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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES 2015
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report 

	AJ 
	JX
	THOMAS M

	ALLIBON G
	KING B
	TRAN and KARAYIANNIS

	‘AB’
	LENTHALL T
	UTS FIRE

	‘AC’
	LEWIS M
	VELLA D

	BABY ‘RD’  
	MARTIN J
	WARRUMBUNGLES FIRE INQUIRY (Wambelong Camp Ground)

	BUCKLEY P
	QUAD BIKE DEATHS (VARIOUS DECEASED)
	WILSON T

	CIAPPARA J
	QUAKERS HILL NURSING HOME FIRE
	YEOMANS S

	DOMACHUK P
	ROBSON-PEARCE W
	YOUNG LM

	FOALE K
	ROCK FISHING DEATHS
	ZHANG C

	GA
	ROSSINGTON AND SCHRODER
	ZZ

	GIBSON J
	SASSINE S
	

	GILKS T
	SCHLICT J
	

	GOLDSMITH M
	SHILLINGSWORTH K
	

	GOVINDEN JVD
	SJOSTRAND A
	

	GRAY P
	SOUTHWICK A
	

	GXM
	SRAWN P
	

	GXW
	STACE H
	

	HABIB A
	SUKHOV I
	

	JAMES L
	TANCEVSKI M
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘AB’


	Deputy State Coroner  Forbes 

At Glebe 

22 May 2015
	That AB died on 20 April 2013 from multiple injuries he suffered when he caused himself to fall from a height at Liverpool Hospital NSW,
	NSW Justice Health and Forensic Mental Health Network
	That NSW Justice Health and Forensic Mental Health Network implement a procedure whereby a document in the nature of a ‘discharge summary’ is prepared for patients being transferred from a NSW Corrections Centre to an Immigration Detention Centre, which summarises any current or recent medical conditions including mental health history and past attempts at self harm and any current or recent medications of the patient. 
	The Minister for Health the Hon JG Skinner MP, advised the Attorney General as follows:
“Justice Health and the Forensic Mental Health Network support this recommendation, noting that the introduction of the Justice Health Electronic health system in 2014 has enabled capacity to produce discharge summaries for all patients transferring from the Network’s care.

The Network acknowledges that a policy directive is already in place to support release planning and transfer of care. Policy 1.141 Release Planning and Transfer of Care Policy – Adult Ambulatory Setting – provides staff with guidance on ensuring continuity of care when patients are released from custody. More specifically, this policy directs staff to the release summary and transfer of care form which summarises a patient’s health condition(s) including mental health issues and includes a list of medications on release, follow-up arrangements and additional discharge information. 

Of note, the broader NSW Health initiative NealtheNet is designed as a statewide enabler of integrated care, providing clinicians with immediate access to up-to-date information  about a patient’s recent health history and improving communication and patient care in hospital, community and private healthcare settings.  Stage one of the HealtheNet roll-out is scheduled for late 2016 with the final implementation taking place in 2017.”

	
	
	
	Department of Immigration and Border Protection 
	I recommend that the Department of Immigration and Boarder Protection implement a procedure whereby, prior to the transfer of any person from a NSW Corrections Centre to an Immigration Detention Centre, the person is requested to provide a signed consent to the release of medical records, and whereby any signed consent is promptly forwarded to the relevant health service agency within the Immigration Detention Centre.
	

	
	
	
	International Health and Medical Services 
	I recommended that International Health and Medical Services revise its policies to require that consideration be given, in cases of persons transferred from a NSW Correctional Centre, to obtaining any relevant medical records, especially where any health discharge summary provided by Justice Health includes information believed to be clinically significant. 
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘AC’

Non publication order 


	Deputy State Coroner  

Dillon

At Gundagai 

July 2015
	I find that AC died in 2014 on or near

Transgrid Electricity Tower XXX near the intersection of

XXX and XXX Sts,XXX New South Wales

due to electrocution and multiple injuries he suffered when

struck by arcing of electricity from a high voltage line on the

tower which he had climbed and from which he fell after being struck. This occurred in the course of a police

operation, namely a traffic law enforcement stop.
	To the Minister and Commissioner of Police  

	1)  That the Standard Operating Procedures for

Police radio operators concerning

notification and contact with electricity companies be amended to insert a list the following power companies: Ausgrid,

Endeavour, Essential and Transgrid;

2). That the Standard Operating Procedures also

be amended to instruct radio operators

getting in touch with power companies concerning lines down or other electricity jobs that the power companies require:

· The exact location of the tower or pole;

· The identifying numbers of the tower

and power lines (to be obtained from notices on the tower or pole); and

· Whether the wires were previously strung between two poles or towers

(pole to pole) or between a pole/tower and building.

3). That the drop-down “Resources Menu” used

by police radio operators be amended to include the contact details or shortcut

telephone numbers of the following electricity companies: 

Ausgrid; Essential;

Endeavour and Transgrid.


	In December 2015 the Commissioner of Police, AP Scipione APM, advised the Attorney General as follows:
“The NSW Police Force accepts the recommendations. I can advise that Radio Operations Group’s Standard Operating Procedures were updated accordingly to reflect the recommendations and now include Ausgrid, Endeavour, Essential and Tr5ansgrid power companies.

Further, the Standard Operating Procedures were also amended to instruct radio operators when contacting the electricity companies to advise of the exact location of the tower or pole, the numbers of the tower and power lines and whether the wires were previously strung between two poles or towers (pole to pole) or between a pole/ tower and building. 
The power companies contact details were also included in the resource drop down box.”

	
	
	
	Chief

Executive Officer of Transgrid
	That to expedite verification of incoming calls from police or emergency services concerning lines down or other emergencies requiring de-energisation of power lines, Transgrid consider, if it is reasonably practicable, implementing an automatic incoming call

identification system for those services.
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘AJ’

	Deputy State Coroner  

Forbes 
At Glebe

11 August 2015
	I find that AJ died on 17 May 2013 at Prince of Wales Hospital NSW.  I am satisfied that the cause of his death was hanging. The manner of his death was intentionally self inflicted. 
	Minister for Health 
	1) That Justice Health review practices and procedures in relation to the transfer of inmates between correctional centres for the purpose of ensuring that any outstanding mental health reviews or existing appointments to see to the Justice Health Mental Health Team be rescheduled at the new Correctional Centre.

2) That the Drugs and Therapeutic Committee of the Justice Health and Forensic Mental Health Network  be provided with a copy of these findings and consider: 

a) Reviewing the current procedures as set out in 6.6.1 of the Medication Guidelines  and 

b) Training Justice Health staff in relation to the requirements of 6.6.1 and 7.7.3 of the Medication Guidelines.   
	On 20 October 2016 the Minister for Mental Health the Hon P Goward  MP, responded as follows: 

Recommendation 1
I am advised that the Network’s Policy 1.395 Transfer and Transport of Patients details the mandatory requirements and responsibilities of staff when transferring patients between Correctional Centres, Juvenile Justice facilities, Courts and Police cell complexes. 

Existing staff are aware of their responsibilities under this policy including the requirement to reallocate Patient Administration System waitlists and appointments when a patient is transferred to another centre.  Comprehensive education is provided to new staff at orientation on the process of reallocating PAS waitlists with specific reference to the transfer in and out process. Login access for new staff is contingent on completion of this training. 

In addition, the Custodial Health Directorate within the Network had reviewed the Transfer In and Out form and process and an updated form has been disseminated for use by nursing staff. 

The requirement for staff to comply with new and revised policies has been reiterated to staff. Compliance with the policy  - including managing of PAS waitlists – will continue to be monitored by Nursing Unit Managers with non-compliance dealt with in accordance with the Network’s Policy 3.020 Conduct and Discipline.

Recommendation 2
The Network’s Custodial Mental Health and Custodial Health streams are currently reviewing the Network’s Psychotropic Medication Prescribing Guidelines in consultation with the Network’s Drugs and Therapeutic Committee.   The outcome of this review will inform changes to section 6.6.1 and 7.7.3 of the Medication Guidelines.  

The review of the Network’s Psychotropic Medication Prescribing Guidelines will be completed by the end of October 2016 and staff training requirements will be determined as part of the consultation process. 
Preliminary consultation conducted as part of the review identified a need for additional sections in the Network’s Medication Guidelines that address the supervision of medications not included on the supervised medication list and set out an escalation process detailing necessary actions when a supervised medication has not been administered to a patient.

An update on amendments will be provided following completion of the review. 


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	ALLIBON Gary

	Deputy State Coroner  

Barry
At Glebe

11 September 2015
	 I find that Gary Allibon (DOB 17 February 1951) died on 7 June 2010 at Royal Prince Alfred Hospital as a result of a gun shot wound to the chest, the point of entry being to the rear left of the body between ribs 7 and 8 inflicted by person unknown, acting in concert with persons unknown. 

	NSW Commissioner of Police 
	I recommend that the investigation into the death of Gary Allibon be referred to the Unsolved Homicide Unit of NSW Police for further investigation in accordance with the protocols and policies of that Unit. 
It is noted that a reward of $100,000 has been offered for information that would assist in this investigation. 
	On 21 October 2015, Commissioner Scipione APM advised as follows:
“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

	Baby RD


	Deputy State Coroner 

Truscott

At Glebe 

On 

18 August 2014

2,3 September 2014 and

13 February 2015
	That RD (born 21 December 2008) died on 11 June 2009 at Sydney Children’s Hospital Randwick in the State of New South Wales. The cause of his death was head injury that occurred when a person or persons unknown shook him forcefully on 11 May 2008.
	Commissioner of Police 

And 

Minister for Health

And 

Minister for Community Services 
	1) That the Commissioner of Police and the Ministry of Health consider the feasibility of whether there should be an automatic requirement for police to attend premises where NSW Ambulance Service Officers are called to attend to a child in circumstances where that child requires resuscitation. 

2) That the Commissioner of Police and Ministry for Family and Community Services consider whether the screening and response priority tool utilised by the FaCS Child Protection Helpline should include questions whereby the mandatory reporter is asked whether police have been called or should be called. 

3) That the Commissioner of Police and the Department of Family and Community Services and the Ministry of Health consider whether the Child Protection Mandatory Reporters Guide should include a decision tree whereby mandatory reporters are advices to report a matter to the police where they suspect that a criminal offence against a child has been committed. 


	On 27 July 2015, the Deputy Premier and Minister for Justice and Police the Hon Troy Grant MP advised that “Police have advised that additional work will be required to determine the feasibility of successfully implementing such action, taking into account factors such as the likely number of incidents across NSW annually and whether or not police attendance would impact negatively on the work of paramedics. Initial contact has been made with the Ministry for Health to commence these discussions. 

The death of Baby RD is presently being investigated by the Child Abuse Squad and the Homicide Squad.’ 

In August 2016 the Minister for Health the Hon JG Skinner MP advised the Attorney General as follows:

“ The Ministry of Health advises that a two year trial of recommendation 1 limited to children aged less than 12 months of age is supported.  The age limitation has been determined following analysis linking Personal Health Care Record data from NSW Ambulance with the Health Child Wellbeing Unit information and admitted and emergency Department data on shaken baby syndrome.  During the proposed trial, paramedics attending a child aged less than 12 months of age, where that child requires resuscitation, will be required to call for a NSW Police Officer to attend the scene unless the child has a known congenital abnormality or it is a case of a birth or stillbirth. It is anticipated that the trial will commence in early 2017. This is to ensure that there is suitable time to identify or create appropriate data sources to successfully evaluate the trial. 

Recommendation 3 has been referred to the Department of Family and Community Services as the agency leading the annual review of the Mandatory Reporter Guide.  The review is currently underway and is anticipated to be finalised in the coming months, NSW Police and the Ministry of Health have been key stakeholders in the review process. 
As part of this review, consideration is being given to additional advice relating to reporting suspected criminal matters to the police.  However the inclusion of a decision tree is not under consideration as NSW Police have raised concerns regarding potential unintended consequences of individuals going to a decision tree to assess whether a matter is a criminal offence, rather than making a report to the Police.  The Department of Family and Community Services is continuing to work with NSW Police to find a suitable resolution to this matter. The Ministry of Health will provide an update to the Coroner once this aspect is finalised.”

	
	
	
	Attorney General 
	That the attention of the Attorney General be drawn to the findings in this matter for consideration as to whether an offence and relevant criminal procedure provisions should be enacted further to the discussion in the NSW Parliamentary Research Service e-brief 12/2014 “Criminal Liability of carers in cases of non- accidental death or serious injury of children’. 
	Findings referred to Justice Policy Branch, NSW Department of Justice, for consideration and advice to the Attorney General. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	BUCKLEY 

Phillip 


	Deputy State Coroner  Forbes

At Glebe 

30 July 2015
	That Phillip Buckley died on 16 September 2012 at 11 Florian Grove Oakhurst NSW.

I am satisfied that the cause of his death was combined drug toxicity.  The manner of his death was misadventure.  
	The Health Care Complaints Commission 
	I recommend that Dr Chamberlain’s professional standards be reviewed. 


	Awaited. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	CIAPPARA

James 


	Deputy State Coroner  MacMahon

At Glebe 

16 January 2015
	That James Ciappara (born 3 December 1998) died on 9 October 2013 at Liverpool Hospital Liverpool in the State of New South Wales, The cause of his death was massive blood loss and pulmonary haemorrhage due to severe trauma following a motor vehicle collision on 8 October 2013. The motor vehicle collision occurred whilst James was attempting to avoid police but not in the course of a police pursuit. 
	The Minister of the Commonwealth of Australia responsible for the administration of Part 3-3 of Schedule 2 to the Competition and Consumer Act 2010. 
	That having regard to the inherent dangers associated with the use of motorised bicycles consideration be given to the banning, under Australian Consumer Protection Law, of such equipment and products designed to enable the conversion of pedal powered bicycles into motorised bicycles.   


	 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Peter Domachuk


	Deputy State Coroner  Forbes 

2 December

2015

At Glebe
	I find that Peter Domachuk died between 30 and 31 December 2012.

The cause of death was presumed fatal cardiac arrhythmia in the presence of sub clinical Addison’s disease and the manner of his death was natural causes. 
	Minister for Health   
	1) That the NSW Ministry of Health consider publishing a Patient Safety Watch to Local Health Districts with the aim of increasing awareness of the potentially catastrophic outcome of undiagnosed adrenal insufficiency/Addison’s disease.

2)  The NSW Ministry of Health Chemical Pathology, Chemical Stream, continue with the proposed implementation of a state-wide critical results notification policy and the development of a state-wide guideline for notifiable thresholds for all critical results, including cortisol. 

3) The NSW Ministry of Health provide a procedure whereby abnormal cortisol test results are sent to the Department of Forensic Medicine and to the State Coroner as a matter of course in circumstances where the relevant hospital has become aware of the patient’s death. 


	The Minister for Health, the Hon JG Skinner MP, advised the Attorney General as follows: 

Recommendation 1

The Clinical Excellence Commission prepared and distributed on 24 November 2015 a Patient Safety Watch to local health district chief executives and directors of clinical governance, with the aim of increasing awareness of the potentially catastrophic outcome of undiagnosed adrenal insufficiency / Addison's disease. 
Recommendation 2

NSW Health Pathology’s Chemical Pathology Clinical Stream has developed a critical results notification list for all NSW Health Pathology laboratories. The list now includes cortisol results of less than 80nmol/L on its critical results notification list for all NSW Health Pathology laboratories. Further use and uptake of the list continues to be explored. 

The Stream is advanced in developing a common policy specifying which test results must be on the critical result notification lists at all NSW Health Pathology laboratories that perform those tests. This policy will be taken to the other clinical streams and expanded to include critical results from other disciplines. 

It will adopt common alert thresholds where current localised laboratory testing methods permit and with reference to recent work by the Australasian Association of Clinical Biochemists and Royal College of Pathologists of Australasia. This work is being finalised for publication as a ‘Consensus Statement for the Management and Communication of High Risk Laboratory Results’. 

The Point of Care Testing (POCT) Stream is also exploring ways of harmonising the critical range for blood gas results from POCT devices with laboratory instruments.
Recommendation 3

 NSW Health advises that as recommendation two is supported and implemented, recommendation three is also satisfied. This is because, in accordance with current NSW Health policy, the patient record (including pathology test results) is routinely provided to the Coroner at the earliest possible stage.

	FUTURE – Next responsee
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	FOALE Kerryn 


	Deputy State Coroner  Dillon

At Glebe 

26 September  2015
	I find that Kerryn Foale died on 5 June 2011 at 56 Railway Avenue, Colo Vale, New South Wales due to ventricular fibrillation resulting from hypertrophic cardiomyopathy when her implantable cardioverter defibrillator failed to terminate the arrhythmia and convert it to normal heart rhythm due to a short circuit in the lead caused by abrasion damage. 

	Commonwealth Minister for Health, the Chief Executive Officer of the Therapeutic Goods Administration and the President of the Cardiac Society of Australia and New Zealand 

	I recommend that consideration be given to establishing a national registry of implanted cardiac devices that would capture full details of the cardiac device (eg. brand / model) and also details of the patient in whom such device was implanted. 


	Awaited

	
	
	
	Commonwealth Minister for Health and the Chief Executive Officer of the Therapeutic Goods Administration 


	I recommend that consideration be given, in consultation with the Cardiac Society of Australia and New Zealand, and manufacturers of implantable cardiac devices, to requiring mandatory reporting of failures of, or significant incidents concerning, implanted cardiac devices by clinicians and allied health professionals including device manufacturers or their Australian agents. 


	Awaited

	
	
	
	President of the Cardiac Society of Australia and New Zealand


	I recommend that the Society consider developing guidelines concerning the regular testing of implanted cardiac devices that do not have in-built, regular, painless, circuitry-testing capacity. 

	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GA 


	Deputy State Coroner  Truscott

At Glebe 

3 August 2015
	 GA died between 13-14 December 2014 at Cooks Street Canterbury of multi drug toxicity as a result of ingesting excess medication with the intent to end her life. 
	The NSW Minister for Health, Sydney Local Health District and Southwester Sydney Local Health District 
	That consideration is given to the implementation of policy as follows:

Recommendation 1

· Where a patient has attempted suicide and is being discharged from a general ward into the community following psychiatric review, a discharge document in relation to the psychiatric review be completed and approved by a consultant psychiatrist and the risk of further self harm or suicide be clearly identified on the discharge summary as well as the reasons for that assessed risk. 

Recommendation 2
· Handover from Community Mental Health Team to a private medical practitioner is to involve:

1. A verbal handover;

2. Transfer of written documents and a discharge summary including the hospital discharge summary;

3. Recording of the next appointment;

4. Follow up call to ensure the documents have been received;

5. The file of the patient is not to be closed until there is confirmation that the patient attended the private practitioner, completing handover. 

Recommendation 3

· Where a patient, who has attempted suicide, has been assessed to be discharged into the care of a family member and followed up by the Community Mental Health Team, in consultation with the patient, the family member or carer should be informed of the follow up/ discharge plan and give their consent for the patient to stay with them on that basis.  If the patient does not consent to the clinician speaking with the family or carer, the clinician should review and reassess the patient’s risk of harm. If a patient, upon being informed of the information to be provided to the family member or carer objects to that information being provided, and the clinician still intends to discharge the patient, the clinician should consider NSW Privacy Policy 11.2.1.3 and/or consult with the Privacy Contact Officer on how to proceed in relation to the patient receiving treatment.  


	On 4 December 2017, the Hon Tanya Davies MP

Minister for Mental Health, advised the Attorney General as follows: 
NSW Health advises that the admitting doctor is responsible for the completion and content of written discharge information provided to community based health professionals responsible for caring for the person on discharge from hospital. This includes details of specific treatment or follow-up advice arising from a mental health consultation. NSW Health also advises that whilst the discharge summary is not overall "approved" by the consultant psychiatrist, they do authorise their component of the discharge document.
By local agreements, and in consideration of the circumstances of the case, a mental health consultation

liaison clinician provides relevant mental health information for input to the discharge document prepared by the admitting doctor. This practice ensures that there is a single communication from the hospital rather than multiple sources of discharge documentation that could lead to confusion or be lost. The obligation and practices of LHDs and clinicians, as well as the findings from this Coronial inquest and recommendations, will be communicated to all Local Health Districts (LHD) via a newsletter with a view to

ensuring their compliance. As this matter arose in the Sydney Local Health District (SLHD) and the South Western Sydney Local Health District (SWSLHD), their response to this recommendation is outlined below:

The South Western Sydney Local Health District (SWSLHD)

The SWSLHD implemented the Community Health and Outpatient Care (CHOC) upgrade to the electronic

medical record (eMR) in April 2016. CHOC is being used to complete clinical documentation of consultation-liaison psychiatry assessments and ongoing care while the consumer is admitted to a general hospital. The South Western Sydney Mental Health Services (SWSMHS) uses the CHOC to oversee all clinical notes including assessments of mental state and risk written by the Mental Health Consultation- Liaison (CL) team.

It is SWSLHD practice that a patient in a general ward, who has attempted suicide or self-harm, be discharged by the treating medical team. Discharge summaries are written by the medical or surgical team for whom the person is admitted. Treating medical teams are able to request the CL team to conduct assessments for patients in a general ward. 
Following this request, CL team conducts an assessment and makes appropriate and relevant referrals to the Community Mental Health Emergency Team (CoMHET)

for follow up in the community. This information is recorded in the discharge summary. In almost all circumstances, people admitted for suicide/self-harm are referred to the CoMHET for follow up.
Further, on 29 May 2017, SWSMHS conducted a spot audit on the referrals from the CL team to the CoMHET of patients that were seen due to suicide and self-harm reason. All referrals included a risk section where risks were identified. It should also be noted that the SWSMHS also conducts monthly audits of discharge summary compliance from mental health inpatient units.
The Sydney Local Health District (SLHD) Patients admitted to SLHD general hospital wards are under the care of their assigned ED/Intensive/Medical or Surgical team. These treating teams may consult a number of other professional

teams including Consultation Liaison Psychiatry during the patient's treatment, and each consulting team will provide advice to the treating team documented within the paper or electronic medical record.
The documentation of consultations is part of routine clinical practice, as is the documentation of plans and actions in the discharge summary. This is the means that teams communicate opinions and recommendations back to the team where the patient is admitted. A consultant will document their professional opinion on a consultation sheet as part of the paper medical record or in the body of the

medical record. Consultation Liaison Psychiatry Teams also record their recommended follow-up plan, liaise with

professionals involved in the follow-up and send relevant documentation, and document within the progress notes that this plan has the endorsement of the Consultant Psychiatrist on call for Consultation Liaison. These plans and actions are then documented in the discharge summary by the treating team.
The SLHD completes an electronic discharge summary that is automatically sent electronically to general

practitioners registered once the discharge summary is signed off; given to the patient on discharge; or posted to the general practitioner.
Documentation of diagnoses and plans regarding patients and their management are as set out in a

number of policy documents.

• PD2012_069 Health Care Records, — Documentation and Management

• SLHD_PD2013_065, Health Care Records — Documentation and Management

• SLHD_PD2013_055, eMR — Documentation

• MH_SLHD_PD2017_001, Documentation in Health Care Records.

Discharge arrangements including documentation in discharge summaries are guided by the following policy documents:
• PD2011 015 — Care Coordination: Planning from Admission to Transfer of Care in NSW Public

Hospitals

• SLHD_P02013_056 — eMR — Recording of Electronic Discharge Summary

• CRG_PCP2016_817 — Discharge Policy.

A discharge summary compliance audit is regularly undertaken by the Casemix Unit and an escalation

process is in place to follow up outstanding summaries.

2. Handover from the Community Mental Health Team to a private medical practitioner is to involve:

a) A verbal handover;

b) Transfer of written documents and a discharge summary including the hospital discharge

summary;

c) Recording of the next appointment;

d) Follow up call to ensure the documents have been received and;

e) The file of the patient is not to be closed until there is confirmation that the patient attended

the private practitioner, completing handover.

NSW Health supports recommendations (a) to (d) and advises that this is current practice and that the

Discharge and Transfer of Care policy directive will be updated to ensure that these requirements are

embedded across the system. In relation to recommendation (e), NSW Health advises that it is not always possible for a Community Mental Health Team to receive confirmation that a patient attended a private practitioner as it is at the discretion of the private practitioner to provide an acknowledgement of receipt.

As mentioned previously, the NSW Ministry of Health is currently updating the policy directive  PD2016 056 Transfer of Care from Mental Health Inpatient Services which will include new protocols for transfer of care. Due to be released in April 2018, this updated policy will address discharges for all patients within NSW mental health services rather than only inpatients as per the existing policy. It will  also include an implementation plan for Local Health Districts (LHD) and specialty health networks (SHN)

to be monitored by the Ministry. Key principles from this draft policy will include:

• Referral to health professionals and service providers requires verbal, written and engaged communication and collaboration

• Communication with all health professionals and service providers needs to be timely and relevant to their agreed care functions

• Effective communication of consumer information between service providers, subject to privacy and confidentiality requirements, is a prerequisite for coordination and continuity of care.

• Standardised transfer of care protocols for each service type and compliance monitoring, support continuous system-wide improvement.

It is envisaged that this updated policy will enhance the focus on handover procedures in all facets including those with private practitioners.

In the interim to the release of this policy, the Chief Psychiatrist sent a letter to Mental Health Directors at

the LHDs and SHNs about the coronial recommendations to ensure that they are aware of any developments to date.

The South Western Sydney Local Health District (SWSLHD) issued a practice direction on 27 August 2015 to all clinical staff to reinforce these supported recommendations. The SWSLHD is also updating the MH SWSLHD PCP2015_050, Mental Health Services Procedure: Discharge and Transfer of Care to reflect these policies. This is due to be completed before the end of 2017.

The Sydney Local Health District (SLHD) Community Mental Health Service (MHS) has instructed staff that all external clinicians who are involved in the follow-up plan be contacted to ensure that contact details are correct, that they are able to provide the anticipated follow-up, and that the patient not be discharged from the MHS until these steps have been considered. This content has been included in the MHS policy: MH_SLHD_PD2013_003 'Discharge and Transfer of Care'.

The SLHD advises that not all private clinicians have reception staff who can be contacted to confirm

receipt of documents as they may operate solely or without administrative supports. Despite this, the SLHD also advises that the discharging clinician will already have, where possible, provided a verbal handover and in all cases confirmed contact details.
3. Where a patient, who has attempted suicide, has been assessed to be discharged into the care of a family member and followed up by the Community Mental Health Team, in consultation with the patient, the family member or carer should be informed of the follow-up plan/discharge plan

and give their consent for the patient to stay with them on that basis. If the patient does not consent to the clinician speaking with the family or carer, the clinician should review and reassess the patient's risk of harm. 
If a patient, upon being informed of the information to be provided to the family member or carer, objects to that information being provided and the clinician still intends to discharge the patient, the clinician should consider NSW Health Privacy Policy 11.2.1.3 and or consult with the Privacy Contact Officer on how to proceed in relation to

the patient receiving treatment. 

NSW Health supports this recommendation and advises that it aligns with existing guidelines within the Mental Health Act 2007 and the NSW Health Privacy Manual for Health Information (the manual). Under section 4.1.79.2 of the Act:

"In planning the discharge of any such patient or person, and any subsequent treatment or other action considered in relation to the patient or person, the authorised medical officer must take all reasonably practicable steps to consult with agencies involved in providing relevant services to the

patient or person, any designated carer and the principal care provider (if the principal care provider is not a designated carer) of the patient or person and any dependent children or other dependants of the patient or person."

The manual provides operational guidance to the legislative obligations imposed by the Health Records and Information Privacy Act 2002 in activities that involve personal health information and its disclosure.

Under section 11.2.3.1 (general guidelines) the manual states that: "In circumstances where a health practitioner considers that a patient represents a risk to themselves or others, they should carefully assess the level of risk before acting. It is advisable to discuss the situation with colleagues or a senior health practitioner before acting." To further support health workers, NSW Health has created local Privacy Contact Officer positions to offer advice about the legislation and responsibilities. Through their orientation process, mandatory training, the provisions of policy directive P02015_036 — Privacy Management Plan, and by virtue of these positions, staff in LHDs know to, and regularly seek advice from these officers who maintain an expert

understanding of the Health Records and Information Privacy Act.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘GXW’

	Deputy State Coroner  

Freund 

At Glebe 

On 11 November

2015 


	That Inmate GXW   died on 15 May 2011 in Cell 247 in the Ebenezer Unit of the John Morony Correctional Centre by hanging whilst suffering an acute mental illness most likely a first delusionary psychosis after taking steps to take his own life. 

	The Chief Executive Officer Justice Health and Forensic Mental Health Network 
	That:
1. Where there is a handover of patient care, a note that handover should be recorded in the patient’s case file;

2. In the event that there is no opportunity for direct handover from clinician to clinician (a gap of a day or more), the patient should be recorded on the incoming clinician’s Patient Administration System (PAS) waiting list as an appointment as part of the handover.

3.The current Policy 1.360 Continuum of Care, Segregated Custody be amended to make it clear and unambiguous that is also applies to directions for protective custody; and 

4. There be education of nurses in their obligations under the Justice Health Segregated custody policy (applying the current Crimes (Administration of Sentencing) Regulation 2014 clause 289 as to the scope of the duty required including making a record of the observations when seeing protective custody inmates. 
5. That consideration be given to the use of telehealth as an emergency measure for psychiatric review in situations where a psychiatric review is urgently required and a patient cannot be seen face to face or where staff envisage a prolonged period on the LHSU waitlist before the patient is transferred and admitted.

	On 11 October 2016, the Minister for Mental Health the Hon Pru Goward MP, advised as follows: 
This recommendation is supported in full.     Recommendations 1 and 2 are both related to clinical handover. The Network advises that it continues to review current handover processes and tools with a view to enhancing handover and the continuity of patient care.  In accordance with standard practice all patients reviewed in custody have a note added to their health records by the clinician. 

In 2014 the Network implemented an electronic health records that had enhanced continuity of care and the handover of information regardless of patients’ locations.
On 5 May 2015 the Network issued Internal Policy 1.075 Clinical Handover to ensure appropriate procedures were in place for clinical handover throughout the correctional environment, regardless of location. 

As at August 2016, a copy of  Clinical Handover has been sent to all Network run health centres and staff have acknowledged, via a central register, that they have read and understood the policy.  To ensure compliance and implementation of the policy, a Custodial Health Clinical Audit was recently competed by the Network’s Clinical and Corporate Governance Unit. The results of this audit indicated a robust system is now in place and that the clinical handover process was successfully implemented.  

In July 2016 the Clinical Handover policy was further reviewed in line with the recommendations made by Deputy State Coroner  Freund. Results from this review will be analysed and the information used to update the existing policy. It is anticipated that the policy will be updated and approved by early 2017.   
This recommendation is supported in part. 

The Network’s Patient Administration System, while used as part of broader clinical handover processes, has been developed for structured appointments with patients prioritised by clinical need. 

The review of the Clinical Handover policy (see Recommendation 1) will provide further opportunity to ensure the transfer of information accountability and responsibility for patients is in place. 

Currently patients who arrive at a Correctional Centre at a time when Network staff are not present (after hours)  must be reviewed as soon as possible (and within 24 hours) after arrival.   In sites where there is not a seven day per week nursing presence, a review must be conducted on the next working day.  An appointment is scheduled in the PAS to ensure that this occurs.  Any outstanding referral wait list entries and/ or appointments from the transferring health centre must be checked on the PAS by staff at the receiving centre and are rescheduled to the patient’s current location.   
Recommendation 3

This recommendation is supported in full. 

The two different types of protective custody currently in operation within the NSW correctional environment are mandated and elected protective custody.   Mandated protective custody is when a patient is placed in protective custody and may indicate that a patient is at higher risk and requiring observation. The other is elected protective custody, where the patient has entered this level of protective custody voluntarily and may be at lower risk. 

The Network’s Policy 1.360 Continuum of Care, Segregated Custody was reviewed and updated in July 2016 to include clarification of the required level of review for the different types of protective custody and segregated custody to address any ambiguity. Changes to the policy were made in conjunction with CSNSW through planned interagency meetings.   The policy was ratified in August 2016 and has been sent to Nursing Unit Managers for wider dissemination, training and implementation with nursing staff across the network. 

Recommendation 4
This recommendation is supported in full. 

Following the ratification of the Network’s Policy 1.360 Continuum of Care, Segregated Custody in August 2016, the Network will ensure that all nurses are aware of the scope of their duty in relation to the updated policy through ongoing training and communication strategies. 

Recommendation 5
This recommendation is supported in full.

Telehealth is currently used across the Network to support the provision of health care to all patients, especially in emergency situations.  While there has been an increase in availability of telehealth services since the death of the Inmate GSW in 2011, it is not available at all correctional centre health centres across NSW.  Telehealth is also used to support the provision of health care in rural and remote settings. 

Telehealth services are available at 23  of 32 (72%) correctional centres in NSW.  Five of the nine sites where telehealth is not available have face to face psychiatric review available on an urgent basis.  The remaining sites have on call medical and psychiatry services.   If required, a patient can be transferred to a local hospital for treatment.  The Network is exploring further telehealth opportunities during 2016/2017 with the support of the Agency for Clinical Innovation. 


	
	
	
	The Commissioner of Corrective Services NSW, Department of Justice  
	That, based on the fact that the regulations require Justice Health to monitor inmates subject to protective custody and segregated custody directions, a revision be made of the current Corrective Services NSW Section 14, Segregated and Protective Custody Policy (Exhibit 1, Vol 6 Tab 73 attachment 7) at clauses 14.7.4. and 14.7.7 to ensure that the requirement to notify Justice Health of a direction is included.  
	CSNSW reviewed the Operations Procedure Manual (OPM) Section 14 Segregated and Protective Custody Policy and these changes are now included in the Custodial Operations Policy and Procedure Manual (COPP) which was published in 2017 and replaces the OPM.   The updated sections are Section 3.2 Protective Custody, Section 3.4 Segregation and Section 14.1 Inmate Discipline.
JHFMHN policy has been updated for protective custody. 

Final update -Custodial Corrections advised at the Management of Death in Custody Committee that there is currently no funding available to revise OIMS to introduce the recommended alert. However, alternate arrangements are in place to ensure Justice Health is notified of the inmates in protection (non-association) and segregation. JH is informed when an inmate has been placed in protective custody or segregation. The Functional Manager (FM) or authorised officer must  visit the inmate daily to check on their wellbeing and establish, on an on­going basis. 

Where daily contact with the inmate identifies any deterioration (either physical or mental) in the inmate's state of health, the FM/authorised  officer must immediately convene a Case Management Unit  (CMU)/Segregation Review Committee (SRC) meeting. The CMU/SRC will assess information regarding an inmate placed in protection or segregation and will provide an immediate report to the Governor  (delegate). Reviews by the CMU/SRC occur on a weekly basis which  incorporates an assessment of the risk to the inmate and the risk they may pose to staff and other inmates if returned to normal discipline. 

This recommendation is deemed complete. 

The following actions have taken place to address the issue:

Consultation with the Department of Justice, Digital and Technology Services (DTS) has occurred to establish whether information is currently available from an existing Offender Integrated Management System (OIMS) Report; and whether alerts can be generated to trigger alarms. Additional consideration has been given to policies and sharing of information with regards to communicating parole refusal to inmates. Consultation with Community Corrections has been proposed. Historically, CSNSW reviewed the business process and functionality of OIMS, which resulted in an upgrade: 

. Assistant Commissioner - Custodial Corrections Memorandum No: 2014/06 - Deployment of the new OIMS Offenders Alerts, Non Associations & Movement Holds modules from 9 February 2014" was issued on 4 February 2014 . Operational notices were issued advising Custodial Corrections Division staff that new OIMS training courses were available via an e-learning Resources Portal. 

. DTS (OIMS Team) has advised that the extra data to be transferred in response to the recommendation will be added to an existing two way transfer of data between OIMS and PAS. The Information Sharing Arrangement with Justice Health and Forensic Mental Health Network (JH) will deal with its direct access to OIMS and the secure data transfers between OIMS and PAS. Forensic Mental Health Network (JH) will deal with its direct access to OIMS and the secure data transfers between OIMS and PAS.

	
	
	
	The Commissioner of Corrective Services NSW and the Chief Executive of Justice Health and Forensic Medicine
	That the consideration be given to whether a revision should be made to the OIMS System to include notification to Justice Health in the form of an alert (via the Justice Health PAS system) of a protective custody or segregated custody or confinement direction, when it is made. 
	This recommendation is supported in full - Completed
CSNSW is the owner and initiator of Offender Integrated Management Systems (OIMS) information.   The Network will liaise with CSNSW through regular interagency meetings in order to progress this recommendation further. 

Consultation with the Department  of Justice Digital Technology Services (DTS) has occurred to establish whether information is currently available from an existing Offender Integrated Management System Report (OIMS) and whether alerts can be generated to trigger alarms. 

Additional consideration has been given to policies and sharing of information with regards to communicating parole refusal to inmates. Consultation with Community Corrections has been proposed. 

Digital Technology Services (OIMS Team) has advised that the extra data to be transferred in response to the recommendations will be added to an existing two way transfer of data between OIMS and PAS. 

The Information Sharing Arrangement with Justice Health and Forensic Mental Health Network will deal with its direct access to OIMS and the secure data transfers between OIMS and PAS. 

Offender Strategy will be instructed on the Regulations Amendment for Justice Health when the DTS documentation for JH has been completed. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GIBSON John 


	Deputy State Coroner  

Truscott 

At Glebe 

On 25 February 2015 


	John Gibson died on 3 July 2011 at Lismore Base Hospital, of right cerebral infarction caused by

the infusion of medication between 27 and 28 June 2011 via a central venous line inadvertently

inserted into the carotid artery at Grafton Base Hospital on 27 June 2011.
	The Northern NSW Local Health District 
	That the Northern NSW Local Health District introduce a policy mandating that practitioners confirm venous placement of Central Lines consistent with the Medical Quality Committee advice to Grafton Base Hospital on 1 December 2011 and the NSW Health Policy Directive PD2011_ 060. 
	On 21 November 2016 the Minister for Health, the Hon JG Skinner MP, advised the Attorney General as follows: 
‘In response to the recommendations, Northern NSW Local Health District has advised that the NSW Health Policy PD2011_060 has been implemented in that District. In addition, the District has endorsed and implemented best practice  guidelines for Intensive Care that are consistent with those developed by the Agency for Clinical innovation in 2014.’

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GILKS

Tyrone


	State Coroner  

Barnes 

At Glebe 

On 10 July 2015 


	Tyrone Marley Gilks died on 21 March 2013 at John Hunter Hospital. Tyrone was fatally injured while attempting a long distance jump on a motorcycle. The bike had insufficient speed to bridge the gap

between the take off ramp and the safe landing area of the landing ramp causing it to collide with the leading edge of the landing ramp resulting the rider slamming into the top of the motor bike and suffering the fatal injuries.

Cause of death

The cause of Mr Gilks’ death was chest injuries caused by blunt force trauma suffered in a high speed motorcycle crash.
	Hunter River

Agricultural and Horticultural Association
	The Hunter River Agricultural and Horticultural Association management committee appropriately

made the obtaining of public liability insurance coverage a condition of their consent for the record jump attempt to proceed on their land. However, their processes did not involve any cross checking to ensure that this had been secured. Accordingly, I recommend the association review those processes to address this shortcoming.
	Awaited

	
	
	
	Minister for Sport 
	Having regard to the potential for danger to the public when long distance motor cycle jumps are

attempted on public land or land readily accessible by the public, it is appropriate that those undertaking

the activity be required to conform to safety standards applied to similar motor vehicle sports such as

motocross racing. 
Accordingly, I recommend that when the Motor Vehicle Sports (Public Safety) Act 1985 is reviewed, consideration be given to making such events subject to the licence requirements of the Act.

	By letter dated 25 August 2015 to the Attorney General, the Minister for Sport, the Hon Stuart Ayres MP advised:

“Sport and Recreation will consider the Coroner’s recommendation as it undertakes the scheduled review of the Motor Vehicle Sports (Public Safety) Act 1985.  
I antipcate that the review will be completed by March 2016 and I will write to you again once the review is complete.”

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GOVINDEN 

Jean Vincent Didier 


	Deputy State Coroner  

MacMahon 

At Glebe 

On 25 February 2015 


	Jean Francis Didier Govinden (born 4 September 1979) died on 14 March 2012 at 63 Winbourne Street, West Ryde in the State of New South Wales. The cause of his death was a gunshot wound to the head. His death was self-inflicted.
	The Minister of the Commonwealth of Australia responsible for the administration of the Telecommunications Act 1997 (Commonwealth) or other relevant legislation
	That the Government give consideration to requiring that, before a person is able to purchase a SIM card for use in a mobile telephone or other similar device, that person establish their identity by the provision to an appropriate authority of evidence in a similar manner to that required when opening an account with a bank or other financial institution.
	

	
	
	
	
	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GOLDSMITH Mark


	Deputy State Coroner  

MacMahon 

At Glebe 

On 13 February 2015 


	Mark Goldsmith (born 4 August 1958) died on or about 5 January 2010 in or about the Sydney Metropolitan region of New South Wales. As to the cause and manner of his death the evidence available does not enable me to make a finding.   
	The Commissioner of Police 
	That the circumstances of the death of Mark Goldsmith referred to in the Unsolved Homicide Division of the New South Wales Police Force for further investigation in accordance with the procedures of that Division. 
	On 14 October 2015, the Commissioner of Police, Andrew Scipione APM, advised the Attorney General as follows:
‘This 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

	GRAY Phillip


	Deputy State Coroner  

Dillon 
At Glebe 

On 8-10 April 2015 


	Philip Gray died while instructing two students in a technical underwater diving course in the

Tasman Sea approximately seven nautical miles east of Barrenjoey Head, Palm Beach, New

South Wales, due to a combination of drowning together with decompression illness following a convulsion secondary to oxygen toxicity at a depth of approximately 55 metres below sea level.
	To Ambient Pressure Diving plc (UK)
	I recommend that Ambient Pressure Diving consider:

a) Amending the user manual to warn divers that if a cell warning is reading a

consistently high PP02 level, this may be an indication of impending oxygen toxicity and that a full diluent flush is needed to check;

b) Redesigning the cell warning alarm so that a sustained high PP02 reading triggers an alarm that cannot be suppressed.
	As these agencies are not NSW Government Agencies, they are not bound to report their responses to the Attorney General under Premier’s Memorandum 2009-12.

	
	
	
	The International Association of Rebreather Trainers
	I recommend that the Association circulate a warning to users of CCR units that a sustained high PP02 reading should be checked by divers and not be assumed to be an aberrant or unserviceable cell. 
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	HABIB 
Andrew


	Deputy 

State Coroner Dillon

At Glebe 

On 6 March 2015
	I find that Andrew Habib died on 20 February 2013 at Westmead Hospital New South Wales due to hypertrophic cardiomyopathy shortly after participating in a martial arts training session at a gymnasium. 
	Minister for Fair Trading
	If it has not already been done, that the Minister consider liaising with Fitness Australia to develop, implement and reinforce a code of conduct for the fitness industry in NSW that would include the following recommendation:

In recommend that Fitness Australia consider including in the National Fitness Industry Code of Practice it is currently developing or, if more appropriate, its guidelines for pre exercise risk assessment and management, a guideline to the following effect:
If a prospective client is assessed under its pre –exercise screening tool as being at significant risk, the client should be referred to his or her medical practitioner(s) for clearance to undertake the proposed fitness program. The client should not be accepted into the fitness program unless written clearance is received from the client’s doctor to do so. 
	Awaited

	FUTURE – Next response
	


\

TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	JAMES, Leif 

	Deputy State Coroner  

Forbes 
At Glebe

28 August 2015
	That Leif James died on 30 October 2013 at Royal North Shore Hospital from a head injury he received in a motor vehicle collision that occurred during a police pursuit on 30 October 2013. 
	Minister for Justice and Police 

 
	That a copy of these findings be forwarded to the Minister for Justice and Police for consideration together with the recommendations in the matters of Hamish Raj, Jason Mark Thompson and Trent Lenthall. 
	Please see response to the findings in relation to Mr Hamish Raj (2014 Recommendations Table)

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	JX
2014/00022127 


	State Coroner Barnes 

At Glebe 

On 19 December 2014

	The person who died was JX. JX died on 21 January 2014, in Maroubra New South Wales. He died from multiple injuries sustained in a fall from height. JX intentionally caused his own death by jumping from a coastal cliff-top near Maroubra while suffering a psychotic episode.
	Chief Executive of the Northern Sydney Local Health District
	1. I am satisfied the existing policies for telephone triaging of mental health calls for service to the Ryde Mental Health Acute Team are sound and appropriate – the deficiency apparent in this case relates to their implementation. That the intake officer who dealt with JX‟s case did not appreciate even by the time of the inquest that she had failed to comply with significant aspects of relevant guidelines suggests that she is probably not the only intake officer who had an inadequate understanding of what is required in cases such as this. 

Accordingly, I recommend the Chief Executive of the Northern Sydney Local Health District cause to be undertaken a training needs analysis of the intake staff members of the Ryde Mental Health Acute Team and address any identified gaps in knowledge of the relevant policies and procedures.
	Awaited. 

	
	
	
	
	2. As the mental health patient in this case was not seen within the target time-limit of his triage category, was not reassessed as that time limit approached and was exceeded and as staff in the RNSH ED did not notice for a further significant period that he had left without being seen by a medical practitioner, there is cause for concern about the efficacy of patient monitoring in the ED. 

Accordingly, I recommend the Chief Executive of the Northern Sydney Local Health District cause to be undertaken a review of the implementation of policies in place at the RNSH ED for monitoring mental health patients awaiting psychiatric review.
	

	
	
	
	Minister for Police 
	In numerous circumstances, ready access to contact details for a person’s next of kin could enable police to more effectively preserve the person’s safety and provide to the person’s next of kin timely information they would want to know. Individuals would need to consent to information being disseminated in stipulated circumstances to nominated people and there would be technological challenges in storing and retrieving the data. However the potential benefits warrant the matter being further investigated in my view.
Accordingly, I recommend that the Minister for Police consider establishing a project team to investigate the benefits, costs and practicalities of such a facility.
	On 17 August 2015, the Hon Troy Grant MP, Minister for Justice and Police, advised the Attorney General as follows:
“The former Minister for Police and Emergency Services consulted with the NSW Police Force (NSWPF) regarding the feasibility of developing a next of kin register and suggested that the NSWPF liaise with NSW Health, which routinely collects such information, as to whether there was any scope for this information to be shared between the agencies.

In considering the former Minister’s suggestion and the Coroner’s recommendation, the NSWPF have advised that the NSWPF COPS database already has linkages to other comprehensive Government databases, including the Roads and Maritime Services database. 

The NSWPF advise that such databases provide more extensive and up to date information than any next of kin register could provide.  In addition, a separate register would be labour intensive to maintain and, if not appropriately maintained, could seriously mislead efforts to locate people in the event that they are missing or deceased.  Similarly it is unclear whether any other agency holds a more comprehensive and up to date database than those already available to the NSW Police Force. 

As such, the NSW Police Force will continue with its existing arrangements to obtain next of kin information”.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	KING Brook

	Deputy State Coroner  Paul MacMahon 

20 April 2015

At Glebe 
	That Brook King (born 28 October 1967) died on 21 October 2011 at St Vincent’s Hospital

390 Victoria Street, Darlinghurst in the State of New South Wales. The cause of his death was a gunshot wound to the head which was inflicted on him by a person, or

persons, unknown on 20 October 2011.

	Commissioner of Police 
	That the investigation of the death of Brooke King be referred to the Unsolved

Homicide Unit of the NSW Police for further investigation in accordance with the procedures and protocols of that Unit.
	The Commissioner of Police responded on 24 April 2016:

In accordance with this recommendation, the matter has been referred to the Unsolved Homicide Team for attention and will be captured on the unit’s database and progressed at the earliest opportunity. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Trent LENTHALL 

	Deputy State Coroner  

Forbes 

3 June 2015

At Glebe 
	That Trent Lenthall died on 20 July  2013 at Victoria Road Marrickville NSW as a result of blunt trauma injuries to his head and chest that he received when the car he was driving collided with a tree shortly after a police pursuit of his vehicle. Alcohol and methadone intoxication were significant conditions that contributed to but did not cause his death.
	Police Minister

Minister for Justice 
	That the findings in this matter be forwarded to the Minister for Justice and the Minister for Police  for consideration together with the recommendations in the matters of Hamish RAJ and Jason THOMPSON.


	Please see response to the findings in relation to Mr Hamish Raj (2014 Recommendations Table)

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Matthew
LEWIS 


	Deputy State Coroner  Freund 

2 September 2015

At Wellington
	I find that Matthew 
Scott Lewis died 
on 5 October 2013 
at Westmead
Hospital from blunt
force trauma to the 
head as a result of 
a single motor 
vehicle accident. 


	Minister for Roads, Maritime and Freight 
	I recommend that the Minster consider an amendment to the Road Transport Act 2013, Schedule 3, to provide police with power to require a person to undergo a breath test, or supply a sample of blood or urine, where there is reasonable cause to believe that the person was driving a motor vehicle that has been involved in an accident on private land, and where that accident has caused serious injury or death. 


	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jessica MARTIN 


	Deputy State Coroner  Forbes 

2 December

2015

At Glebe
	I find that Jessica Martin died on 2 July 2009.

The cause of death was peri-myocarditis in the presence of sub clinical Addison’s disease and the manner of her death was natural causes. 
	Minister for Health   
	I recommend that the NSW Ministry of Health consider publishing a Patient Safety Watch to Local Health Districts with the aim of increasing awareness of the potentially catastrophic outcome of undiagnosed adrenal insufficiency / Addison’s disease. 
	The Minister for Health, the Hon JG Skinner MP, advised the Attorney General as follows: 

“ NSW Health supports this recommendation. The Clinical Excellence Commission (CEC) distributed a ‘Patient Safety Watch’ on this issue on 24 November 2015 following a recommendation made by Deputy State Coroner  Forbes in relation to the investigation into the death of Mr Peter Domachuk.  The CEC confirmed that the Patient Safety Watch was distributed to local health district chief executives and directors of clinical governance with the aim of increasing awareness of adrenal insufficiency /Addison’s disease.”

	FUTURE – Next responsee
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GXM 


	Deputy State Coroner  Dillon 

18 December 2015
At Glebe 
	I find that GXM died on duty as a police officer on 3 July 2013 while suffering from a work related major depressive disorder and post traumatic stress disorder. 

	Commissioner of Police  

and 

Minister for Police 
	1. That the Commissioner revise relevant policies and procedures including the Injury Management and Standard Operating Procedures, to require that any known act that has been identified as an act of suicide or attempted suicide by an officer of the NSW Police Force is:
Reported to the Region Commander or equivalent officer within 24 hours of the incident coming to notice;

That the officer then ensures that a P902 report form is submitted as soon as practicable and;
That the incident is then subject to a safety investigation in accordance with the procedures encapsulated in the P901/902 processes.


	The Injury Management Procedures were updated in 2016 to include these recommendations related to the investigation of an act of suicide or attempted suicide. Further information and guidance on managing employees at risk of suicide or self-harm will be provided via the updated draft Guidelines for Employee Suicide Prevention and the Management of ‘At Risk’ Employees which are currently under review with internal publication expected early in 2021.

	
	
	
	
	2. That the P901/902 process in respect of suicides and attempted suicides should include investigation not only of the incident itself but also, if the injured officer has suffered from a pre-existing injury, should result in an urgent reassessment of the case including diagnosis, treatment and ongoing management of the injured officer. 
	Supported: This recommendation is covered in the updated draft Guidelines for Employee Suicide Prevention and the Management of ‘At Risk’ Employees which are currently under review with internal publication expected early in 2021.

	
	
	
	
	3. That, in relation to attempted suicides and other serious psychological injuries, consideration be given to obviating the risk of conflict of interest by having the investigation carried out by an independent officer, such as an officer from another specialist unit or command, rather than by the injured officer’s supervisor.  
	Supported: The issue of primary concern is that any injury, including psychological injuries, are thoroughly investigated in a timely manner to identify the cause of the injury and to put in place appropriate treatment.  While it is accepted that if a conflict of interest is identified, an independent investigation will be appropriate, in the interests of ensuring a timely appropriate response in cases where there is no conflict of interest, it remains appropriate for the investigation to be conducted by a supervisor.  Therefore it is proposed that the SOPs be amended to reflect the requirement that any conflicts of interest should be identified and declared and that, in circumstances where a conflict is identified, the investigation should be referred to an independent officer. 
This recommendation will be addressed through the updated version of the “Incident investigation procedures”.

	
	
	
	
	4. That assessments by Police Medical Officers and police psychologists of officers suffering psychological injuries should ordinarily include, where reasonably practicable, consultation with the officers’ treating clinicians to ensure that the PMO and psychologist:
a) Obtain a full understanding of the officers’ histories;

b) Undertake risk assessments on a fully informed basis;

c) Provide advice to commanders and injury managers that is based on the best available information.  In cases where the reason for the assessment is that supervisors or commanders are concerned for the officers’ safety from self -harm, consultation with the treating clinicians should be considered a priority for the purposes of the assessment. 


	Supported. 

The Police Medical Officer (PMO) does not treat employees. Police Officers may be referred to the PMO for assessment prior to returning to operational duties as outlined in the Injury Management Procedures. Treating medical advice is provided as part of this referral to the PMO and if necessary, the PMO will contact relevant treating health providers on a case by case basis. 

The recommendation is now COMPLETED. 

	
	
	
	
	5. That where Injury Management Advisers or treating clinicians have difficulties engaging officers suffering psychological injuries in appropriate treatment programs, consideration be given to holding regular case conferences with relevant staff including supervisors, IMAs and clinicians to assess progress, identify problems and to investigate possible solutions. Such a process might also include engaging with spouses, partners, welfare officers, support persons and others as the case may be,
	Supported.

The Injury Management Procedures provide for case conferences and if difficulties in treatment engagement were identified this would be an appropriate pathway to address them. NSWPF also implemented the role of Family Support Coordinator in 2015 who, with consent, engages with family members of injured or ill employees.
The recommendation is now COMPLETED.

	
	
	
	
	6. That urgent consideration be given by the NSW Police Force both to amending the Conflict of Interests Policy and to ensuring that all senior officers are educated in the fundamental principles concerning conflicts of interest and in recognising and resolving potential conflicts. 
	Supported.  The Procedures for Managing Conflicts of Interest were amended in February 2017.

The updated policy was disseminated organisation wide and included advice and guidance for all employees, senior and junior, including how to recognise and resolve conflict of interest situations. It also included how to identify and manage potential conflicts of interest which may arise where a domestic or other intimate relationship exists.

Section 5.7 refers specifically to types of interpersonal relationships and provides examples of these to assist officers in determining if they are required to report the relationship.

A video was also disseminated organisation wide in January 2019 which included advice and guidance for all employees, senior and junior on how to recognise and resolve conflict of interest situation interpersonal relationships. It also included how to identify and manage potential conflicts of interest which may arise where a domestic or other intimate relationship exists.

The recommendation is now COMPLETED.

	
	
	
	
	7. That the NSW Police Force ‘Procedures for Managing Conflicts of Interest’ be amended so as to add the words ‘or other ongoing intimate’ after the word ‘domestic’ on pages 12 (final dot point) and 24 (fourth paragraph) and to the words ‘or other persons in an ongoing domestic relationship’ after the word ‘spouses’ on page 24 (fourth paragraph).
	Supported. Amendments to the Procedures for Managing Conflicts of Interest include new definitions in paragraph 5.7 entitled ‘inter-personal relationships’ which specify the types of interpersonal relationships that must be declared when one party is in direct line supervision and the relationship influences or could be perceived to influence decision making in a supervisory capacity, particularly when such decisions can benefit or disadvantage the other party in the relationship.

Paragraphs 8, 10.4 and 10.9 were also revised in line with the changes to paragraph 5.7 detailed above.

The recommendation is now COMPLETED.

	
	
	
	
	8. That the Commissioner take steps to provide further training and instruction regarding the operation of the ‘Procedures for Managing Conflicts of Interest’ (in the amended form suggested above) so as to raise awareness of the requirement to identify, and manage, the potential conflict of interest which may arise where a domestic or other intimate relationship exists between two police officers. 
	Supported: Shortly after the Procedures for Managing Conflicts were revised and disseminated organisation wide, an e-learning package on the Conflicts of Interest Policy was also prepared and disseminated organisation wide in January 2019. The package included advice and guidance for all employees,

senior and junior, on how to recognise and resolve conflict of interest situation interpersonal relationships. It also included how to identify and manage potential conflicts of interest which may arise where a domestic or other intimate relationship exists. It was followed by an email to all employees which addressed the same issues.

The recommendation is now COMPLETED.

	
	
	
	
	9. That in decision making meetings in which an injured officer might want or require support because his or her interest are at stake, a support person who is independent of the supervisor or commander making the relevant decisions, and who is specifically nominated by the officer, and who is willing to act in the role, ought to be made available at those meeting if reasonably practical.  
	Supported: Existing practice already allows for an officer to nominate their choice of a support person if that officer requires one for a meeting. 
The Injury Management Procedures provide for a support person to attend meetings with injured employees.

The recommendation is now COMPLETED.

	
	
	
	
	10. That consideration be given to amending the Critical Incident Guidelines to remove the distinction between incidents in which officers use their service weapons to attempt or commit suicide and those in which other lethal methods used on the basis that the implement is means to a common end. 
	Supported: In 2019, a comprehensive review of the Critical Incident Guidelines was carried out in line with the introduction of the Law Enforcement Conduct Commission Act 2016. (Section 111) which was subsequently implemented.

Section 1 of the Critical Incident Guidelines defines a critical incident. The Region Commander has the delegated authority to declare an incident to be a critical incident, if the incident aligns with the definition. The guidelines also specify that “The Region Commander may also make this declaration if they have “other grounds for considering it is in the public interest to do so”. This may include where an incident could attract significant attention, interest or criticism and the public interest is best serviced by investigating the incident as a critical incident.”

The recommendation is now COMPLETED. 

	FUTURE – Next response
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	‘Quad Bike Deaths’ 

Inquest into the deaths of:

Donald Eveleigh
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Bradley Jackson
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child deceased, FW, ML, LE or JH.

	Deputy State Coroner  Freund 

26 Nov  2015

At Glebe


	This was an inquest into 9 deaths which occurred in NSW between 22 February 2009

and 8 August 2014.

Each death involved a common feature, in that, each person died while riding or using a 4 wheel motorised vehicle known as a ‘Quad Bike’ or a related 4 wheel vehicle known as a side-
by-side (‘SSV’).
I find that:

Donald Eveleigh died on or about 22 February 2009 at Pikes Mountain Bunnan in the State of NSW.  His death was due to drowning in shallow water in an accident where the quad bike he was riding rolled over, causing him to strike his head on the rock surface of a dam, rendering him unconscious. 

Angela Stackman died on 20 November 2011 at Bungara, Top Dale Road Niangla NSW from positional asphyxia, when the Polaris Sportsman 500 Quad bike she was riding overturned, pinning her between the vehicle and a tree.

‘FW’ died on 30 April 2012 at Wagga Wagga Hospital in the State of NSW as a result of abdominal crush injuries sustained when the Polaris Ranger Side by Side Vehicle that he was driving rolled over. 

‘ML’ died on 11 July 2012 at Kembla Grange in the State of NSW as a result of a fracture to the base of her skull and jaw, those injuries being sustained when she lost control of the Yamaha Grizzly 550F1 Quad bike that she was riding with three pillion passengers. 

Anthony Waldron died on 17 April 2013 at Limpinwood, near Murwillumbah in Northern NSW, as a result of traumatic asphyxiation, when his Yamaha Big Bear 350 Quad bike overturned, trapping him underneath. 

Colin Reid died on 26 September 2013 at his farm at Hogarth Range, west of Casino NSW, as a result of traumatic asphyxiation, sustained when the Polaris 4x4 quad bike that he was riding overturned on him.

Bradley Jackson died on 28 June
 2014 at Hadley Station, north east of Crookwell in the State of NSW, as a result of asphyxia, when the Honda 350cc (Honda X) quad bike rolled onto him after leaving a dirt road.  

Robert Beamish died on 8 August 2014 at Lynchs Creek near Kyogle in Northern NSW, as a result of asphyxiation sustained when his CanAm 650 quad bike rolled onto him.

‘LE’ died on 18 January 2015 at Walgett in the State of NSW, as a result of injuries sustained when the 500cc CF Moto quad bike that he was riding overturned onto him.
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	Recommendation 1)
a) That SafeWork NSW in collaboration with SafeWork Australia, and Work Health and Safety Authorities in other States and Territories, develop, implement and support a safety rating system which provides independent information for the assistance of prospective purchasers of new Quad bikes, side-by-side and related vehicles for the workplace environment.

b) That the Federal Chamber of Automotive Industries and Polaris Industries collaborate with SafeWork NSW and other Work Health and Safety Authorities to assist in the development and implementation of the safety rating system. 

	On 25 May 2016 the Minister for Innovation and Better Regulation wrote to the Attorney General as follows:
“A key component of the NSW Government’s response will be the development of the NSW Quad Bike Safety Improvement Program. The Improvement Program is designed to offer direct support to NSW Farmers to undertake harm prevention activities associated with quad bike use. This will be achieved through a broad range of initiatives delivered in partnership with key stakeholders with the aim of reducing the unacceptably high fatality and serious injury rates currently impacting on the NSW farming community.
Recommendation 1
Supported. This should be implemented nationally and Commonwealth agencies should take the lead on this recommendation.

	
	
	
	
	Recommendation 2

That the Federal Chamber of Automotive Industries, Polaris Industries, the Australian Quad Distributors Association take steps to develop Australian Standards through 

Standards Australia, in consultation with other relevant stakeholders, relating to design, manufacture, importation and supply of quad bikes, side-by-side and related vehicles

	The Minister for Innovation and Better Regulation advises the Attorney General as follows:
“Noted. This is a matter for industry.  There are existing design and manufacturing standards relating to the design, manufacture, importation and supply of quad bikes and SSVs (ANSI/SVIA 1-202 and ANSI/ROHVA 1 – 2011). The development of an Australian standard for design and manufacture of quad bikes and SSVs is a costly and lengthy exercise that can become out-dated in a short timeframe.

	
	
	
	
	Recommendation 3
a) SafeWork NSW, SafeWork Australia, the Federal Chamber of Automotive Industries, Polaris Industries, the Australian Quad Distributors Association and the National Farmers Federation, in consultation with other relevant stakeholders, work to develop an improved and standardised nationally accredited training package for the operation of Quad Bikes, side-by-side and related vehicles. 

b) SafeWork NSW, SafeWork Australia, the Federal Chamber of Automotive Industries, Polaris Industries, the Australian Quad Distributors Association and the National Farmers Federation, in consultation with other relevant stakeholders, work together to improve the uptake of training in the operation of Quad Bikes, side-by-side and related vehicles. 

c) The Federal Chamber of Automotive Industries, Polaris Industries, the Australian Quad Distributors Association work with their members to promote at point of sale, the uptake of training in the operation of Quad Bikes, side-by-side and related vehicles. 

d)  That consideration be given by the NSW Law Reform Commission and the NSW Attorney General, to the introduction of legislation requiring mandatory training and/or licencing of all persons using Quad Bikes, side-by-side and related vehicles. 

e) That SafeWork NSW give consideration to providing and promoting rebates to employers for the cost of providing training courses for employees concerning the safe use of Quad Bikes, side-by-side and related vehicles. 


	The Minister for Innovation and Better Regulation advised  the Attorney General as follows:
“Recommendations 3(a),(b) and (e) are supported in part. 

Recommendation 3(c) is noted. This is a matter for industry.

Recommendation 3(d) is not supported.

The Work Health and Safety Act 2011 requires duty holders to provide information, training, instruction or supervision to protect persons from risks to their health and safety. 

SafeWork NSW will work in partnership with key stakeholders such as the farming community, registered training organisations (RTOs) and dealer networks (through the FCAI) to promote and encourage regional and remote area rider-training in the Unit of Competency (UOC – AHCMOM 212A Operate Quad bikes  and Unit of Competency AHCMOM211A – Operate side by side vehicles) by offering financial incentives for eligible applicants. 
SafeWork NSW will develop a public awareness campaign in consultation with key stakeholders that will include safety messages that align with the training packages on offer. This campaign will be rolled out in the first half of 2016. 

There are already legislative obligations in place under the Work Health and Safety Act 2011 that require the appropriate training of persons in a workplace and further mandatory training requirements are not supported.  A non-regulatory approach will focus on safety awareness and behaviour change to achieve safety objectives. 
On 18 December 2015, the then Attorney General wrote to the Minister for Roads, Freight and Maritime, the Hon D Gay MLC, noting that the Recommendations 3(d),  4(e), 6(b) and 7(b) fell within the Roads Freight and Maritime Portfolio.  


	
	
	
	
	Recommendation 4
a) That the Federal Chamber of Automotive Industries, Polaris Industries and the Australian Quad Distributors Association in consultation with Safe Work Australia, take steps to develop an Australian Standard through Standards Australia relating to the design and manufacture of helmets for use with Quad Bikes, side-by-side and related vehicles. 

b) That until an Australian Standard for helmets is issued, SafeWork NSW consider adopting and promoting the use of helmets which comply with New Zealand Standard NZS 8600:2002.

c) That the Federal Chamber of Automotive Industries, Polaris Industries and the Australian Quad Distributors Association  work to promote the importance of helmets and the range of suitable helmets at point of sale. 

d)  That SafeWork NSW conduct a campaign, aimed at farming and other workplaces, to promote awareness of the criminal liability which may attach to persons and corporations who fail in the course of a business or undertaking, to provide and enforce the use of helmets by persons using Quad Bikes, side-by-side and related vehicles. 

e) That consideration be given by the NSW Law Reform Commission and the Attorney General to the introduction of legislation requiring the use of a suitable helmet by all persons using Quad Bikes, side-by-side and related vehicles. 


	The Minister for Innovation and Better Regulation advised  the Attorney General as follows:

Recommendations 4(a) and (c) are noted and are matters for industry.

Recommendations 4(b) and (d) are supported in part.

Recommendation 4 (e) is not supported. 

The Work Health and Safety Act 2011 requires duty holders to provide reasonably practicable control measures for persons at risk in their work environments such as personal protective equipment (PPE).   

SafeWork NSW will adopt and promote the use of helmets which comply with New Zealand Standard NZS 8600:2002.

The public awareness campaign currently being developed by SafeWork NSW in consultation with key stakeholders, will include safety messages the educate participants on helmet safety.   This will coincide with the roll out of financial incentives that encourage the purchase of helmets that compliant with the relevant standards. This campaign will be rolled out in the first half of 2016.
As there are already requirements under existing work health and safety legislation ensuring the provision and use of suitable personal protective equipment, further mandatory helmet requirements are not supported.  A non-regulatory approach will focus on safety awareness and behaviour change to achieve safety objectives. 
e) The Minister for Roads Maritime and Freight advised the Attorney General on 27 April 2016 as follows:

It is not appropriate to legislate the use of helmets by all people operating quad bikes and side by side vehicles in road transport law.

Transport for NSW (TfNSW) will work with stakeholders to investigate establishing an Australian Standard for helmets for these vehicles.  TfNSW  will investigate adopting existing standards such as NZS 8600:2002 All terrain vehicles as an interim measure. TfNSW will also investigate strengthening conditional registration arrangements to require the use of such a helmet when operating a quad bike and side by side vehicle while on a road or road related area. It is expected that the requirement to wear a helmet on a road may result in increased helmet use on private property.


	
	
	
	
	Recommendation 5 
That SafeWork NSW, SafeWork Australia and the manufacturers of Quadbar and Lifeguard Crush Protection Devices collaborate and attempt to reach agreement to conduct an independent survey study to assess the benefits, risks and general efficacy of Crush Protection Devices. 


	The Minister for Innovation and Better Regulation advised  the Attorney General as follows:

The recommendation is supported.  

SafeWork NSW will engage an epidemiologist to design and undertake an independent scientific study of the in-field operation of Quadbar and Lifeguard operator protective devices (OPDs).   This will include an environmental scan of safety benefits, safety detriments and general operational effects to determine links between the fitment of OPDs to existing quad bikes and the injury and fatality rates associated with their use.

SafeWork NSW in consultation with key stakeholders, will develop a public awareness campaign that includes messages about selecting the safest vehicle suitable for task/circumstances/terrain and consideration based on intended use and the fitment of devices designed to reduce the risk of riders from entrapment beneath an overturned vehicle.  This campaign will be rolled out in the first half of 2016.



	
	
	
	
	Recommendation 6
a) That any Australian Standard for side-by-side or related (ride in) vehicles that is developed in accordance with Recommendation 2 above, include a requirement for the fitting of a suitable occupant retention system and design measures aimed at encouraging seatbelt use. 

b) That consideration be given  by the NSW Law Reform Commission and the NSW Attorney General to the introduction of legislation requiring the use of a seatbelt by all operators and passengers in side-by-side or related vehicles. 

	The Minister for Innovation and Better Regulation advised  the Attorney General as follows:

a) The recommendation is not supported. 
There is an existing design and manufacturing standard relating to the design, manufacture, importation and supply of SSVs (ANSI/ROHVA 1-2011).  The development of an Australian Standard for the design and manufacture of SSVs is a costly and lengthy exercise which can become outdated in a short timeframe. 
There are already legislative obligations in place under the Work Health and Safety Act 2011 that require the provision of safe plant (including accessories) as well as information necessary to protect persons from risks to their health and safety.

b) The Minister for Roads Maritime and Freight advised the Attorney General on 27 April 2016 as follows:

Quad bikes and side by side vehicles are commonly sold as items of plant and mainly operate on private property such as farms. As such, road transport law does not apply to them.  However, road transport law covers the conditional registration of these vehicles for occasional use on roads and road related areas (such as travelling between paddocks). This includes the requirement to hold a class C licence. 
It would not be appropriate to legislate for the use of seatbelts by all people operating side by side vehicles in road transport law.   Road transport law already requires the use of seatbelts by all people when operating a conditionally registered side-by-side vehicle on a road or road related area.


	
	
	
	
	Recommendation 7
a) That SafeWork NSW and SafeWork Australia conduct a campaign, aimed at farming and other workplaces, to promote awareness of the possible criminal liability which may attach to persons and corporations who expose children to risk by allowing them to use adult size quad bike, side-by-side and related vehicles.

b) That consideration be given by the NSW Law Reform Commission and the NSW Attorney General to the introduction of legislation prohibiting any child under 16 years from using an adult size quad bike, side-by-side or related vehicle.


	The Minister for Innovation and Better Regulation advised  the Attorney General as follows:

Recommendation 7(a) is supported.  

Recommendation 7(b) is not supported. 

SafeWork NSW will collaborate with farming associations, dealer networks (through the FCAI), manufacturers and other interested groups to educate and advise duty holders and quad bike and SSV users on safe use messages, including matters outlined above, as part of a public awareness campaign. This campaign will be rolled out in the first half of 2016.

SafeWork NSW will encourage dealer networks (through the FCAI) to educate potential purchasers at point of sale about the above safety issues. 

Manufacturer’s instructions already advise that children under the age of 16 years should not be permitted to use adult sized quad bikes and SSVs.  Criminal penalties already exist under the Work Health and Safety Act 2011 where the person conducting the business allows a child to use an adult sized quad bike or SSV at the place of work. 

A public awareness campaign will be developed by SafeWork NSW in consultation with key stakeholders, which will include safety messages which educate participants on risks to child safety when operating these vehicles.  This campaign will be rolled out in the first half of 2016.
b) The Minister for Roads Maritime and Freight advised the Attorney General on 27 April 2016 as follows:

Road transport law does not have jurisdiction over private property. However a Class C Driver Licence (car) is required to conditionally register a side by side vehicle or quad bike for use on a road or road related area.  A driver licence is not available to children under the age of 16 years.   

TfNSW is committed to strengthening conditional registration arrangements for the use of quad bikes and side by side vehicles on roads and road related areas. The aim of this is to encourage a flow on effect to their use on private land. 
Regulating the operation of quad bikes and side by side vehicles for commercial purposes on private land falls within the responsibility of agencies established to ensure work health and safety such as SafeWork NSW, which has responded to the recommendation. 



	
	
	
	
	Recommendation 8

a) That SafeWork NSW conduct a public media campaign to increase awareness in persons engaged in rural activities in NSW of the following matters:

i. the risk of death or serious harm from being crushed or asphyxiated in rollovers and other accidents involving quad bikes, side-by-side and related vehicles. 

ii. The risk of death or serious harm from head injuries where a helmet is not work in accidents involving quad bikes, side-by-side and related vehicles.

iii. The risk of death or serious harm where seat belts are not worn in accidents involving side-by-side and related vehicles;

iv. The risk of death or serious harm to children who use adult size quad bikes, side-by-side and related vehicles;

v. The risk of death or serious injury to those who operate quad bikes, side-by-side and related vehicles without proper training;

vi. The risk of death or serious injury in carrying passengers on quad bikes and side-by-side vehicles that are not specifically designed to carry a passenger, or in carrying more passengers than the vehicle is designed to carry;

vii. The risk of death or serious injury to those who operate quad bikes, side-by-side and related vehicles while under the influence of alcohol or in a reckless or careless manner. 
b) That SafeWork Australia and the National Farmers Federation consider conducting a public media campaign to increase awareness in persons engaged in rural activities in NSW in respect of the matters outlined above. 


	The Minister for Innovation and Better Regulation advised  the Attorney General as follows:

The Recommendation is supported. 

SafeWork NSW will collaborate with farming association, dealer networks (through the FCAI), manufacturers and other interested groups to educate and advise duty holders and quad bike and SSV users, on safe use messages, including the matters outlined above, via a public safety campaign to be rolled out in the first half of 2016. 

SafeWork NSW will encourage dealer networks (through the FCAI) to educate potential purchasers at point of sale about the above safety issues. 

	FUTURE – Next response
	On 1 December 2015, the Managing Director of Honda Australia wrote to the NSW Premier requesting that the Government immediately prioritise and support Recommendations 3, 4 and 7.  The letter indicated Honda’s in principle support for the other recommendations made by her Honour Deputy State Coroner Forbes but noted that the three nominated recommendations were most critical, in Honda’s view, to reducing fatalities. 
The Royal Australasian College of Surgeons wrote to the Attorney General on 17 December 2015 noting that the RACS had provided submissions to the Coroner and evidence at the hearing of this inquest. RACS urged the Government to act swiftly on the recommendations handed down by the Coroner which ‘methodically and sensibly’ set out a roadmap to implement legislation that will save lives and prevent serious injury from quad bikes’.  The RACS recommended the implementation of a quad bike safety rating system, implementation of appropriate strategies to prohibit children under the age of 16 from riding adult quad bikes and mandating quad bike handling training for all new owners.
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	Deputy State Coroner  

Dillon

At Glebe

9 March 2015
	In relation to the fire inquiry pursuant to s.30 of the Coroners Act, I find that the fire at the Quakers Hill Nursing Home on 18 November 2011 was caused by Roger Dean

deliberately lighting fires in beds in ward 19 of the A2 wing and ward 3 of the A1 wing.
	To the Minister for Emergency Services and the Commissioner for Fire and Rescue

NSW:
	a) That the NSW government provide funding for the instalment of mobile data

terminals in Fire and Rescue NSW vehicles;
b) That Fire and Rescue NSW develop a digital data base of pre-incident

plans for use in major structural fires;

c) That Fire and Rescue NSW develop and disseminate a 'lessons learned' e-learning

package to all staff with particular emphasis on issues that arose in

relation to the Quaker's Hill Nursing Home fire. Topics of high significance would include urgent escalation of the alarm level for structure fires involving buildings occupied by large numbers of people; rescue techniques, especially the rescue of nonambulant patients and patients attached to medical

equipment; and management of hose lines jammed in fire doors.
d) That Fire and Rescue NSW and the Department of Planning work together to

address the issue of hose lines becoming jammed in fire doors;

e) That, pending the results of any such consultation, Fire and Rescue NSW consider either issuing fire fighters with blocks or wedges to enable them to advance lines without undue hindrance or, alternatively, that, if resources and circumstances allow, whenever a hose line is being advanced, a fire fighter be tasked to keep advancing lines free until he or she is no longer required for that purpose;

f) That Fire and Rescue NSW consider issuing a bulletin to all aged care and other types of residential facilities in NSW identifying the difficulties encountered by fire fighters at the Quakers Hill Nursing Home fire and the lessons learned. In particular, emphasis might be laid on:

· The urgent necessity for at least one '000' (and preferably more than one) call to be made by staff following a fire alarm to give FRNSW time

· to 'scramble' appropriate resources to attend the fire; That staff crosscheck with one another to ensure that a '000' call has been made and to make one if unsure;

· That staff members remove patients or residents then close ward doors and other fire doors as quickly as possible to confine fires within fire compartments;

· That removal of nonambulant patients and residents should, if reasonably practicable, be done by wheeling them out of danger in beds or wheelchairs

but that alternative dragging methods may need to be employed;
· That if patients are wheeled out of their wards or rooms efficiently, passage ways must be kept as clear as is reasonably practicable;

· That the facility's fire evacuation plan takes into account potential

impediments to rescuing nonambulant patients, such as connection to medical equipment, and makes specific provision for addressing those

challenges in an emergency;

· That fire exits and other doors be kept clear of obstructions that could

hinder urgent movement of nonambulant patients in the case of sudden emergency;

· That facilities include in their fire and emergency training regular scenario based practical training including practice of the urgent removal of nonambulant patients and residents.

	On 15 June 2015 the Acting Commissioner of NSW Fire and Rescue advised the Attorney General as follows:
“I am pleased to present you with a comprehensive response to the recommendations. Fire and Rescue NSW has already made substantial progress on some of the recommendations, which may prevent other vulnerable people from being harmed in future years.  Further, Fire and Rescue NSW lobbied Government for mandatory sprinklers in residential aged care facilities following this horrific incident.  The laws giving effect to the requirement of fire sprinklers to be installed in all residential aged care facilities will be fully implemented by 1 March 2016.
The Minister for Emergency Services and Fire and Rescue NSW supports the seven recommendations made by the Coroner.”

A further final response was received from the Minister for Emergency Services and Fire and Rescue on 21 October 2016.

Recommendations a and b
The recommendation has been implemented. 

Fire and Rescue NSW developed its electronic pre-incident plan (ePIP) database in 2004 which contains over 1900 ePIPs of key sites including aged care facilities. Fire and Rescue NSW is undertaking a review of the list of residential aged care facilities in NSW. Local fire stations will ensure the ePIPs for these premises are in place and updated. 
In 2015 local fire stations will conduct a visit to all aged care facilities in NSW.  These visits provide residential aged care facilities with the opportunity to discuss fire safety with the firefighters. The visits will incorporate:

1. A review and update of the electronic pre-incident plan;

2. A physical check of the implementation of mandatory sprinkler systems;

3. The distribution of a bulletin prepared for aged care facilities (Recommendation 6).

Fire and Rescue NSW frontline staff has restricted capability to assess critical information such as ePIPs to respond effectively to incidents due to a lack of mobile technology. Frontline staff currently access critical information such as ePIPs using paper records and printouts carried in all fire trucks. 
Fire and Rescue NSW is progressing a pilot of the installation of Mobile Data Terminals (MDTs) in fire trucks to improve access to critical information required by firefighters, improving situational awareness and supporting more effective delivery of emergency services to the people of NSW.

The installation of MDTs using the ADASHI First Responder system commenced in April 2015. ePIPs in the ePIP database will be accessible in the ADASHI system, which also includes digital photographs and building floor plans collected by local fire stations. The pilot will run for four months during which time the functionality will be evaluated. The MDTs will be progressively deployed to 600 Fire and Rescue NSW fire trucks. 

Fire and Rescue NSW is funded for the pilot of Mobile Data Terminals and ADASHI program.  Fire and rescue NSW will consider further funding options at the completion of the pilot phase. 

Fire and Rescue NSW visited all aged care facilities in NSW in 2015. During these visits; pre-incident plans were reviewed and updated; a physical check of the implementation of sprinkler systems was undertaken and firefighters provided facility managers the opportunity to discuss fire safety.  Fire and Rescue NSW invested funding of $7.4 million in the implementation of MDTs as a priority program. 

MDTs have been deployed to 182 fire trucks across NSW. Following this deployment, 80% of incidents in the year 2015-16 were responded to with MDT enabled fire trucks. 

A further 219 MDTs will be deployed to fire trucks this year bringing the total number deployed to 401.  All 336 Fire and Rescue NSW fire stations will have at least one MDT installed in their primary emergency response vehicle. 
Recommendation c
The recommendation has been implemented. 

Fire and Rescue NSW has commenced the development of an eLearning package for staff. The officers who attended the Quakers Hill Nursing Home fire and other subject matter experts and Program Design and Development staff from the Education and Training Directorate commenced scoping the contents of the training package in March 2015.
In addition, Fire and Rescue NSW has developed a Standard Operational Guideline (SOG) and Check Sheet for Aged Care Facilities. The SOG provides guidance for firefighters attending incidents in aged care facilities including nursing homes, retirement villages and independent living units.
Fire and Rescue NSW has developed an Aged Care E-learning Package which informs firefighters of the issues around evacuations from aged care facilities and shares the lessons learned from the Quakers Hill Nursing Home Fire. Module 1 includes a case study that demonstrates techniques  for an orderly evacuation. Module 2 demonstrates tools and techniques and covers evacuations and rescues from hot smoke filled or inhospitable environments. 

The Aged Care Evacutation e-learing package aligns with the Station Training Program and is completed in accordance with assessment of risk within the Station area. It specifically aligns with topics: Search and Rescue, Manual Handling and Fire Detection Systems.   A video, ‘An account by firefighters of the Quakers Hill Nursing Home Fire’ is available on the intranet. In this video officers and firefighters relate their experiences and the challenges they faced and overcame.  The video forms an integral part of the Station Training Program Module Aged Care Evacuation.   
An Aged Care Facility familiarisation package us prepared to assist crews to identify the aged care facilities at risk in their station areas.  They can:

Arrange a station visit

Identify an automatic alarm and the fire suppression systems as well as the built protection systems, discuss evacuation and emergency procedures with the facility’s staff, observe and operate the adjustable beds and practice patient removal techniques learned from the online modules. 

An Aged care facility toolkit was created to contain all the above resources made available on line to staff.

Recommendations d,e and g
These recommendations have been implemented. 

Mandatory sprinkler systems in nursing homes will suppress a fire, mitigating the spread of fire and smoke prior to the arrival of the firefighters. 

Fire and Rescue NSW will conduct a forum that consults broadly to determine the most reasonable practicable means of advancing hose lines beyond fire doors without jeopardising the integrity of fire compartments or creating new risks. 

In addition, Fire and Rescue NSW will investigate the feasibility of issuing wedges of other simple devices to firefighters in order to keep fire and smoke doors open while advancing hose lines. 
This consultation will bring together input from firefighters, fire engineers, structural fire safety officers, planning experts, industry bodies and research from both national and international perspectives. 

Fire and Rescue NSW established a consultative group to research and establish the most practical means of advancing hose lines through fire doors including the use of blocks and wedges. In addition, an operational capability advisory group, made up of representatives from across FRNSW also considered and discussed the issue.  Consideration by the forums has included investigation of the feasibility of issuing wedges or other simple devices to firefighters in order to keep fire and smoke doors open when advancing hose lines.  As a result of the consultative process, it was determined that firefighters needed a range of methods to secure doors open if necessary during an incident.  While wooden door wedges are already available on fire trucks, provision of a pocket sized rubber door wedge for each individual firefighter was considered and implemented.  The consultative process acknowledged that securing a door in the open position  may impact on the integrity of fire and smoke compartments, allowing the spread of fire and or smoke to unaffected areas. As such, FRNSW issued guidance to firefighters on when and how to sue these door wedges and other methods for propping doors open, after putting in place the appropriate control measures having taken into account the operations risks relates to fire compartments. 
Recommendation f
The recommendation has been implemented.

Fire and Rescue NSW will develop a bulletin for all residential aged acre and other types of residential facilities in NSW identifying the lessons learned and the fire safety prevention activities which may be implemented by those facilities. 

Fire and Rescue NSW intends to deliver the bulletin to residential aged care facilities during a visit by the local fire station, wherever possible.

Further, Fire and Rescue NSW will develop a similar bulletin for the Fire Safety Auditing Industry ensuring that lessons learned are widely communicated.

Fire and Rescue NSW visited all aged care facilities in NSW in 2015. During these visits, pre-incident plans were reviewed and updated and a physical check of the implementation of sprinkler systems was undertaken and firefighters provided facility managers the opportunity to discuss fire safety. A brochure was not distributed at this time in order to allow for additional consultation on the method of removing patients and whether beds can or should be sued. 
A brochure “Lessons learned from the Quakers Hill Nursing Home fire for Owners and Operators of Aged Care Facilities and other High Dependency Accommodation” was developed in consultation with the Fire Safety and Residential Aged Care Industry. Fire and Rescue NSW distributed the brochure to all aged care facilities identified by the Department of Planning.  Fire and Rescue NSW distributed the brochure with Fire Protection Association Australia ensuring that the lessons were communicated with members of the fire auditing industry.
Further Fire and Rescue NSW has taken an opportunity to partner with Fire Protection Association Australia to deliver an event series to members of the fire safety auditing industry on the lessons from the Quakers Hill Nursing Home fire, lessons from the Euro Terrace Bankstown fire and the NSW Government’s plans to rewrite the Building Professionals Act in response to a review by former Treasury Secretary Michael Lambert, focused on improving fire safety certification. 



	
	
	
	To the NSW Ministers for Emergency Services and Planning and the Commissioner

for NSW Fire and Rescue NSW
	g) That Fire and Rescue NSW consult as to the best and most practical means

for ensuring that in a structural Fire and Rescue's hose lines can be advanced

beyond fire doors without either jeopardising the integrity of fire

compartments or jamming hose lines.
	See above.

	
	
	
	To the Commonwealth and New South Wales Ministers for Health and the Chief Executive Officer of the Australian Health Practitioner Regulation Agency
	a) That APRHA consider requiring employers to notify it when a health

professional falling under the agency's jurisdiction commences work and when

he or she leaves that employment. I recommend that any regulatory changes

necessary to implement such a practice be given urgent consideration;

b) That APRHA consider including employment details in its registration data

base. Those details might include name and contact details of the employer;

period of employment; and any notifications made to APRHA concerning the

employee. I recommend that any regulatory changes necessary to implement

such a practice be given urgent consideration.


	The NSW Minister for Health, the Hon J Skinner MP advised: 
“The Australian Health Practitioner Regulation Agency (AHPRA) is a national organisation and matters relating to that organisation are of a national nature rather than state specific. The National Regulation and Accreditation Scheme (NRAS) is overseen by jurisdictions through the Australian Health Workforce Ministerial Counsel (AWWMC).  AHPRA and its functions are articulated under the Health Practitioner Regulation National Law Act 2009 (National Law).  Under the NRAS, Health Ministers would need to approve any changes to the National Law should these be required. 

Given the nature and scope of these organisations a nationally agreed response would be required if Recommendations a) and b) were to be progressed. 

NSW Health worked with the Commonwealth and AHPRA to prepare a paper outlining options in response to the recommendations for jurisdictions to consider via the Australian Health Workforce Ministerial Counsel with a view to determining whether the recommendations could be supported. This paper was presented to the Health Workforce Principal Committee meeting on 15 October 2015 and will be used to inform a further paper to be provided to the AHWMC in the coming months.”



	
	
	
	To the NSW Minister for Health 
	1) That she refer this case to the Poisons Advisory Committee to consider

whether regulations under the Poisons and Therapeutic Goods Regulation 2008 should be amended to improve security of Schedule 8 drugs in nursing

homes and similar facilities;

2) That she consider requiring nursing homes by regulation to use identification armbands on all patients at all times unless there are overriding medical

reasons not to do so.
	On  29 March 2016 the Minister for Health the Hon J Skinner MP advised the Attorney General as follows: 
“Magistrate Dillon made two recommendations to me directly as Minister for Health. In response, I referred the matter of Schedule 8 drug handling to the Poison Advisory Committee, where it was raised in July 2015. The issue of identification armbands in aged care facilities pertains to the portfolio responsibilities of the Hon Susan Ley MP, Federal Minister for Health.  I have written to the Minister for her consideration…. I trust the approach taken to this matter will assure you that NSW Health is committed to ensuring the provision of safe and appropriate care and treatment to patients in NSW”.
Responses: 
Recommendation 1) This matter was considered at the 14 July 2015 meeting of the Poisons Advisory Committee along with the proposed regulation amendments to deal with the removal of differentiation of high and low level care in Residential Care Facilities. It was determined by the Committee that proposed changes to laws regarding medicine supply in residential care facilities would adequately address concerns about the security of medicines. 

The procurement and management of medicines in residential care facilities is addressed by both the Commonwealth Guiding Principles for Medication Management in Residential Aged Care Facilities (October 2012) and by NSW legislation. 
The Commonwealth’s Living Longer, Living Better reforms impact on ‘nursing homes’ as defined in the legislation. As a consequence, amendments have been proposed to NSW legislation.  The principal features of the proposed  changes relevant to the Coroner’s recommendations regarding Schedule 8 (S8) medications are:

a) Broaden the requirement for recording so that all doses of medicines administered by a registered nurse or care staff are appropriately recorded. Currently S8 medicines administered in ‘low care’ facilities (previous classification) are not recorded.

b) Retain the requirement that only a registered nurse may manage and administer S8 medicines dispensed and labelled for the resident for regular dosing but not packed in a dose administration aid or packed by a pharmacist in a DAA, with a daily balance check.
c) Expand reporting of losses of accountable S4 and S8 medicines to include evidence of tampering with DAAs. This is to be monitored by the NSW Ministry of Health.

Dose administration aids allow easier identification of missing medicines or tampering at the residential care facility.  The use of such aids which are administered by the care staff or registered nurses ensures that only a limited supply of aids is provided to the facility with the majority retained at the dispending pharmacy. 

A further update will be provided to the Office of the NSW State Coroner when these legislative amendments have been progressed. 

The view of the NSW Ministry of Health is that stronger controls on access to Schedule 8 drugs by authorised persons in residential care facilities would only be achievable through the installation of additional safe technology. This technology is not currently in use at any facilities, including those classed as ‘high care’ facilities. 

Recommendation 2: The regulation of aged care facilities such as the Quakers Hill Nursing Home is a function of the Commonwealth Government and it would therefore be more appropriate for the Commonwealth Department of Health and Ageing to consider. The NSW Minister for Health has written to the Commonwealth Minister for Health in order to bring this recommendation to her attention.

 In relation to NSW Health facilities, policy directive PD2014_014  Patient Identification Bands mandates the requirement for patient identification armbands to be used in all NSW Health facilities.


	
	
	
	To the Commonwealth Minister for Social Services and the NSW Minister for

Ageing
	That the Commonwealth Department of Social Services and the NSW

Department of Aged Care, Disability and Home Care, in consultation with peak industry bodies such Aged and Community Services Australia Inc, consider

publishing in their media outlets directed towards services providing

residential care a  'lessons learned' case study document dealing, in particular, with the issues of signs of drug dependency

among nursing staff and other health professionals; mandatory reporting requirements; scrutiny of

employment records in which large gaps appear; security of Schedule 8 drugs; and emergency evacuation training.
	Commonwealth Ministers and Agencies are not bound by Premier’s Memorandum 2009-12 to provide the NSW Attorney General with their responses to the recommendations of NSW Coroners. 

	FUTURE – Next response
	Since June 2015, Fire and Rescue NSW has also addressed the following actions, substantially implementing the recommendations relevant to it made by the Coroner:

· progressively installing Mobile Data Terminals in all Fire & Rescue NSW fire trucks. It is expected that this project will be completed by 31 October 2016, subject to funding

· visiting aged care facilities in NSW and reviewing and updating each facility’s electronic pre-incident plan; conducting a physical check of the implementation of mandatory sprinkler systems; and distributing a bulletin prepared specifically for aged care facilities

· developing an eLearning Package whereby a fire crew completes an electronic module and lesson plan.  A Standard Operating Guideline accompanies the eLearning Package.  Firefighters are now well prepared for structure fires, including buildings occupied by large numbers of people, rescue techniques, especially the rescue of non-ambulant patients and patients attached to medical equipment

· requiring all Fire & Rescue NSW fire trucks to carry door wedges to address the issue of hose lines becoming jammed in fire doors

      developing a bulletin for all aged care facilities to be distributed by direct email and where possible, by firefighters when they conduct property inspections.
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	ROBSON-PEARCE William 

	Deputy State Coroner  

MacMahon 

On 14 April  2015 

At Glebe 
	William Robson -Pearce died on 18 February 2013 from a severe closed head injury he sustained when the motorcycle he was riding at speed collided with a post and rail fence during the course of a policy pursuit, causing him to be thrown from the motorcycle and impact with the ground 
	The Commissioner of Police  
	That the circumstances of the death of William James Robson-Pearce which highlight the dangers inherent in a police pursuit of a motorcyclist exceeding the designated speed limit be considered as part of the continuing review of the NSW Police Force Safe Driving Policy.

That procedures be developed so as to ensure police officers responding to a death that arises as a result of or in the course of a police operation recognise and meet, in an adequate and timely manner, the legitimate needs of families experiencing grief as a result thereof. 
	On 12 November 2015, the Acting Commissioner Kaldas advised the Attorney General as follows:
“As you would be aware, the NSW Police Force has extensively reviewed its Safe Driving Policy and subsequent amendments have been made reminding police to consider the many risks to the suspected offender (and any passengers in the suspected vehicle) when deciding to commence, maintain or terminate a pursuit. 

The circumstances of this death are being considered as part of a high level review of this Policy, along with the deaths of other motorcycle riders which have been dealt with in separate Inquests. 

The NSW Police Force Critical Incident Guidelines are in place to provide guidance to police on the management, investigation and review of critical incidents.  These include a section clearly outlining the responsibilities of the Local Area Commander in ensuring the welfare of the families of the deceased. 

The Guidelines are currently being reviewed and it is intended that these responsibilities will be included in the Critical Incident Checklist – Local Area Commander. Additionally, the Checklist – Senior Critical Incident Investigator will be amended to remind Police to provide the next of kin with a copy of the NSW Department of Justice ‘NSW Coroners Court – a Guide to services’ document.”



	FUTURE – Next response
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	ROCK FISHING DEATHS 

Myassar Ayoub

Donald White

Zheng Wang

Sugn Su Cho

Greg W Reardon

Huiqing Hua

Ding Ding Zhang

Young Kim 

Jesse Howes


	Deputy State Coroner  

Forbes 

At Glebe

2July 2015
	The named individuals died in various ways, but all while engaging in rock fishing between 2012 and 2015 at various coastal locations in New South Wales


	Minister for Justice and Police 
	I recommend the introduction

of legislation requiring the mandatory use of life jackets by those engaged in rock fishing including:

a) a requirement that the life jackets comply with Australian Standards;
b) the consideration of a twelve month grace period;

c) the legislation be introduced with a dedicated education campaign; and 

d) the consideration of accompanying the introduction of mandatory life jackets with initiatives to facilitate the wearing of appropriate life jackets such as coupons or gift vouchers for free or subsidised life jacket or life jacket borrowing schemes for those engaged in rock fishing. 
	On 24 May 2016 the Hon  David Elliott advised the Attorney General as follows: 

“As Minister for Emergency Services, I have responsibility for progressing the NSW Government’s rock fishing related measures. This includes the NSW Government’s plans to require rock fishers to wear life jackets while rock fishing at high risk locations.  I have been asked to response on behalf of the Deputy Premier and the Minister for Primary Industries. 
The NSW Government will introduce legislation requiring rock anglers to wear lifejackets when fishing in high risk locations. The legislation will incorporate a twelve month grace period during which offences for failing to wear a lifejacket at a high risk locations will not be enforced. 
The Government has established a ‘Rock Fishing Working Group’ that will identify and make recommendations to the Minister for Emergency Services about high risk rock fishing locations where wearing lifejackets should be made mandatory while rock fishing.

The Working Group will also be assisting in examining the feasibility of a co-ordinated program of public awareness measures including:

· Static signage at locations where there have been fatalities

· Promoting the ‘Old 4 New’ program which allows people to trade in their old lifejackets for a discounted new one, and providing for the Old 4 New van to attend popular rock fishing locations. 

· The ‘wear a lifejacket – don’t risk your life while rockfishing’ campaign 

· Information electronically available on NSW Water Safety website (http://www.watersafety.nsw.gov.au)
· The DPI fisheries newsletter and fishing receipt renewal notices

· YouTube videos

· Other advertising

The Government has also approved the development of a rock fishing online portal or app to advise rock fishers about current conditions at high risk locations for rock fishing.   The Rock Fishing Working Group will assist in developing a list of requirements for the portal/app.  It is expected that the portal/ app will draw together weather and ocean conditions and warnings to allow anglers to easily assess the safety of fishing in a particular location at a particular time.  Consideration will also be given to how the portal/ app can present safety information and translations into multiple languages. 


	
	
	
	Minister for NSW Department of Primary Industries 
	1. I recommend that consideration be given to schemes that might increase the uptake of the wearing of life jackets such as coupons or gift vouchers for free or subsidised life jackets  or life jacket borrowing schemes for those engaged in rock fishing
2. I recommend that consideration be given to utilising the fishing fee collection process to offer an ‘opt in’ services that would provide alerts, education and other safety information regarding rock fishing.


	On 24 May 2016 the Hon  David Elliott advised the Attorney General as follows: 

“As Minister for Emergency Services, I have responsibility for progressing the NSW Government’s rock fishing related measures. This includes the NSW Government’s plans to require rock fishers to wear life jackets while rock fishing at high risk locations.  I have been asked to response on behalf of the Deputy Premier and the Minister for Primary Industries. 

Recommendation 1
Transport for NSW has been running and Old4New campaign for the past two years which involves a mobile promotional vehicle which visits boat ramps and community events and offers subsidised life jackets for boating in NSW.  A wide range of suitable life jackets are also displayed in the promotional vehicle.  The vehicle usually deploys on Saturday and Sunday during peak boating months. 

Department of Justice, Transport for NSW and NSW DPI collaborated to expand this campaign to specifically target at-risk rock fishing communities on additional advisory days on a trial basis in December 2015.

A new rock fishing safety brochure promoting life jacket wearing  was also produced for distribution to rock fishers, which includes information on the wide range of life jackets currently available on the market and technical specifications of lifejackets that may be suitable for rock fishers. 

Recommendation 2

Currently the Department of Primary Industries (DPI) sends recreational fishing licence renewal notices to one and three year licence holders each year.  This renewal process includes providing a series of DPI recreational fishing brochures including a current brochure on basic rock fishing safety tips. 
As part of the development of a new Rock Fishing and Life Jackets Safety Education Package, it is proposed to include the new rock fishing safety brochure (mentioned above) in the renewal process for distribution to recreational fishers. Rock fishing safety information will also continue to be provided in the DPI recreational fishing newsletter, which is emailed to around 160,000 recreational fishing licence holders periodically. The Recreational Fishing Alliance is also continuing to run its rock fishing safety ‘alert’ system, which is available for subscription by the general public. 



	
	
	
	Chief Executive of Shoalhaven City Council, Warringah Council, Randwick Council and National Parks and Wildlife Services 
	1. I recommend a review of the size and location of current signage relating to rock fishing and to consider the erection of further appropriate signage at known rock fishing sites warning of the hazards of rock fishing and promoting the wearing of life jackets.
2. I recommend considering the use of shock signage, indicating the number of deaths or serious injuries associated with rock fishing in a particular location, at identified locations of particular danger for rock fishing. 
	On 7 December 2015, the Office of Environment and Heritage advised that:
“NSW Parks and Wildlife Service (NPWS) has reviewed the signage at locations known to be used by rock fishers.  As part of this review, NPWS in consultation with Randwick City Council identified locations for additional or updated signage. NPWS has now installed signs with warnings about the risks of rock fishing at the following locations in Kamay Botany Bay National Park:

· Bare Island

· Congwong Bay

· Cape Banks

· Coast Cemetery

· Henry Head

· Cruwee Cove

· Browns Rock

NPWS will also arrange warning signs to be erected at known access points to rock fishing locations in the Malabar extension to Kamay Botany Bay National Park.  

NPWS and Randwick City Council have discussed the design and locations for shock signage. Randwick City Council has ordered the signs, which will include an indication of the number of deaths associated with rock fishing in a particular location.”



	FUTURE – Next response
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	Paul ROSSINGTON AND 

Kristen SCHRODER 


	Deputy State Coroner  

Dillon

At Glebe

30 June 2015
	That Paul Rossington died on the night of 8 and 9 May 2013 in the Tasman Sea approximately 65 nautical miles east of Foster New South Wales after jumping overboard from the cruise ship Carnival Spirit with the intention of assisting his partner Kristen Schroder who had accidentally fallen overboard. It is more probable than not that Mr Rossington died of exposure or drowning or a combination of both. 

That Kristen Schroder died on the night of 8 and 9 May 2013 in the Tasman Sea approximately 65 nautical miles east of Foster New South Wales after accidentally falling overboard from the cruise ship Carnival Spirit.  It is more probable than not that Ms Schroder died of the injuries she received when falling, exposure or drowning or a combination of all these.
	Carnival Australia 
	I recommend that Carnival Australia, as part of its passenger safety protocols, consider introducing a specific verbal briefing concerning Man Overboard procedures for passengers coming aboard its cruise ships. 
	As Carnival Australia is not a New South Wales Government Agency, it is not obliged to respond to the Attorney General under Premier’s Memorandum 2009-17.

	FUTURE – Next response
	


\
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	Skye SASSINE 

	Deputy State Coroner  MacMahon

15 May 2015

At Glebe 


	That Skye Sassine (born 26 May 2008) died on 31 December 2009 at Liverpool Hospital  in the State of New South Wales.  The cause of her death was head injury that she sustained when the motor vehicle in which she was a passenger was struck at high speed by a motor vehicle which, at the time, was the subject of a police pursuit. 
	Commissioner of Police 
	1) That Amendments be made to the NSW Police Force (NSWPF) Safe Driving Policy (SDP) to:

Provide that where a death occurs following, or during the course of, a police pursuit, the driving of the officer/s in the pursuing vehicle/s during the pursuit itself, and any preceding period of urgent duty or catch up, be reviewed by a Safe Driving Panel to assess the compliance of the driver/s with the SDP. 

That a Safe Driving Panel, having assessed the driving of an officer/s in such circumstances, prepare a written statement of the matters considered, the conclusions it has reached and the reasons for any recommendations it has made. 

Such statement of conclusions, recommendations and reasons to be retained in the records of the Safe Driving Panel and a copy provided to the officer the subject of the review. 

That the role of the Police Aviation Support Branch (PASB) in circumstances of urgent duty or pursuit be reviewed in order to clarify such role so as to ensure that such role can be reasonably undertaken having regard to the capacity of available technology and resources. 

Having clarified the role of PASB officers in circumstances of urgent duty or pursuit, appropriate training should be provided to members of the PASB and other police officers likely to be involved in such situations as communications operators, VKG Supervisors and Duty Operator Inspectors. 
	On 31 December 2015 the Commissioner of Police advised the Attorney General as follows:
“The NSW Police Force has reviewed the Safe Driving Police and the recommendations made by the Deputy State Coroner were factored into that review along with those from other Inquests responding to police pursuit related deaths.  Once a decision and the review is finalised, a response to the Sassine Inquest recommendations will be provided in full. 

The NSW Police Force has, in the meantime, taken measures to address the issues raised by the Deputy State Coroner.  Importantly, at the request of the Coroner, and in certain other circumstances, experts from the NSW Police Force Traffic Policy Section undertake detailed reviews of critical incidents that involve deaths arising from police pursuits. 

Local Area and Specialist Commands have their own Safe Driving Panels that meet regularly to identify any problems or patterns in driver behaviour.  The Safe Driving Policy clearly describes the purpose and responsibilities of the Panel including to review the actions of drivers involved in a police pursuit where a death has occurred.  The Panel may recommend further driver training or may reduce or remove the driver’s certification depending on the previous history and circumstances surrounding the incident.  Its decisions are recorded in standardised minutes developed at the recommendation of the NSW Ombudsman to ensure consistency across all Panels.  The NSW Police Force State Pursuit Management Committee monitors all pursuits and determines when the standards of the Safe Driving Police have not been met. This Committee provides its findings to the relevant commander, just as the Panel advises the Committee of its decisions. 
The Aviation Support Branch has developed a Standard Operating Procedure and training package for pilots and tactical flight officers dealing with their role in pursuit and urgent duty operations. This is now included in the Certificate IV – Tactical Flight Officer course,  and has been delivered to all operational staff in the Branch.   An Aviation Support Branchy Pursuit Review Committee has been created to review and make recommendations on all urgent duty and pursuit operations in which the Branch is involved.   Additionally, the Aviation Support Branch is now represented on the State Pursuit Management Committee. 



	FUTURE – Next response
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	SCHLICT Joachim Peter 


	Deputy State Coroner 

MacMahon
14 April  2015

At Glebe  


	That Joachim Peter  Schlict (born 15 March 1989) died on or about 22 July 2014 in the Tasman Sea in the vicinity of Smokey Cape Beach, Smokey Cape in the State of New South Wales.  The cause of his death was drowning which occurred when, for an undetermined reason, he experienced difficulties when swimming. 
	Director, NSW National Parks and Wildlife Service
	That the warning signage at the Smokey Cape Beach be reviewed so as to ensure that persons attending the beach are adequately informed of the dangers associated with swimming at an unpatrolled beach. 
	On 23 September 2015, Terry Bailey, CEO, NSW Office of Environment and Heritage, advised:

“Consistent with the Coroner’s recommendation, the National Parks and Wildlife Association (NPWS) has reviewed the signage at Smokey Cape Beach. The signage, which was in place at the time of Mr Schlict’s drowning, was installed in 2012.

The signage includes warning text and symbols that indicate there are;

· No lifesaving services

· Strong currents

· Unexpected large waves

· Shallow water

· Sudden drop offs 
The signage is consistent with the Office of Environment and Heritage Risk Management Policy and Risk Management Procedures, NSW Visitor Safety Policy for specific risks associated with beaches and NSW Beach Access Signage Design Procedures.  The signage is consistent with a state wide approach to address risks associated with beach safety and is adequate to warn visitors of the dangers associated with swimming at an unpatrolled beach.

The NPWS Beach Access Signage Design Procedures were developed in conjunction with a range of partner emergency service including Surf Lifesaving Australia and based on the National Aquatic Recreational Sign Style Manual. They use the same hazard ratings as local councils.

The beach hazard ratings information used in the risk assessment of surf beaches and bays is from Beaches of the New South Wales Coast – Australian Beach Safety and Management Program. 

	FUTURE – Next response
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	Kia

SHILLINGS-WORTH 


	Deputy State Coroner 

Dillon

22-24 September 2015
7 December

2015

At Dubbo and Glebe


	That Kia Shillingsworth died on 29 October 2012 at the Brewarrina Hospital New South Wales of acute rheumatic carditis leading to pulmonary oedema and cardiac failure.   
	Minister for Health  
	1) That NSW Health consider adopting or adapting the CARPA Manual for use in remote hospital and health services in remote areas in the State, especially those in areas with large Aboriginal communities. 
2)  That the Local Health District trial the use of the CARPA Manual in remote hospitals and health services, especially those with large Aboriginal communities. 

3)  That the Local Health District expand its ‘Quick Medical Orientation to Brewarrina Multipurpose Service: Survival Kit for the First 48 Hours’ to include specific reference to the Neonatal and Paediatric Emergency Transport System (NETS) and also to local Aboriginal services.

4)  That the Local Health District also amend other health service ‘survival kits’ in use in the region in similar fashion as appropriate.

5)  That the Local Health District develop a briefing document/s for locums and new staff that will assist in orienting them in relation to the specific local health and relevant social issues that they are likely to encounter upon their arrival in remote hospitals and health services, especially the particular health issues that members of local Aboriginal communities may face.

vi)  That NSW Health consider the two-way video consultation system in use between remote regions of Western Australia and Perth with a view to learning whatever lessons, if any, that may usually be applied in NSW.


	  
On 1 March 2017, the Minister for Health, the Hon Brad Hazzard MP,  advised the Attorney General as follows: 
“NSW Health supports Magistrate Dillon’s recommendations and is committed to improving health services for those in rural and remote communities including for Aboriginal people and their communities. Please find attached a report that details NSW Health’s implementation of these recommendations.”
Recommendations 1 and 2
NSW Health recognises the potential benefits of the CARPA Manual. Western NSW Local Health District as well as the Office of the Chief Health Officer and the Maternity Child Youth and Paediatrics unit are exploring its possible applicability and value add to existing policies and guidelines for rural and remote areas of NSW. 

Recommendations 3,4 and 5

The ‘Welcome! Quick Medication Orientation to Brewarrina Multi- Purpose Service’ Manual (the Manual) has been updated to include references to Aboriginal services, namely Aboriginal Liaison Officers.  These officers are best placed to ensure Aboriginal patients are referred, where required, to appropriate agencies.  It should also be noted that the Local Health District Patient Flow and Critical Care Advisory Services (CCAS) co-ordinate transfers within and outside the Local Health District, including contacting any other specialist services for advice such as the Newborn and Paediatric Emergency Transport Service (NETS). For this reason, references to NETS have not been included in the Manual. 
The Manual subtitled ‘Survival Kit for the First 48 hours’ also includes briefing documents for locums and new staff orienting them in the likely health and social issues, including for Aboriginal people.  This resource is used in all multi-purpose and rural facilities in the District including Brewarrina and is able to be amended to suit specific local needs. 

In addition to the Manual, all facilities in the District have a Clinical Emergency Response System chart on the walls in their Emergency Department and acute ward. The chart directs staff in a clinical emergency and includes the CCAS phone number.

Recommendation 6 

NSW Health committed $4 million towards the roll out of an additional 100 Telehealth sites in the 2015 Budget. These sites add to the 1000 sites already in operation across rural and regional areas and are scheduled to be fully operation by May 2019. In addition NSWE Health has endorsed, funded and is currently supporting widespread adoption of the Health Direct Video Call service across all LHDs and SHNs. Video Call has been adopted by 14 LHDs over the past three months as it allows clinicians to consult via two way video calls using wbe based technology on any device. 

The Western NSW LHD has confirmed that it is currently installing and operationalizing Cisco C.A. 700 Telehealth wireless carts (Wallies) into rural facilities. Sixty of the 100 new Telehealth systems have been installed, including one at Brewarrina. The remaining Telehealth systems will be fully operations by May 2018.  

Clinicians use this two way systems for the clinical management of deteriorating patients. There are positive aspects for use of a one way video system and it is noted that the Western Australian NETS equivalent does not use a two way system.



	
	
	
	Minister for Family and Community Services 
	That, if the evaluation of the trial of the mobile team demonstrates that it is successful, the Department continues the program as a permanent feature of its work in the region.
	On 25 February 2016 the Minister for Family and Community Services (FACS), the Hon Brad Hazzard MP, advised the Attorney General as follows:

“FACS supports this recommendation. The Mobile Child Protection Unit (MPCU) commenced in the Western NSW District in February 2015. It is a pilot trial and has been endorsed until February 2017. FACS is evaluating the MCPU and considering the impact of the team in Western NSW over the initial 12 months of the program. 

FACS is committed to practice improvement, particularly in rural and remote communities where it has been difficult historically to recruit and retain staff and where service provision is limited. The MCPU has already increased the number of children seen in Western NSW. 
The MCPU Trial is in place until February 2017. As suggested by the Coroner in his recommendation, a decision about whether the MCPU becomes a permanent feature of work in Western NSW will be dependent on the results of its evaluation.” 


	FUTURE – Next response
	In addition to responding to the Recommendations NSW Health is also undertaking a number of additional actions to improve the diagnosis and management of Acute Rheumatic Fever (ARF) and Rheumatic Heart Disease (RHD).   These include making AFR and RHD notifiable conditions in people under the age of 35 years in NSW.  NSW has also introduced a register for people with ARF and RHD to support them to get regular antibiotic injections and follow up.   There has been an RHD network established in NSW with a NSW Co-ordinator appointed in May 2015 and working with RHD co-ordinators in each LHD to increase community awareness and support clinicians and patients.  A NSW framework for addressing ARF and RHD provides guidance to health services in developing approaches to address ARF/RHD. The framework focuses on reducing Group A streptococcal infections, improving the management of sore throats and skin infections, improving secondary prevention of RHD/ ARF, improving long term care and access to specialist services.  Housing for Health is a program designed to improve living conditions in Aboriginal communities. The NSW program started in 1997 and has shown positive outcomes. A pilot project, basedon the same methodology, is being planned for people diagnosed with RHD / ARF.
NSW Health has dedicated a webpage which provides all relevant information, tools and resources on ARF/RHD. This site is at http://www.health.nsw.gov.au/infectious/rheumatic/Pages/default.aspx
This site includes information sheets for patients and communities, a NSW health Video for patients and families entitled ‘Rayboy’s story’. There are also guidelines for health professionals and links to further resources.
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	SJOSTRAND Anna 

NB Paragraphs 80-102 of the findings of her Honour are subject to a non publication order. 

	Magistrate Greenwood

13 November

2015

At Wagga Wagga  


	That Anna Therese Sjostrand died on 13 November 2011 at Columbo Creek Morundah in the State of New South Wales Australia.  The direct cause of Anna’s death was drowning.  The circumstances that led to Anna’s death are undetermined. 
	 NSW Commissioner of Police  
	 That this case be referred to the Unsolved Homicide Team.


	  
On 13 January 2016 the Acting Commissioner of Police advised the Attorney General as follows:
“In accordance with the recommendation, this matter has been referred to the Unsolved Homicide Team for attention and will be captured on the Unit’s database and progressed at the earliest opportunity.”’

	FUTURE – Next response
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	SOUTHWICK Adam 


	Deputy State Coroner 

Forbes 

3 December

2015

At Glebe 


	That Adam Douglas Southwick died on 20 September 2013 at Coffs Harbour Health Campus NSW. I am satisfied that the cause of his death was as a consequence of methylamphetamine

Intoxication while being restrained in a confined space.  Positional asphyxia as major contributory factor in the cause of death cannot be excluded. The manner of his death was misadventure. 
	 NSW Minister for Police 
	1. That this matter be investigated and reviewed by the NSW Police Professional Standards Command. 

2. That the NSW Police Force reviews the implementation of policies and training (including continuing professional development programs) dealing with ill or intoxicated detainees. 

3. That the Code of Practice for Crime be revised so as to include:

i. A clear demarcation of responsibility for persons in custody, including when and in what circumstances a custody manager assumes responsibility for a detainee from arresting police;. 

ii. The importance of promptly removing persons from police vehicles upon arrival at a station so that they can be appropriately monitored and assessed; 

iii. In the event of delay in removing persons from police vehicles, the need for face to face monitoring whether by the custody manager or a delegate;

iv. The circumstances in which it is inappropriate to place an ill or intoxicated person in a dock;

v. The inappropriateness of dragging detainees who are unable to walk by reason of illness or intoxication;

vi. The appropriate procedure for the transport of ill or intoxicated detainees from public places to either a police station of hospital in circumstances where medical attention is required. 

4. That the review give consideration to providing further training and/or undertaking further steps to improve the implementation of Police policies in relation to the following:

i. That if a detainee is incapable of suiting upright without assistance and communicating verbally by reason of illness and intoxication, medical assistance should be sought (including by calling an ambulance);

ii. That detainees should not be placed in the dock where, by reason of illness or intoxication, they are unable to sit upright without assistance;

iii. That detainees with a diminished level of consciousness should not be placed in a dock with their hands handcuffed behind their back;

iv. That no detainee should be placed on the floor of the dock or in a confined space that may restrict their movement and ability to breathe. 

v. The need to closely monitor ill or intoxicated detainees for fluctuations in consciousness levels. 
5. That consideration be given to introducing a requirement that all custody managers and shift supervisors likely to be involved in the supervision of custody arrangements complete the safe custody course. 

6. That all NSW Police Stations with custody facilities should clearly display a poster or other document that provides guidance to officers in relation to:

i. The care and assessment of detainees including in relation to levels of consciousness of detainees;

ii. Risk factors arising in relation to detainees suffering from intoxication or medical conditions;

iii. A reminder that all police officers, regardless of rank, are able to call an ambulance whenever they consider appropriate. 
7. That NSW Police seek to develop and implement a policy or memorandum of understanding with NSW Health and NSW Ambulance regarding the transportation and care of intoxicated detainees.


	On 16 May 2016 the Hon Troy Grant MP, Deputy Premier, Minister for Justice and Police, The Arts and Racing, advised the Attorney General as follows:

1) The Professional Standards Command completed its investigation as a Part 8A Police Act 1990 complaint. The complaint investigation did not identify any specific evidence pointing to intentional dishonesty or wanton disregard for the welfare of Mr Southwick. The police actions in the context of all objective and subjective considerations were not considered as misconduct requiring further scrutiny under Part 8A.  

2) The NSWPF Safe Custody Course was reviewed.  Any perceived in adequacies relative to the assessment of consciousness and risk of potential asphyxia have been modified to include a case study on the circumstances of Mr Southwick’s death. Other than these changes, reviews of existing training packages has not necessitated a need for change and are considered adequate. 
3) The Code of Practice for CRIME was reviewed in light of the Coroner’s recommendations and the content was revised and has since been incorporated into an updated ‘Custody’ chapter in the Police Handbook. 

The revised ‘Custody’ chapter includes the ‘hand over’ process between arresting/escorting police and custody managers, the importance of promptly removing people from police vehicles on arrival at the police station and the need to maintain observation of the person in custody until this occurs.

Additional information on the managing of specific risks associated with drug and alcohol intoxication has been included, including the need to seek medical attention if there are any concerns about a person in custody. A statement has been added that any police officer, regardless of role or rank, has the authority to call an ambulance.  

4)  A review of other training material, current instructions and professional development material has been undertaken and are considered adequate. These include:

· Policing Issues and Practice Journal Articles

· Six minute Intensive Training Packages

· E-Learning products

· Police Monthly articles

· Computerised Assessment Systems 

A further Six Minute Training Intensive (SMIT) module entitled ‘Safe Custody and Prisoner Transport-Drugs and Alcohol-Risks’ was sent out with the poster (recommendation 5) state-wide. 
Refer also to recommendations 2 and 6. 

5) All Custody Managers have completed the Safe Custody Course. Should a Custody Manager not be available to undertake custody duties, police officers are guided by comprehensive custody guidelines contained in the NSW Police Force Handbook. 
Refer also to recommendations 2 and 6. 

6) The Safe Custody – Medical Risks poster addressing the recommendation has been sent to police stations in NSW with a directive that it be prominently displayed in all police stations charge rooms. 
The revised ‘Custody’ chapter includes further instruction regarding the placement of people in docks. Further information about assessing levels of consciousness has been added, including that semi-conscious or unconscious people are not to be held in police custody. A specific instruction to not drag detainees unless there is no other safe way of moving them has been added. 
7) Recommendation 7 is not supported.  The current interaction between NSWPF and the NSW Ambulance Service in the context of transportation and care of intoxicated detainees is clear:

· NSWPF policy creates guiding principles on when to seek medical attention for intoxicated detainees.
· When detainees are assessed as requiring medical attention an Ambulance is contacted and attends. 
· Ambulance actions are guided by their ‘Protocols and Pharmacology’ which are systematically reviewed by ASNSW committees. 
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	SUKHOV 
Igor


	State Coroner Barnes

23 January 2015

At Glebe  


	That Igor Sukhov died on 4 December 2013 at Roseville train Station in New South Wales.  The cause of death was multiple injuries sustained when, while severely intoxicated, he went into a rail corridor at night and was struck by a passing train.
	NSW Transport – Sydney Trains 
	Having regard to the frequency with which trespassers are detected within the train corridor and the extreme danger which this can pose, I recommend that Sydney Trains develops a comprehensive policy instructing its staff on what issues they should consider and that criteria they should apply when determining how to respond to these incidents. 
	On 27 July 2015, the Chief Executive of Sydney Trains, Mr Howard Collins OBE, advised as follows in a letter to the Attorney General:
‘The State Coroner’s recommendation was processed using Sydney Trains’ Safety Action Management System and assigned to the respective General Managers of the Sydney Trains Directorates responsible for Network Operations, Security, Rules and Compliance and Investigations and Action Management for consideration and, if warranted, action. 
The outcome of the process was that the recommendation was rejected. 

The relevant Network Rule in place at Sydney Trains, then, as now, is Network Rule NGE206 “Reporting and Responding to a Condition Affecting the Network” (CAN Rule).    Rather than listing each circumstances, the CAN Rule prescribes the tools and methods available to operators to appropriately report and respond to a condition affecting the network.  

The Recommendation is rejected on the basis that it is not practicable to list or prescribe each trespass condition or circumstance which could affect the network, due to the number and variety of trespass incidents, which occur in the order of 5,000 times per year. 

The Office of the National Rail Safety Regulator has been informed of the outcome of Sydney Trains’ consideration of the Recommendation.

Communication

Although identified as an issue, there was no Recommendation made in respect of communication. Sydney Trains has nevertheless enhanced its ability to more reliably and accurately capture and communicate trespass information by means of a Trespass Check List which has been developed in consultation with Police Radio VKG and adopted on 25 May 2015.
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	Prabhdeep SRAWN 


	Magistrate Grahame 

At Glebe 

On 28 June 2015


	On the balance of probabilities I find that Prabhdeep Srawn is dead.  He died on or in the days shortly after 14 May 2013. I am unable to determine the expect place of his death however it occurred in the area of Kosciusko National Park. The exact cause of death remains unknown. However on balance it appears that Pradheep’s death occurred by misadventure of some kind. 
	NSW Police Commissioner 
	That the NPWS and NSW Police Force immediately investigate and consider implementing a web based trip intention lodgement system.


	On 18 January 2016, the Commissioner of Police advised the Attorney General as follows:
“The NSW Parks and Wildlife Service (NPWS) is the lead agency on this matter and officers have met with representatives from the NSW Police Force to discuss the expansion of existing bush safety initiatives and to explore further development of a web based system.

I am aware that a pilot web-based intention form has been developed and is currently in the test stage before being trialled on the NPWS website. The option of obtaining a Personal Location Beacon (PLB) will remain, however the paper based form will be replaced by an online Trip Intention Form. 

The trial in the Blue Mountains and Kosciusko National Park is expected to commence early in 2016 prior to release to the wider community”. 



	
	
	
	National Parks and Wildlife Service


	That the National Parks and Wildlife Service (NPWS) consider implementing better systems so that its website can be updated and corrected in a timely manner. 

That the NPWS consider reviewing and expanding its educational material aimed at Bushwalkers, both on its website and more broadly, especially in relation to the potential dangers found in the Australian Alpine conditions.

That the NPWS consider ways of expanding and publicising its PLB loan system in the Kosciusko National Park.
	On 24 December 2015, the Deputy Chief Executive of the National Parks and Wildlife Service advised the Attorney General as follows:
“In May 2015 OEH upgraded its National Parks visitors website to give greater prominence to safety messaged for bushwalkers and other visitors planning trips to parks.  This included providing specific safety information for each of the major walking tracks in Kosciusko National Park. 

Significant changes were also made to the way the website is managed, including the introduction of an annual review of website content and transfer of responsibility for reviewing website content to the NPWS staff most familiar with the information for each park, that is, the relevant NPSW area managers. 

The first annual review of content on the national parks visitor website will be conducted in February 2016 and will include all content for parks including tracks and trails, attractions, campgrounds and accommodation. To assist in undertaking this review, OEH held a three day workshop in December 2015 to train NPWS area managers in the annual review of website content.

The OEH is committed to ensuring that its website meets customers’ needs.  The approach being taken is consistent with the Department of Premier and Cabinet’s circular C2012-08 NSW Government Website Management. 
OEH is also investigating a more obvious and intuitive feedback system for web pages to enable park visitors to report website inaccuracies. 

Further, NPWS is improving the consistency of grading of walking track difficulty in parks across NSW on both its website and on site signage, by applying the nationally recognised Australian Walking Track Grading System (AWTGS).  NPWS has used to the AWTGS to grade about 600 of the 677 more popular well known tracks identified on the national parks visitor website. The AWTGS gradings for those tracks will be displayed on the website in early 2016.

In July 2015, OEH reviewed and updated the Alpine Safety webpages with advice from NPWS staff responsible for managing the alpine region in Kosciusko National Park to ensure content accuracy. 

In early 2016, the national parks visitors website will also feature a webpage with information on Kosciusko back country camping.  That webpage will provide a range of information including on safety, for visitors planning to camp and trek in Kosciusko National Park’s Main Range and back country. 
The national parks visitor website now also has specific safety information for each of the major walking tracks in Kosciusko National Park, including a link to the NSW Police’s Think Before You Trek program, which originated as a program operating in the Blue Mountains.

Think Before You Trek promote the benefits of planning ahead for a bushwalking trip by using an easy to remember acronym: TREK (Take adequate supplies, Register your planned route, Emergency Personal Locator Beacon, Keep to your planned route and follow walking trails).   Bushwalkers can complete a trip intention form without borrowing a personal locator beacon (PLB).  The form records details of the intended route, expected time and date of return and personal contact information. 

NPWS and NSW Police will commence a trail of an expanded Think Before You Trek program covering both the Blue Mountains and Kosciusko National Park in early 2016 that will enable bushwalkers to record their intended trip on electronic tablets at NPWS visitor centres and police stations.  The trial will include the option of borrowing a PLB for free and is expected to last about six months.  The trial results will enable NPWS and NSW Police to extend the program to other parks with popular walking tracks using a web based trip intention form on the NPWS visitor website. 

NPWS staff at national parks visitor centres in the Blue Mountains and at Jindabyne will also provide information to bushwalkers on the Think Before You Trek program including the importance of completing a trip intention from and the option of borrowing a PLB.

NPWS and NSW Police have been loaning Personal Locator Beacons (PLB) to bushwalkers who wish to use them in Kosciusko National Park for some years.  A nominal hiring fee has applied. 

Bushwalkers in the Blue Mountains are currently able to borrow  PLBs for no fee from NPWS or NSW Police when they completed a hard copy trip intention form at an NPWS visitor centre, police station or the Blue Mountains Council visitor centre at Echo Point in Katoomba. 
The expanded trial of Think Before You Trek in Kosciusko National Park and in the Blue Mountains will include the option of borrowing a PLB for free when bushwalkers complete an electronic trip intention form. 
Since December 2008, the signal on a PLB to alert emergency services has been activated by 29 people or groups in the Blue Mountains.  Of those 59 occasions, there was no instance where those who activated the PLB were not successfully rescued or did not return from their walk.  Thirty five of those activations were from PLBs that had been borrowed through the Think Before You Trek scheme.
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	TANCEVSKI Max


	Magistrate Paul MacMahon

22 May 2015

At Glebe
	I am satisfied that the human remains located on 11 August 1994 by Mark Neil Peterson in the Hawkesbury River half a mile east of Cowan Waters and a quarter of a mile north of the southern shore of Broken Bay and referred to as Unknown Human Remains – Patonga (E48293) are the remains of Max Tancevski (born 13 May 1956).

I find that Max Tancevski (born 13 May 1956) died on or about 11 January 1993 at an undetermined location within the Sydney Metropolitan area. The cause of his death was Blunt Force Head Injuries that were inflicted on him by a person, or persons, unknown.
	Commissioner of Police
	That the investigation of the death of Max Tracevski (sic) be referred to the Unsolved Homicide Unit of the NSW Police for further investigation in accordance with the policies and protocols of that Unit.


	On 3 August 2015, the Commissioner of Police responded as follows:

“In accordance with this recommendation, the matter has been referred to the Unsolved Homicide Team for attention and will be captured on the unit’s database and progressed at the earliest opportunity.”
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	Helen STACE 


	Magistrate Clisdell

At Parkes Local Court

22 May 2015 
	That Helen Stace died on 2 July 2012 at Forbes District Hospital as a result of lobar pneumonia with an underlying cause of viral pneumonia. 
	The Minister for Health  
	1. That the letter from the Western Area Health Service be circulated by the NSW Health Department to all health services in NSW as recommended best practice for dealing with the advice on how and whom to contact to arrange an air retrieval or other transport of patients.
2. That the Health Department make it clear that an air retrieval may be organised by a registered nurse and not just a doctor.

3. That all locum doctors in regional NSW hospitals receive appropriate advice and be made aware of the basic policies and procedures that apply to the relevant Area Health Service by either a hospital administrator or a nurse manager and in particular about local arrangements for movement of patients including:

a) Available hospitals and specialists

b) The appropriate numbers to call for both urgent and non-urgent transfers

c) The advice can be oral or written but should NOT be a copy of the NSW Health Policy for locum doctors. If written it should be brief enough to be easily read (e.g., dot points)

4. That any person who presents twice in any 24 hour period to a Hospital Emergency Department MUST be admitted or MUST BE seen by a doctor before being sent home.
	Recommendation 1
In progress - NSW Health acknowledges the Western NSW Local Health District (WNSWLHD) letter details appropriate efforts to improve processes for air and other patient transport. NSW Health advises that since this letter was prepared, WNSWLHD has made further improvements to these processes which have been utilised

in the development of the new state-wide Critical Care Tertiary Referral Network policy. NSW Health had considered circulating the WNSWLHD letter to all Local Health Districts but determined it more

appropriate to bring this matter to their attention once the policy is finalised in December 2017. Once this policy is finalised the Ministry will circulate a notice to Chief Executives of Local Health Districts that will:

• address the issues identified in this coronial; and

• highlight the appropriate arrangements for air and other patient transport as stated in the new policy.  NSW Health also advises that the State-wide Medical Retrieval Executive Governance Committee has governance oversight of the overall operation of air retrieval and other transport of patients.
Recommendation 2
Complete:  NSW Health advises that Registered Nurses already play a critical role in organising medical retrievals,

and in practice, can call for air retrievals in consultation with other clinicians. This is a feature of the Recognition and Management of Patients who are Clinically Deteriorating Policy Directive PD2013 049 which has been released since this incident.

Also included in this policy is the requirement that all facilities must have a Clinical Emergency Response System (CERS) protocol that includes a clearly defined escalation process for a patient who is clinically deteriorating. This process must:

• include clear instructions on who will respond and how they will be contacted 24 hours a day; and

• be accessible and known by all clinicians, for a patient who requires a Clinical Review or Rapid Response.

For your information:

• A Clinical Review is a patient review undertaken within 30 minutes by the attending medical team, or designated responder, as defined in the local CERS protocol. Depending on the local CERS protocol, the Clinical Review may be undertaken by a medical officer on call or an appropriately experienced Registered Nurse/Midwife, preferably First Line Emergency Care Course (FLECC) accredited or with post graduate qualifications in emergency/critical care nursing.

• A Rapid Response is an urgent review for patients who have Red Zone observations or Additional Criteria on a Standard Observation Chart undertaken by a Rapid Response Team, or designated

responder(s), as defined in the local CERS protocol. The Rapid Response Team (RRT) members or designated responder(s) must have an advanced level of competence in the management of the

clinically deteriorating patient.  In small or rural public health facilities, the designated responder may be a Registered Nurse/Midwife with First Line Emergency Care Course (FLECC) training or a paramedic who attends as a result of a

CERS Assist call.

Recommendation 3
Complete: NSW Health supports this recommendation and advises that the new Locum Medical Officer Policy Framework has been reviewed and amended accordingly. The draft Framework is in its final consultation phase and is expected to be finalised in December 2017. Once endorsed, the Workforce Planning and

Development Branch at the Ministry of Health will ensure Local Health Districts adopt the Framework through a number of mechanisms including:

• Correspondence and information packages to Chief Executives and Directors of Medical Services

• Presentation and discussion with Directors of Medical Services at an upcoming bimonthly meeting

• Revised registration requirements and standard contracts for agencies involved in facilitating and recruiting locums; and

• Updates and advice on NSW Health webpages.

This new framework includes:

• the Locum Medical Officer Employment and Management Policy;

• the Standards and Conditions for the Provision of Locum Medical Officers to NSW Public Health Organisations; and

• the Medical Locum Agency Audit Guidelines.

The revised Locum Medical Officer Employment and Management Policy will require Local Health District locum managers and Medical Locum Agencies to provide medical locums with Locum Medical Officer Pre- Placement Pack in advance of placements, as well as a Local Medical Officer Orientation Pack on presentation for a shift or long-term placement. Details for these packs are as follows:
Locum Medical Officer Pre-Placement Pack:

A Pre-Placement Pack must be provided by a Medical Workforce Unit to a Locum Medical Officer, via a Medical Locum Agency on placement of a Confirmed Order. The Pre-Placement Pack is provided to inform and prepare a locum in advance of a placement. The minimum requirements include:
• name, location and key contacts for the Clinical Department and the facility in which the Locum will be placed (including contacts for urgent and non-urgent transfers);

• general information about the health facility and its place within the local network of health services;

• security information.

Locum Medical Officer Orientation Pack

An Orientation Pack must be provided to a Locum on their arrival for a placement in a Clinical Department. The information provided in this Pack should be written in succinct, dot-point form to allow it to be easily read, digested and used for reference. The Orientation Pack should not exceed ten (10) A4 pages in length. The minimum requirements include:

• detail regarding the role, supervisor/s, supports to the role, reporting requirements and any supervisory responsibilities;

• key information regarding all relevant local clinical protocols and procedures, hospital communication systems and emergency/resuscitation arrangements;

• detail regarding clinical support services such as pathology, medical imaging and procedures for requesting tests;

• a list of useful contacts, including names, roles, locations and telephone numbers (including contacts for urgent and non-urgent transfers);

• handover procedures for the Clinical Department.

Recommendation 4

Complete: NSW Health partially supports this recommendation and advises that subsequent policies and guidelines give effect to improving patient admission and departure. Since this incident, PD2014 025 Departure of Emergency Department Patients Policy Directive and the GL2016 012 Rural Adult Emergency Clinical Guidelines have been released and address the issues arising from this incident. NSW advises that admission to hospital will be based on a comprehensive assessment of any patient who returns to the Emergency Department within 24 hours.
The Departure of Emergency Department Patients Policy outlines four key principles to ensure a patient is ready for departure from the Emergency Department (ED). These principles assess whether the patient is clinically safe for departure; that appropriate risk assessments have been undertaken; that identified risks have been mitigated where possible and that the patient's care needs have been communicated to patients, carers and other health professionals. The completion of this process is authorised by senior medical and nursing staff (or their delegate) that the patient is ready for departure. This will then be documented in the patient's Health Care Record. In circumstances where there is no senior medical staff on site, delegation of authorisation to depart the ED will be according to locally agreed to and communicated processes.
The Rural Adult Emergency Clinical Guidelines provide clinical support for the early assessment and management of immediately or imminently life threatening conditions. Further instructions for medical staff within the Guidelines that address re-assessment and discharge of rural patients include:

• Start Over— Re-assessment means starting from scratch, and approaching the patient with no preconceptions. Clinicians must ignore a "diagnosis" that has been previously given. For example, labeling abdominal pain in an elderly person as constipation before serious surgical diagnoses have been ruled out, and simultaneously, consider all information available from other sources.
• Representing patients pose a higher risk— Any recent presentation to an ED or any other medical provider for the same complaint should flag this patient as high risk.

• Use ‘red flags’— When patients present atypically or respond in an unexpected manner it can be difficult to determine what the most important elements of patient assessment are, and what will have

the greatest clinical consequence. "Red flags" are indicators in the patient history or examination that alert us to potential serious diagnoses that may be mimicked by more common and less sinister

conditions. Excluding potential serious diagnoses must be a conscious and active process once red flags are identified.

The Guidelines also instruct medical staff to ask for help regardless of the time of day; discharge a patient only when their pain is under control; and not to dismiss a patient who re-presents from any site of medical care (not just ED) for the same problem as they are of high risk.

The adoption of the policy directive and guidelines is evidenced through their distribution to relevant agencies, local health districts and specialty networks through the Ministry's policy distribution system, as well as their presentation at various Emergency Care Institute (ECI) emergency department forums. In addition, the guidelines were featured in the ECI newsletter which is distributed to an audience of 1,600 that includes all Emergency Department Directors and Nurse Unit Managers, and the policy directive was subject to a self -assessment checklist that required emergency departments to demonstrate implementation.
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	Matthew THOMAS 


	Deputy State Coroner  

Forbes 

At Glebe 

On 17 June 2015


	I find that Matthew Thomas died on 25 April 2013 at 19 Quarter Sessions Road Westleigh NSW. I am satisfied that the cause of his death was gunshot wounds to his head and chest. The manner of death was the result of injuries inflicted by Peter Junghans. 

	The Commissioner of Police 
	That consideration is given to the development of a policy to provide written information to victims of crime about who is responsible for forensic cleaning of a crime scene, what financial assistance is available and the Victims Services contact details.
	On 29 September 2015, the Commissioner of Police advised the Attorney General as follows: 
‘It is normal police practice to provide victims of traumatic homicides, such as occurred in this matter, with a copy of the Coroner’s Court brochure/pamphlet. This practice is mandated in the NSW Police Handbook chapter on ‘Deceased Persons’, which directs police to promptly provide the details of reportable deaths to the Coroner through the submission of a P79A Form.  Page 2 of the Form at Section 2.3(i) requires police to record the details of the person to whom the Coroner’s Court brochure has been handed to. 

The NSW Police Force supports the Deputy State Coroner’s recommendation but suggest that the most appropriate means of addressing it would be to update the Coroner’s Court brochure to include the relevant information.
The brochure would be the most suitable medium for the placement of forensic cleaning information because:

· Police are accountable for providing the brochure/pamphlet;

· Police record to whom the pamphlet/brochure is provided;  

· Financial assistance for crime scene clean-up is provided by Victims Services;

· This reduces the number of brochures and pamphlets and information sheets that are given to victims at their point of trauma and the risk of information being lost. 

Information consultation on including this information in the Coroner’s Court brochure/pamphlet has been undertaken with the Commissioner for Victims’ Rights Ms Mahashini Krishna, who has indicated her in-principle support for this option. 

Specific information for inclusion in the Coroner’s Court brochure/ pamphlet is outlined in the attached document prepared by the NSW Police Force.
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	TRAN Tien Tien 

KARAYIANNIS

Nick 

	Deputy State Coroner  Dillon

On 12-13  October 2015 

At Glebe
	I find that Nick Karayiannis died on the night of 31 March – 1 April 2013 in cell 353 of Pod 11 in G Block, Metropolitan Reception and Remand Centre, Silverwater, New South Wales due to ligature strangulation inflicted on him by his cellmate Tien Tran while in the custody of the Department of Corrective Services. 

I find that Tien Tran died on the night of 31 March – 1 April 2013 in cell 353 of Pod 11 in G Block, Metropolitan Reception and Remand Centre, Silverwater, New South Wales by hanging with the intention of taking his own life while in the custody of the Department of Corrective Services. 


	The Minister for Justice  
	1. That the Department of Justice (Corrective Services) investigate and implement a system for ensuring the greater safety during B Watch of inmates being held in the Metropolitan Reception and Remand Centre, Silverwater by improving the capacity of correctional staff to monitor unsafe activity within the pods during that watch. 

	On 30 January 2015 the Minister for Corrections. the Hon D Elliott MP advised the Attorney General as follows:
“I am advised that Corrective Services NSW has carefully considered and implemented the Coronial recommendations at the Metropolitan Remand and Reception Centre.

1) CSNSW has already existing procedures and safety practices in place.
During the inmate reception/ screening/ induction process, inmates must be informed that cell call alarms are for emergency use, as stipulated in the CSNSW Operations Procedure Manual (OPM) (section 12.1.5). 
The CSNSW Male Inmate Handbook (page 8) also contains an explanation on cell alarms (knock up buttons) which advises that help is available from staff if an inmate or a cellmate is suddenly unwell or if there is an emergency.   

All CSNSW Officer must respond to every call. Once notified of a cell call or alarm, the night senior or officer in charge will proceed directly to the cell to further investigate the call and if necessary respond to any serious incident.  If the night senior or officer in charge is not available to respond immediately, the night senior or officer in charge must delegate the responsibility to another officer. In addition, the night senior or officer in charge must ensure one of the responding officers has the Emergency Response Kit as stipulated in the OPM (section 12.1.14.3).

If the night senior or officer in charge is not present at the cell, the night senior or officer in charge must be contacted and give their approval to unlock and enter the cell (if there is such a need).   A minimum of two officers must be present when opening the cell door. However, if the responding correctional officer finds an inmate hanging or believes the inmate’s life to be in danger, they must immediately render assistance to the inmate, according to the duties of a discovering officer in the emergency procedures described in section 13 of the OPM. 
All staff are directed to maintain the security and serviceability of cell alarms under their supervision which clearly states that the purpose of cell alarms is to preserve live and provide medical attention. 

The ‘Metropolitan Remand and Reception Centre General Manager’s Instruction 03/2015 B Watch Patrols’ was issued on 19 October 2015.  This instruction stipulates the revised procedures for B Watch Patrols (10pm to 6 am) including the following:

· The Assistant Superintendent (AS) of the B Watch is responsible for ensuring that staff are regularly deployed to walk through all pods at random and irregular intervals during the shift.

· Officers are to walk through each pod and report any abnormalities in regards to noise detected or issues which may indicate a security breach. These patrols will trigger Video Motion Detectors  (VMDs) and recording of movements for audit purposes. 

· The AS of the B Watch is responsible for logging times, Officers details and any information pertaining to the ‘roving’ duties in the Officer in Charge (PIC) B Watch journal.

· The Senior Assistance Superintendent (SAS) Systems at the Metropolitan Remand and Reception Centre is responsible for random auditing of the video footage related to this instruction and including this information in the Daily Security Reporting (DSR). 

· The Manager of Security is responsible for checking the OIC B Watch journal and liaising with SAS Systems at the Metropolitan Reception and Remand Centre for Audit purposes.


	
	
	
	
	2.That the Department of Justice (Corrective Services) give a Male Inmates Handbook to all male inmates received at the Metropolitan Reception and Remand Centre, Silverwater and that it implement a system of recording that each inmate has received the handbook.
	The CSNSW Male Inmate Handbook is already issued to every inmate during the reception, screening and induction process:

· The Male Inmate Handbook forms part of the overall inmate induction into custody and is part of the Reception, Screening and Induction program for new inmates which aims to ease their transition into custody. 

· In the handbook, inmates are informed of their rights and responsibilities as inmates, information about the legal and correctional systems (such as bail, classification, CSNSW Programs and services).
The General Manager’s revised procedures for the Metropolitan Reception and Remands Centre Screening and Induction of staff includes:

· Recording that the Male Inmate Hand book was given to the inmates and noted whether they accepted or declined it. The details are entered into the computerised Offender Integrated Management System (OIMS) under ‘Case Notes.’



	
	
	
	
	3. That the Department of Justice (Corrective Services) implement a system of recording entries to and exits from pods by correctional staff during B Watch.
	 The ‘Metropolitan Reception and Remand Centre (MRRC) General Manager’s Instructions 03/2015 B Watch Patrols’ was issued on 19 October 2015 and instructs the following:

· The Assistant Superintendent (AS) of the B Watch is responsible for logging times, Officer details and any information pertaining to the ‘roving’ duties in the Officer in Charge (OIC) B Watch journal. 

· The Senior Assistance Superintendent (SAS) Systems at the Metropolitan Remand and Reception Centre is responsible for random auditing of the video footage related to this instruction and including this information in the Daily Security Reporting (DSR). 

· The Manager of Security is responsible for checking the OIC B Watch journal and liaising with the SAS Systems at the MRRC for audit purposes. 
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	Trevor WILSON 

(A civilian)


	Magistrate Stafford  

On 29 January 

2015 


	Trevor Wilson was died at Glen Innes on 28 May 2011 from multiple injuries, sustained  as a result of an industrial accident. 


	CSNSW 
	1. That all forklifts carry a visible and accessible sign warning operators not to park on an incline and if that is unavoidable, blocks to be placed behind the wheels and the vehicle is not to be left unattended. 

2. CSNSW continue to progress towards the implementation of Australian Standards for the service, repair and maintenance of all mobile plant equipment.  


	Recommendation 1 – Completed 
Commissioner Memorandum 2015/15 ‘Mobile Plant Safety’ dated 11 May 2015 has been released. 

Requisite compliance to this procedure has been promulgated.

Corrective Services Industries (CSI) survey of mobile plant was conducted to coincide with the distribution of the new safety / warning labels that must be displayed on all forklifts within CSNSW and displayed in an area which is visible to the operator of the vehicle. 

Liaison with the Operational Performance Review Branch to ensure GEO Group Australia Pty Ltd management implemented requirements within their two privately operated correctional centres. 

Recommendation 2 – Completed 
A Work Health and Safety – Management System (WHSMS) for CSNSW has been established to support and assist with matters that affect health and safety in the workplace.  The system is continuously monitored, reviewed and improved upon. 
WHS Procedures developed for CSNSW including:

· Plant and equipment (published  30 March 2016) which covers all aspects of managing plant including but not limited to  pre purchase risk assessments, safe design and modifications, safe work method statements, establishing and maintaining a Plant and Equipment Register, parking of mobile plant, regular inspections and testing, maintenance schedules and dismantling storage and disposal.
· Traffic Management (16 Sept 2015) which states traffic management plans are mandatory and details what must be included in the plan

· CSNSW Safety documentation is on the intranet 

· Safety Team updates are scheduled biannually to improve consultation and awareness of changes to the WHS MS. 

CSNSW, CSI developed a WHS Training Package through www.safetyworks.com.au.  It has been developed around the new Justice WHS MS. The three day training course is broken up into six modules and can be customised for all of CSNSW in the following areas:

· Module 1: WHS Risk Management

· Module 2: WHS Consultation 

· Module 3: Work Environment 

· Module 4: Managing Specific Risks – Noise, Manual tasks, chemicals, confined spaces, Traffic, falls from heights, Plant and equipment, Electricity

· Module 5: Managing contractors safely

· Module 6: Incident Management

CSI has also approved a one day training package for Senior staff to understand their role and responsibilities in relation to WHS requirements. 

Regular audits are scheduled and conducted by WHS.  A three year audit plan has been established to ensure compliance with standards; including plant equipment registers and WHS systems are adequately maintained.

WHS system upgrade to transfer the WHS training to the Justice e-learning system is underway.  Consideration is also being given to offer similar training to inmate workers through the approved Green Computers.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Fire at University of Technology Sydney 

	Magistrate Helen Barry

At Glebe

25 August

2015
	I find that the Fire on 27 November 2012 in a Favelle Favco Tower Crane (serial Number S920) at the University of Technology Faculty of Engineering and Information Construction Site at 83-117 Broadway Ultimo originated inside the power pack enclosure. 
I make an open finding as to the cause of the fire. 
	WORKCOVER NSW 

	I recommend that in respect of the following matters:

1) Fire Control and warning:

WorkCover develop standardised guidelines for the provision and/or fitting of appropriate fire early detection systems and provision of sufficient fire extinguishers, in tower cranes while on site.  Such guidelines should be developed in consultation with industry through the Construction Industry Plant Consultative Committee (IPCC) and with Fire and Rescue NSW.  These guidelines should include guidance for both new and existing tower crane early detections systems and sufficient fire extinguisher capacity and cover all types of tower crane not just cabin controlled diesel/ hydraulic tower cranes. 
2. Maintenance

WorkCover develop standardised procedures for the maintenance of tower cranes while on site, with such guidelines to be developed in consultation with industry through the Construction Industry Plant Consultative Committee (IPCC). The IPCC document Key messages on tower cranes (as attached to these findings) should be considered in developing these procedures.  In particular consideration to be given to including time for scheduled on site maintenance of tower cranes as part of the principal contractor’s schedule of works. 

3. Replacement and/or fitting of IROFSD suction and feed hoses 

WorkCover to develop standardised requirements for the replacement of IROFSD suction and feed hoses fitted to tower cranes whether on site or as commissioned.  Such requirements should be developed in consultation with industry through the Construction Industry Plant Consultative Committee (IPCC).  The following protocol can be used as a basis for developing the standardised requirements as recommended. 
Existing cranes

Owners of all existing cranes should replace any IROFSD hydraulic suction or feed hoses (running from the hydraulic oil tank) with equivalent flame resistant or higher standard hydraulic hoses. The selection of replacement flame resistant (or higher standard) hydraulic hoses should be made in consultation with a recognised specialist hydraulic hose supplier or crane manufacturer. 
Maintenance manuals should be amended to list the new hose specification to provide information for future replacements. 

If the immediate installation of flame resistant hydraulic suction or feed hoses (running from the hydraulic oil tank) is impractical (for example because the crane is operational on sire), flame resistant insulation should be fitted round all hydraulic suction or feed hoses until flame resistant (or higher standard) hoses can be installed.

New cranes

Flame resistant (or higher standard) hydraulic suction or feed hoses (running from the hydraulic oil tank) should be fitted to all new cranes.  The maintenance manual should include the hose specification to provide information for future replacements. 

Both new and existing cranes 

Logbooks for new and existing cranes should records that flame resistant hydraulic suction or feed hoses have been installed (or temporary insulation provided until the hoses can be replaced0 to enable operators, principal contractors, unions and WorkCover to confirm what has been done.
4. Notifications and compliance

WorkCover, using its databases of registered tower cranes, should write to all current tower crane owners in NSW providing them with a copy of these recommendations and outlining WorkCover’s expectations and proposed actions in regard to the recommendations. WorkCover is to undertake a verification program to evaluated compliance by industry in response to these recommendations and take appropriate enforcement action when the actions are not in line with WorkCover’s expectations.   


	On 9 March 2016 Mr Peter Dunphy PSM, Executive Director of SafeWork NSW advised the Attorney General as follows:

“Recommendation 1:

SafeWork NSW has directed significant effort toward industry engagement using the Industry Plant Consultative Committee (IPCC), a tripartite organisation made up of Maters Builders’ Association (MBA), Construction, Forestry, Mining and Energy Union (CFMEU) and SafeWork NSW to which other industry representatives are invited to contribute their expertise.  This forum was used to discuss Coronial recommendations 1 through 3 around tower crane maintenance, fore control, and warning and improvements to suction and feed hoses. To facilitate this work, the IPCC nominated a sub-committee made up of a cross section of industry representatives.
The Chair of the IPCC wrote to SafeWork NSW in late December 2015 summarising input from the sub-committee. This input has directly contributed to the development of a position paper outlining SafeWork NSW’s expectations of industry in response to the Coronial recommendations and informed the scope of SafeWork NSW’s engagement program with industry.

The sub-committee also recommended the development of numerous Safety Alerts including one on tower crane maintenance which was distributed to all IPCC MBA and CFMEU members on 11 December 2015.

Recommendation 2:

SafeWork NSW, using its database of registered tower cranes, has written to all current tower crane owners in NSW providing them with a copy of SafeWork NSW’s position paper and the Coroner’s findings and recommendations.

Recommendation 3:

SafeWork NSW will undertake an engagement program designed to evaluate compliance by industry in response to SafeWork NSW’s position paper. Engagements will target tower cranes in the Greater Sydney, Hunter and Illawarra areas Engagement will include education and advice, verification and information gathering. 
Recommendation 4:

Following completion of the above actions, data will be collated and evaluated and a report produced to identify issues for further work with industry for continued improvements in safety.  



	
	
	
	Lend Lease Building Pty Ltd 
	I recommend that Lend Lease Building Pty Ltd amend its National EHS Management Plan to require testing of evacuation sirens upon any re positioning or re commissioning of such sirens, in addition to the existing obligation that such systems be tested monthly. 
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	VELLA Daniel
Shane

	Deputy State Coroner  

Forbes 
At Glebe

3 August 2015
	 I find that Daniel Shane Vella died from a gunshot wound at the ‘Pretty in Ink’ Tattoo Parlour as he worked on a client. Two men walked into the shop unannounced. One of the men was carrying a revolver and shot Daniel at close range. The identify of these men remains unknown despite extensive investigation.  

	NSW Commissioner of Police 
	1) The investigation into the death of Daniel Shane Vella should be referred to the Unsolved Homicide Unit of the NSW Homicide Squad for further investigation in accordance with the protocols and procedures of that unit. 

2) Consideration should be given to offering a substantial monetary award for information leading to the conviction of any person or persons for the murder of Daniel Shane Vella.   


	On 30 September 2015, the Commissioner of Police advised the Attorney General that:
‘The first recommendation has been referred to the Unsolved Homicide Unit for attention and will be captured on the unit’s database and progressed at the earliest opportunity.

In relation to recommendation 2, the offer of a reward can be a useful investigative strategy and consideration is being given as to whether the offer of a reward might assist in this particular matter.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Warrumbungle National Park (Wambelong Camping Ground) Fire Inquiry 


	Deputy State Coroner 

Dillon 

At Glebe 

On 28 September 2015
	I find that fire that broke out at the Wambelong Camp Ground on 12 January 2013 probably originated to the west of the camping ground on one of the banks of the Wambelong Creek. The evidence does not enable me to determine the cause of the fire.

 
	Minister for Emergency Services 

	1) That the Rural Fire Service consider proposing an arrangement with the Bureau of Meteorology to deploy weather balloons specifically for the purpose of assessing atmospheric instability during periods of severe to catastrophic fire danger in locations most likely to be severely affected, for example, areas in which a very high C-Haines index reading is registered and local fires have been identified. 

2) Alternatively, I recommend that the RFS consider developing such capacity to deploy weather balloons itself, in conjunction with mobile weather stations, for this purpose. 
3) That the Rural Fire Service consider redrafting the disclaimer in its fire predictions to make abundantly clear where the potential errors or omissions may affect the prediction and how to detect them if they are there (for example, by comparing them with linescans) and what other factors (such as VLS) may affect the predictions and in what way. 

4) That the Rural Fire Service consider amending its fire prediction reports to include a checklist of significant factors that have not been able to be considered in the prediction model and a warning to be alert for them and seek intelligence on them from fire ground managers. 

5) That in Class 3 fire-fighting operations, the Rural Fire Service consider including a fire behaviour analyst in the incident management team if feasible. 

6) That the Rural Fire Service consider extending pre-emptive section 44 to whole of Castlereagh RFS/Warrumbungle Shire area. 

7) That the Rural Fire Service together with other land managers develop a program whereby local stakeholders come together regularly (every 2 months during non-fire season and monthly during the fire season) to share intelligence and to consider hazard and incident management measures for implementation. 


	On 31 March 2016 the Minister for Emergency Services the Hon D Elliott MP, advised the Attorney General as follows in response to the Recommendations:

“The NSW Government has carefully considered the recommendations arising from both the Parliamentary and Coronial Inquiries into the Wambelong fire.  Of the 52 Recommendations made in both inquiries, 42 are supported or supported in part by the NSW Government.

Importantly, the NSW Government supports a number of key recommendations arising from both Inquiries which relate to improvements in NSW Rural Fire Service and National Parks and Wildlife Service’s operational management. Action is underway within these agencies to address these recommendations.

In February 2015, the NSW Government announced its commitment to giving the NSW Rural Fire Service the powers it needs to ensure that a strategic fire trail network across all tenures could be maintained in a way that provides for the safe and affective suppression of fires, and enable essential hazard reduction work to be carried out.  The NSW Government is currently developing legislative amendments to facilitate en enhanced network of fire trails in NSW that will substantially assist the NSW Rural Fire Service and local communities to fight bush fires and undertake hazard reduction activities.”

The responses to the Parliamentary Inquiry are not reported in this table.

[Please note: a full copy of this response can be provided by the Office of the General Counsel, NSW Department of Justice, Call 8346 1839] 

Responses:
Recommendation 1 and 2: Support 

The NSW Government will fund four regionally based weather balloon kits, portable weather stations and supporting vehicles to enhance the fire prediction capability at the most severe bush fires. This capability enhancement will allow weather balloons to be deployed to assess atmospheric instability during periods of severe to catastrophic fire danger in locations most likely to be affected. 

Data collected by weather balloons would then inform the preparation of aerological diagrams which provide a more sophisticated understanding of the atmosphere and are more useful for fire behaviour predictions.
Recommendation 3: Support

The NSW Rural Fire Service has reviewed the disclaimer to make it clear that a risk of inaccuracy exists within the prediction report and map, and so should not be solely relied upon when making operational decisions. The disclaimer will also identify the limitations with the predictions report and potential sources of error.
Recommendation 4: Support 

The NSW Rural Fire Service has reviewed the fire prediction reports and included a list of factors and assumptions used in developing the report. Incident Management Team personnel will be provided with training to improve their understanding and interpretation of information that the fire prediction reports may contain.
Recommendation 5: Support  

The NSW Government will fund four additional regionally based Fire Behaviour Specialists for deployment to specific Incident Management Teams and prediction tool/s to be used near the fire ground to facilitate decision making and delivery of fire predictive maps. 

These additional resources will provide improved tools and personnel for the implementation of training programs, delivery of fire predictive maps and deployment of fire behaviour specialists to the most severe bush fires, whilst maintaining the State Operations strategic capability.

Recommendation 6: Support 
The NSW Rural Fire Service has an established readiness procedure which provides for escalating levels of readiness by NSW Rural Fire Service staff and volunteers as well as its fire fighting partner agencies. This procedure includes the assessment of a requirement for ‘pre-emptive’ section 44 declarations by the Commissioner of the NSW RFS, if required.
Recommendation 7: Support in Part
The NSW Government supports the principle of regular meetings with stakeholders. However, a ‘one size fits all’ meeting schedule for Bush Fire Management Committees would not be appropriate. Meetings are held as often as necessary, as determined by each Committee to meet its own local needs, and in response to prevailing conditions. The NSW Rural Fire Service will work with Bush Fire Management Committees to reinforce the need to adopt and monitor meeting schedules in light of circumstances and fire activity.

	
	
	
	Minister for Emergency Services and the Minister for the Environment 


	8) That the Rural Fire Service and National Parks and Wildlife Service consider adopting the approach to fire classification suggested by Mr Conway that “classification and resourcing of the fire ground response and incident management capability should reflect the potential of the fire rather than observed fire behaviour.”
9) That the Rural Fire Service and National Parks and Wildlife Service introduce training, exercises or information packages, or other suitable forms of professional development, for operational fire fighters and analysts concerning the potential l effects of atmospheric instability and vorticity-driven lateral spread on fire behaviours in severe-catastrophic fire danger conditions. 

10) That the Rural Fire Service and National Parks and Wildlife Service consider developing a land management policy that requires active engagement with property owners adjoining the Park to ensure that hazard reduction and asset protection is encouraged and undertaken before the bush fire season commences. 

11) That the Rural Fire Service and National Parks and Wildlife Service consider amending their protocols for upgrading advices to higher levels to emphasise the significance and urgency of raising warning levels as soon as the potential dangers of fire to lives or property materially increase. 

12) That the Rural Fire Service and National Parks and Wildlife Service review the procedures for requesting aerial support in ‘severe’ or worse fire conditions to ensure that delays in providing it are reduced to the minimum time possible. 


	Recommendation 8: Support 

The Bush Fire Co-ordinating Committees Policy, Management of Bushfire Operations, provides guidance on fire classification and notification requirements. The policy was reviewed and upgraded by the Committee on 24th July 2014, as a result of the Wambelong fire and incorporates these principles.
Recommendation 9: Support 

The Fire Weather Technical Group of the Australasian Fire Authorities Council is in the final stages of developing a National Fire Weather Training Course, which will contain comprehensive material dealing with atmospheric instability. Once it becomes available training, exercises and information packs will be developed and implemented.
Recommendation 10: Support in part
The Castlereagh Bush Fire Management Committee and its sub-committee already meet regularly to specifically review hazard reduction and fire trail management. This provides an all-tenures approach to risk assessment and treatment across the landscape, ensuring that all lands both public and private are considered. On that basis the proposal to introduce an additional policy framework for the national park is not required.

Recommendation 11: Support 
The NSW Rural Fire Service has prepared a draft Operational Protocol for Public Information and Warnings, and associated training material and guidelines. This Protocol provides guidance to Incident Controllers about the need to assess the immediate or likely impact of a fire when assigning an alert level. The National Parks and Wildlife Service adopts NSW Rural Fire Service notification protocols.

Recommendation 12: Support
The NSW Rural Fire Service has reviewed and confirmed procedures relating to requests for, and provision of, aerial support.  The procedures will be reinforced to all agencies for dissemination among their Incident Management Teams to minimise any delays. 


	
	
	
	Minister for the Environment 

	13) That the National Parks and Wildlife Service, in consultation with the relevant local Council(s), devise a policy that enables the John Renshaw Parkway to be closed at either end of the Warrumbungle National Park during a bush fire in such a way that its closure would not impede access by emergency services vehicles into the park. 
14)  That the National Parks and Wildlife Service consider incorporating “worst-case scenario” training, as proposed in Mr Conway’s report, in its suite of fire-fighting protocols, exercises and training packages for senior incident controllers and other senior managers. 

15) That the National Parks and Wildlife Service consider reviewing its guidelines and protocols in respect of hazard reduction planning and burning-off operations in the light of the evidence from experts witnesses in these proceedings that the incidence of, and intensity of, major fires is increasing and in the light of expert evidence given in these proceedings concerning the dangers of vorticity-driven lateral spread. 

16) That the National Parks and Wildlife Service review its protocols for control of Class 1 fires under its control to ensure that incident controllers managing fires in ‘severe’ or worse fire conditions receive as much incident management planning support as is reasonably practicable in the circumstances.

17) That the National Parks and Wildlife Service review its procedures for monitoring Class 1 fires occurring in ‘severe’ or worse fire conditions that cannot be reconnoitred at ground level adequately due to terrain or dangerous conditions, and consider including aerial surveillance (if reasonably practicable) as a standard procedure in such circumstances. 
18) That during periods of ‘severe’ or worse fire conditions, that the National Parks and Wildlife Service consider adopting a posture of pre-emptive planning and deployment of incident management teams in national parks similar to the manner in which the Rural Fire Service does. 

19) That as part of the adoption of such a posture in ‘severe’ or worse fire conditions, the National Parks and Wildlife Service consider alerting, at an early stage, all relevant persons and organisations, such as shire councils, heavy plant operators, the local RFS captains, Fire & Rescue NSW and other emergency services, that it is doing so, and that their assistance may be required at short notice. 

20) That the National Park and Wildlife Service review its fire weather training regime and consider adopting or adapting the fire weather training courses introduced in Victoria following the 2009 bushfire disaster. 

21) That National Parks and Wildlife Service conduct a review of its hazard reduction policies to ensure all assets within and on the boundary of the Park are clearly identified and an adequate policy or management plan exists for the protection of all assets, including a procedure pursuant to which progress in meeting hazard reduction targets is regularly and comprehensively assessed. We note that the Parliamentary Inquiry included a recommendation as to funding to be made available for prescribed burning. 

22) The National Parks and Wildlife Service conduct a review of its prescribed burns program to ensure, as far as reasonably practicable, that all necessary managerial approvals for a prescribed burn are provided as promptly as possible. 

23) The National Parks and Wildlife Service consider developing a land management policy that requires hazard reduction around identified assets within the Park and the clearing of fire trials within the Park before the bush fire season commences. Consideration should also be given to developing additional fire trails in the Park, bearing in mind the lack of available fire trails to the south of the John Renshaw Parkway in the park.


	Recommendation 13: Support in part
The National Parks and Wildlife Service has no jurisdiction over public roads. However, on 27 October 2015 it met with Gilgandra and Warrumbungle Shire Councils to discuss procedures for the closure of John Renshaw Parkway during bush fires. Gilgandra Shire Council has advised it will apply its Roads Closure Policy to the parkway during a bush fire event.
Recommendation 14: Support in part

Incident prediction is a function captured within the Australian Interagency Incident Management System (AIIMS) framework. Incident prediction, including ‘worst case’ scenarios also forms part of formal Incident Management Team training, which is already delivered by multi-agency training teams from the National Parks and Wildlife Service, NSW Rural Fire Service and the Forestry Corporation of NSW.

Additionally, the NSW Rural Fire Service has introduced a training program for senior incident controllers which includes “worst case” and “most likely” scenario planning as core content.

The National Parks and Wildlife Service will continue to review and develop fire and incident management training programs. “Worst case” and “most likely” scenario planning will be incorporated into all relevant Units of Competency, particularly those related to the planning and incident controller roles.
Recommendation 15: Support 

The National Parks and Wildlife Service has commenced a review of its fire management planning framework. The review, which will be undertaken in consultation with the NSW Rural Fire Service, will examine ways to improve the planning and implementation of hazard reduction burns on National Parks and Wildlife Service managed land. A key focus will be addressing risks associated with the scale, occurrence and intensity of bushfires. A range of risk reduction strategies will be examined as part of this process.
Recommendation 16: Support 

The National Parks and Wildlife Service will review its resourcing protocols to ensure that its officers are using them to access incident management planning support when required.
Recommendation 17: Support in part
The appropriate use of aerial surveillance as a component of bush fire response is supported, however active monitoring of bushfires, which includes reconnaissance, intelligence activity and aerial surveillance, is part of existing standard operating procedures for bush fire response. On that basis a review of procedures is not required.
Recommendation 18: Support in part
The NSW Rural Fire Service arrangements for pre-emptive Incident Management Teams (IMTs), adequately provide for coordinated cross tenure interagency bushfire preparedness. National Parks and Wildlife Service staff is frequently represented in these pre-emptive IMTs.  The National Parks and Wildlife Service will amend its fire management manual to reinforce the concept of pre-emptive IMT formation. NSW RFS State Operations, in consultation with other fire authorities, has directed the formation of inter-agency IMT when conditions warrant.
Recommendation 18: Support in Part
The principle of ensuring that organisations and suppliers are made aware of potential requests for assistance in fire fighting operations is agreed. As the lead combat agency, the NSW Rural Fire Service monitors conditions and makes contact with supporting organisations and suppliers at local and state levels. This co-ordinated approach is considered to be more effective than requiring each individual land manager to contact the same pool of support agencies in such conditions.
Recommendation 20: Support in part
The Australasian Fire and Emergency Services Authorities Council (AFAC) has formed the Fire Weather Training Review sub-committee to develop a national Fire Weather training program. The NSW Rural Service, through the AFAC Fire Weather Training Group, is contributing to the development of national standards for training.   When finalised, these will be incorporated into the suite of training packages for all agencies, including the National Parks and Wildlife Service.
Recommendation 21: Support in part
Existing National Parks and Wildlife Service hazard reduction policies provide for the identification of assets within and on a boundary of the park. These policies include the requirement to prepare a reserve fire management strategy (RFMS).

Following the Wambelong fire the National Parks and Wildlife Service commenced a major review of the Warrumbungle National Park RFMS. This review will examine the location of Asset Protection and Strategic Fire Advantage zones and will incorporate the latest research on fuel development and fire risk within Warrumbungle National Park.

In July 2011, the National Parks and Wildlife Service implemented a state wide annual average hazard reduction target of 135,000 hectares over a rolling five year period. Each region is allocated a portion of this overall target to achieve. Progress toward achieving National Parks and Wildlife Service hazard reduction targets is monitored weekly during the hazard reduction burning season. At the completion of every hazard reduction burn the National Parks and Wildlife Service provides performance data to the NSW Rural Fire Service as part of its state wide reporting requirements.

Recommendation 22: Support 
The National Parks and Wildlife Service has commenced a project to update its systems for managing fires and incidents on National Parks and Wildlife Service managed lands.  A new software system, ‘Elements’ will collate and simplify the assessment, planning and approval processes for hazard reduction programs and includes automated reminders and prompts to ensure tasks are actioned by set deadlines.  The system will be integrated with NSW Rural Fire Service systems and is presently being rolled out across the State.
Recommendation 23: Support in part
Existing National Parks and Wildlife Service policies and procedures, such its fire management manual and reserve fire management strategies, adequately provide for pre-bush fire season hazard reduction around identified assets. The Bush Fire Co-ordinating Committee Policy on fire trails has also been incorporated into the National Parks and Wildlife Service Fire Management Manual in its entirety.

The Castlereagh Bushfire Management Committee has completed its review of the existing fire trail network, and proposed to construct a new fire trail network around the Mt Cenn Cruaich facility. This includes a new section of trail within the national park. The Bush Fire Management Committee will continue to monitor the existing fire trail network and consider upgrades to existing fire trails or the need for new trails in consultation with key stakeholders. This occurs on an ongoing basis as part of its bush fire risk and operational management programs.



	FUTURE – Next response
	




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	YEOMANS

Sebastien


	Magistrate K Stafford 

At Armidale 

Local Court

17-18 March 2015

1 April 2015
	That Sebastien Daniel YEOMANS died at John

Hunter Hospital, New South Wales on 16 May 2012. The cause of his death was hypoxic brain damage due to drowning in a

swimming pool at 47 Fletcher Street

Armidale on 12 May 2012.
	Minister responsible for administration of the Swimming Pools Act 1992, (Minister for Local Government)
	That consideration is given to increasing the maximum penalties applicable to breaches of the safety requirements of the Swimming Pools Act 1992.
	Awaited 

	
	
	
	Attorney General for NSW 
	That consideration is given to the enactment of a criminal offence, analogous to that of negligent driving occasioning death, to apply in

circumstances where a person dies as a result of the negligence of a third party with respect to the maintenance or use of a private swimming pool
	Awaited 

	
	
	
	Armidale Dumaresq Council 
	That consideration be given to allocating sufficient staff to properly implement all aspects of its swimming pools inspection program

That consideration be given to changing its website to include a statement under the section “Pool Fencing” that the cost of constructing and maintaining a boundary fence that forms part of a

pool fence, is the responsibility of the pool owner.
That consideration is given to supplying each swimming pool inspector with a device to record digital photographs as part of the implementation of the inspection program, and that such photographs be stored with the corresponding inspection record.

That consideration be given to consulting with Hannah’s Foundation in relation to the production of pool safety information to be sent to

swimming pool owners.


	On 10 February 2016 the Minister for Local Government advised as follows:

“I am advised that it is your [Attorney General’s] intention to prepare a consolidated government response to the recommendations of the Coroner.

I have noted the NSW Deputy State Coroner’s report on the inquest into the tragic death of Sebastien Yeomans in May 2012, which was caused by hypoxic brain damage due to drowning in a backyard swimming pool in Armidale.  It is essential that as a Government we carefully consider the circumstances surrounding Sebastien’s death and apply what we have learnt to secure better safety outcomes. 

As you are aware, the Deputy State Coroner has recommended that consideration be given to increasing the maximum penalties available for breaches of the safety requirements of the Swimming Pools Act 1992.  Importantly I have noted that the Coroner’s recommendations were made in light of her views that there needs to be greater incentive for pool owners to comply with the law, including improved inspection regimes and greater emphasis on enforcement. 
After receiving this Coroner’s report and in light of concerns about the need to improve pool safety, I appointed Mr Michael Lambert to conduct a review of barrier requirements for swimming pools on private properties in NSW. This review’s intention is to create an effective swimming pool barrier regulatory framework that protects the safety of children under the age of five around backyard swimming pools. I have recently received a copy of Mr Lambert’s report; the Government is currently reviewing the report and its recommendations. In Part the review examined:

· The inspection and certification framework, in particular the requirement for compliance certificates for properties sold and leased;

· The enforcement framework including considering relevant recommendations of the NSW Coroner and NSW Child Death Review Team; and

· Barrier standards and exemptions framework, including the adoption or otherwise of the relevant Australian Standards and the potential improvements based on the experience and frameworks in other jurisdictions.

In light of the review’s specific terms of reference, I have taken the view that any decision about the maximum penalties available under the Act is made in conjunction with the Government’s response to that review.  The recommendation of the Coroner in the Yeoman matter was provided to Mr Lambert to consider in the context of his review.   I can advise that I have received Mr Lambert’s report, subsequent findings and recommendations in December 2015. It is my intention to seek the views of my Cabinet colleagues prior to releasing a Government response to that review”.



	FUTURE – Next response
	The Terms of Reference for the report prepared by Michael Lambert for the NSW Minister for Local Government are available from the Department of Justice Office of General Counsel on (02) 8346 1839.



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	YOUNG Lynette Maree


	Magistrate Helen Barry

At Glebe

And Wellington  

25-27 March 

27 July 2015
	I find that Lynette Maree Young died on 29 April 2012 at Dubbo Base Hospital from shock following interferon alpha treatment following removal of a melanoma. 

	To the Western NSW Local Health

District:
	1) That Dubbo Base Hospital consider compiling and circulating within the Hospital a list of personnel who have sufficient training, qualifications or experience to be able to perform urgent after hours  bedside ultrasound or echocardiograms. 

2) That Dubbo Base Hospital give consideration to encouraging staff to take up training in bedside ultrasound. 
	In August 2016 the Minister for Health the Hon JG Skinner MP advised the Attorney General as follows:
Recommendation 1

“The Ministry of Health supports Magistrate Barry’s recommendations. The Western NSW Local Health District undertook a review of Ms Young’s case shortly after her death. As a result of this review, Dubbo Health Service implemented a flow chart in 2013* to prompt staff on how to find a clinician with ultrasound or echocardiogram experience. This is the preferred approach given the continued rotation of medical staff at the hospital. 
Recommendation 2
The Western NSW LHD advises that a newly formed Point of Care Ultrasound Committee has established appropriate bedside ultrasound training and credentialing requirements for clinical staff. Many clinicians have met the training requirements including the theoretical education and practical application in a clinical setting. The committee is in the process of appointing experienced point of care ultrasound clinicians to provide oversight, guidance and assessment of the competence of clinicians currently undergoing training.  Clinicians will now have to complete all three aspects of the training to be credentialed. “


	FUTURE – Next response
	*A copy of the flowchart can be obtained from the Office of the General Counsel by calling 8346 1839.



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
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	Recommendations made to:
	Recommendations
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	ZHANG Connie 

	Deputy State Coroner 

Dillon 

At Glebe 

On 18 September 2015
	I find that Pinkang ‘Connie’ Zhang died on 6 September 2012 as a result of multiple injuries she received when she fell from the ledge outside Unit 53 Tower B 4 West Terrace Bankstown New South Wales in an attempt to escape from a fire which was burning in that unit.
I find that Unit 53, Tower B, 4 West Terrace Bankstown New South Wales had its origin on the balcony of the unit. The evidence does not enable me to identify thcause of the fire on the balance of probabilities. 
	Minister for Planning and the General Manager of the Australian Building Codes Board (ABCB)

	That the Department of Planning (NSW) and the ABCB conduct research jointly or individually in consultation with Fire and Rescue NSW and the Australasian Fire and Emergency Service Authorities Council, into the off-setting of costs associated with installing fit-for-purpose sprinkler systems in new Class 2 and 3 Buildings through the possible reform of other fire safety requirements.

	On 21 November 2016, the Minister for Health, the Hon JG Skinner MP, advised the Attorney General as follows: 
‘These recommendations were supported through meetings with the NSW Ministry of Health, the NSW Department of Planning and Environment and the NSW Fire Service.  At these meetings it was noted that all injuries resulting in an admission to Hospital as a result of a fire event,  are captured and recorded in the Admitted Patient Data Collection record, which is submitted to the Australian Institute of Health and Welfare (AIHW) annually by all jurisdictions. 
These records include coded detail relating to the cause and type of injury resulting from the fire event, using a national standard coding and recording methodology. 

The coding standards and codesets are reviewed and updated on a bi-annual basis and have been in use across Australia for over 20 years. The same classification is used for recording of causes of death by individual state death registration authorities, with data also supplied to AHIW annually.

The data provided to the AIHW form the basis of reporting by the Productivity Commission Report on Government Services – Volume D: Emergency Management.  This data includes information on fire death rates, fire deaths and fire injuries for NSW and other Australian jurisdictions.’

  

	
	
	
	General Manager of the Australian Building Codes Board (ABCB)
	That the ABCB consider amending the National Construction Code to provide definitions for the terms ‘substantially enclosed’ and ‘direct egress’ to ensure clarity and consistency of interpretation. 

That the ABCB consider amending the National Construction Code to require the installation of fit-for-purpose sprinkler systems in all new Class 2 and 3 Building (buildings of a shared residential nature) in conjunction with the possible reform of other fire safety requirement to ensure this significant improvement in public safety is achieved in the most cost effective manner.

That the ABCB review the efficiency of the current requirements in the National Construction Code as regards smoke alarms and detectors in residential buildings to ensure their life safety function is not undermined by the high incidence of false alarms which are contributing to public complacency and the disabling of alarms. 
	Awaited

	
	
	
	The Minister for Planning and the Minister for Health
	That the Department of Planning and the Department of Health develop (jointly or individually) in consultation with Fire and Rescue NSW and the Australasian Fire and Emergency Service Authorities Council and the Australian Building Codes Board, the capacity to collect and publish data regarding fire related injuries for use in the development of fire safety policies and reforms (and see below regarding the collection on non-injury related economic cost data).
That the Department of Planning and the Department of Health jointly or individually engage interstate counterparts with the objective of establishing the uniform collection and publishing of data on fire related injuries for use in the development of fire safety policies and reforms. 
	Awaited 

	
	
	
	The Minister for Planning, the Minister for Emergency Services and the Minister for Fair Trading (all NSW)
	That a statutory regime be implemented for the accreditation and auditing of persons or entities that undertake annual fire safety checks and issue annual fire safety statements issued under the Environmental Planning and Assessment Regulation 2000.  Consideration should be given to including Australian Standard AS1851 as part of the statutory regime as an option for meeting maintenance requirements for essential fire safety systems.
That the Ministers consider legislative reform, to allow lawful powers of entry for appropriately authorised inspectors from the Department of Planning, Office of Fair Trading, Counsel or FRNSW to inspect property in circumstances where a reasonable suspicion of unlawful occupancy is held. 


	Awaited 

	
	
	
	Minister for Planning and Minister for Emergency Services 
	That consideration be given to implementing in consultation, with Fire and Rescue NSW, a statutory requirement that installations of new, or alterations of existing, fire hydrant systems, be approved by Fire and Rescue NSW Prior to the issue of an occupation certificate. 
That the Department of Planning, in consultation with Fire and Rescue NSW, develop the capacity to collect and public data regarding the economic cost of fire including business interruption, property loss, displacement of residents, lost work time due to injuries including smoke inhalation injuries and associated business costs related to insurance payouts and premiums. 

That the Department of Planning, in consultation with NSW Fire and Rescue, examine the development of a star rating system for new residential building fire safety systems (in addition to mandatory compliance with the NCC regime) with the objective of readily informing the consumer about the overall efficacy of the building’s overall fire safety systems and consider strategies to deter non-compliance with the fire safety requirements in residential buildings as provided by the National Construction Code and Environmental Planning and Assessment Act 1979, and Environmental Planning and Assessment Regulation 2000.
That the Minister for Planning (NSW) in consultation with the Minister for Emergency Services, conduct a review of the efficacy of the enforcement powers of FRNSW in relation to fire safety with a particular focus on the effective and proportionate escalation of powers to ensure timely compliance with orders and the consideration of extending or clarifying those powers as they relate to structural matters. 

That current changes proposed to clause 144 and clause 152 of the Environmental Planning and Assessment Regulation 2000 affecting the role of FRNSW in the assessment of alternative solutions be expedited so that FRNSW are better able to apply their resources on a risk basis when addressing building fire safety.


	

	
	
	
	Managing Director, Sydney Water Corporation (Sydney Water)
	That Sydney Water consult with FRNSW prior to implementing any water pressure reduction program and consider alternative strategies for the maintenance of appropriate fire fighting water to properties that may be required to incur significant costs as a result of the program.
	

	FUTURE – Next response
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	‘ZZ’

	Magistrate K Stafford 

On 15 October 2015 

At Armidale
	ZZ died at an address in Armidale New South Wales on 18 May 2014.  The cause of death was external neck compression due to hanging. The injuries were intentionally self inflicted. 
	The Federal Minister responsible for the Department of Health 
	That consideration is given to the creation of a Headspace centre in Armidale.  
	Awaited

	FUTURE – Next response
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