAB 2.

For further information, please contact John Flanagan, Senior External Relations Officer,
NSW Ministry of Health, at john.flanagan@moh.health.nsw.gov.au or on 9461 7454.

Yours sincerely

k%08

‘rlt’-lln
Tanya Davies MP
Minister for Mental Health

GPO Box 5341, Sydney NSW 2001
Phone: (61 2) 8574 6000 Fax: (61 2) 9339 5506 Web: www.nsw.gov.au
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Policies and guidelines relevant to the coronial inquest into the death of
Christopher Evans

This document provides a detailed summary of the NSW Health policies that address sections 12, 27, 27A
and 31 of the Mental Health Act 2007 which relate to mechanisms for the ongoing detention in, or
discharge of a person within (including revocation of a schedule) a mental health facility. It also describes
NSW Health’s mechanisms for measuring compliance and responses to instances of non-compliance.

1. Guidelines for Nomination of Authorised Medical Officers under Mental Health Act (NSW) 2007
(GL2013_017)

The Guidelines for Nomination of Authorised Medical Officers under Mental Health Act (the Guidelines)
details the steps required under s27 and 27A of the Act to determine whether a person can continue to be
detained in a mental health facility (i.e. the upholding or revocation of a schedule). This includes a series
of examinations by medical officers to ascertain whether the person is mentally disordered or mentally ill.
After these examinations are complete, the person must either:

e be brought before the Mental Health Review Tribunal for a mental health inquiry if found to be a

mentally ill or mentally disordered person; or
e be discharged if not found to be a mentally ill or mentally disordered person.

In addition, the Guidelines note that s12 of the Act requires an authorised medical officer to discharge a
person who no longer meets the criteria for detention under the Act. This section is an important
safeguard to ensure that persons are only detained, or continue to be detained, in a mental health facility
where the requirements for ongoing detention are met. Moreover, the Guidelines note that as s12 applies
at all stages while a person is detained, it may require a person to no longer be detained, to be admitted
as a voluntary patient or to be discharged prior to all steps under s27 and 27A being carried out.

The Guidelines also address the ‘Limited detention of mentally disordered persons’, as set out under s31
of the Act. This section states that persons assessed as mentally disordered must not be detained in a
mental health facility for a continuous period of more than three days (not including weekends and public
holidays), and must not be detained as a mentally disordered person more than three occasions in any
one calendar month. The Guidelines therefore set out the specific mechanisms in the Act that allow for the
revocation of a schedule and discharge of a mentally disordered person.

2. Transfer of Care from Mental Health Inpatient Services Policy Directive (PD2016_056)

The Transfer of Care from Mental Health Inpatient Services Policy Directive promotes safe and effective
transition of all mental health consumers between inpatient treatment settings and from the hospital to the
community, and expands on the more general NSW Health policy and reference manual for Care
Coordination from Admission to Transfer of Care in NSW public Hospitals (PD2011_015).

Central to this policy are the requirements that:

¢ the transfer of patients to the community is in accordance with the principles and requirements of the
Act, and by obtaining and complying with any order of the Mental Health Review Tribunal

* the moment a person does not meet the criteria for involuntary detention they should be made
voluntary or allowed to leave. This reflects s12 of the Act, whereby consumers must be discharged
from involuntary treatment if they are no longer a mentally disordered or mentally ill person, and the
authorised medical officer is satisfied that care of a less restrictive kind, that is consistent with safe and
effective care, is appropriate and reasonably available to the person

e the Transfer/Discharge Summary must be completed as part of the procedure for transfer of care to
the community
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» the Transfer/Discharge Summary must be faxed or emailed to the community health professionals
who will be in contact with the consumer, and a copy must be placed in the consumer’s file; and

e that all Local Health Districts (LHDs) and Specialty Health Networks (SHN) must have local policies
and procedures in place that are consistent with this directive, and must monitor and evaluate their
local transfer of care practices on a regular basis.

3. Mental Health Clinical Documentation Policy Directive (PD2010_018)

The Mental Health Clinical Documentation Policy Directive mandates standardised mental health clinical
documentation (‘modules’) to be used by all public mental health services. This includes the mandatory
Transfer/Discharge Summary module which is used to document the current episode of care and its
outcomes.

The Transfer/Discharge Summary allows provision for documentation of issues requiring ongoing
management, where care is being transferred to another mental health service unit or other service
provider, such as a general practitioner. The module is intended for use in both inpatient and ambulatory
settings and should be completed on or before the day of discharge.

Compliance with the NSW Health policies and guidelines

NSW Health employs a number of mechanisms to ensure compliance with the policies and guidelines
mentioned above. These mechanisms, as well as the responses to instances of non-compliance, are
described in this section.

1. Overall performance and compliance with policy in mental health

The primary monitoring and assessment of public sector health performance, including mental health
services, is conducted through the NSW Health Performance Framework. This Framework uses specific
mechanisms including service agreements, quarterly LHD/SHN performance reviews, and mental health
specific data systems and reporting. Application of the Framework is relevant to clinical networks, units
and health service teams within each service or organisation.

The 2017-18 service agreements with LHDs and SHNs include either ten or eleven mental health specific
key performance indicators which are monitored by the Ministry and within LHDs. These indicators are
listed in the below:

Mental Health

Acute Post-Discharge Community Care — follow up within seven days (%)

Acute readmission — within 28 days

Acute Seclusion rate (episodes per 1,000 bed days)

Average duration of seclusion — (Hours)

Involuntary patients absconded — (Types 1 and 2) from an inpatient mental health unit (number)
Mental Health Consumer Experience Measure (YES) — Completion rate (%)

Presentations staying in ED > 24 hours (Number)

> Or g =

Mental Health Reform
8. Pathways to Community Living — People transitioned to the community — (Number) (Not
applicable to all LHDs)
9. Peer Workforce — FTEs (Number)

Variation Against Purchased Volume
10. Mental Health — Admitted
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11. Mental Health — Non-admitted

NSW Health advises that any significant variation from the set target will trigger performance discussions
between the Ministry and the relevant LHD/SHN.

2. Detection of and response to non-compliance

Where non-compliance occurs in adherence to policy, particularly when associated with an adverse
outcome, LHDs and SHNs respond at both the LHD/SHN or service level and the clinician level. These
are listed below:

1. LHD/SHN or service level
Where review or investigation of an event identifies non-compliance as a contributing factor, LHDs will
decide if the non-compliance with policy is associated with any or all of:
e lack of awareness
e knowledge or skill deficits; and
e the need for more detailed or localised procedural documents required to support policy
compliance

LHDs also employ a range of strategies to promote policy compliance including:
e raising awareness through appropriate forums

e policy implementation education and relevant skills training; and

e monitoring and reviewing compliance through clinical audit.

2. Clinician level

Where a review or investigation of an event identifies non-compliance by an individual clinician as a

contributing factor, the LHD/SHN will manage the issue through various methods including:

e disciplinary action and associated performance improvement measures that involves education
and monitoring; or

e terminating the employee’s employment, reducing their remuneration and/or grade, or assigning
them to a different role as per s68 of the Government Sector Employment Act 2013 (GSE). These
actions are also stipulated in the Policy Directive Managing for Performance (PD2016_040) for
dealing with unsatisfactory performance which is consistent with the GSE.

Further, the principles that must be addressed when managing a complaint or concern about a
clinician are also stipulated in the Policy Directive Complaint or Concern about a Clinician - Principles
for Action (PD2006_007).

This directive establishes the principles that must be addressed when managing a complaint or
concern about a clinician, including but not limited to:

e reporting of the complaint or concern

ensuring health and safety of patients as the first priority

the responsibility of management to act on complaints or concerns about clinicians

the decision to immediately suspend , to alter clinical privileges, or provide alternative non-clinical
duties for the clinician in question

appropriate investigation

external agency involvement where necessary

referral to the relevant body for consideration; and

keeping of records.

Root Cause Analysis
As an additional safety and quality improvement process, NSW Health has a system for Root Cause
Analysis (RCA) review. Under the Policy Directive NSW Health Incident Management Policy
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(PD2014_004), and reflecting the Health Administration Act 1982, LHDs/SHNs notify the Ministry and
undertake RCAs for events categorised as Severity Assessment Code 1 (SAC1). Issues are themed and
escalated through the local health Mental Health Root Cause Analysis Review Committee.

All clinical SAC1 incidents must have the final RCA report completed and submitted to the Ministry of
Health within 70 calendar days from the notification of the incident in the incident management system.

A suitable timeframe for the implementation of recommendations must be documented in action plans and
information should include who will be accountable for the actions. The LHD/SHN Chief Executive is
responsible for deciding whether recommendations are accepted and approved and for ensuring
implementation of the approved recommendations. The Chief Executive must be able to justify in writing at
the time of submitting the RCA Report why a particular recommendation is not supported or actioned and
what alternative actions might occur. Ongoing monitoring is required to ensure recommendations are
addressed in a timely manner and to evaluate the success of any action taken to achieve improvement.

Attachments

TAB3 GL2013_017 — Guidelines for Nomination of Authorised Medical Officers under Mental Health
Act (NSW) 2007

TAB 4 PD2016_056 — Transfer of Care from Mental Health Inpatient Services Policy Directive

TABS PD2010_018 — Mental Health Clinical Documentation Policy Directive

TAB6  GL2014_002 — Mental Health Clinical Documentation Guidelines (reference for
Transfer/Discharge Summary)

TAB7 PD2006_007 — Complaint or Concern about a Clinician - Principles for Action Policy Directive
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