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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES 2016
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report (*denotes Aboriginal Australian)
	2-4 Shaw Street Petersham NSW Fire 
	MDONALL M
	

	AXX
	MILLER B
	

	Baby ‘Lily Grace’
	PEISLEY F *
	

	Baby NA
	ROZS B
	

	BOSKOVSKI V 
	ROMEO I
	

	COGHILL E
	RUSSELL AS
	

	COOTE G 
	SINGH R and THIND S
	

	DONNELLY MW
	‘SS’
	

	DRYSDALE S
	TO MINH TU
	

	DAY K 
	Unknown Male Torso found at Botany NSW
	

	FAKHOURI A (Jeff)
	YILDIRIMTEKIN S
	

	HICKEY BD
	
	

	HOOKEY S*
	
	

	JOHNSON AND JOEL
	
	

	JUNG P
	
	

	MACGREGOR A
	
	

	MARSH H
	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	2-4 Shaw Street Petersham – Fire 

Non Publication Order under Coroners Act 2009  made over Paragraphs 46 and 186 – 196 of the decision.


	Deputy State Coroner  

Dillon 

22 April 2016

At Glebe 
	I find that a fire occurred on 25 August 2014 at 2-4 Shaw Street, Petersham, NSW. There were three areas of origin at the premises: one in each of rooms G25 and G23 in the north western storage building and one in the lounge room of the south eastern building. The fire was deliberately lit by an unknown person (or persons) who ignited available combustible materials in each of the rooms 


	Marrickville City Council 
	That Marrickville Council give consideration to developing, in consultation with Fire & Rescue NSW as appropriate, guidelines which provide general information to owners, operators and occupants about Council’s requirements for fire safety in boarding houses in the Marrickville Local Government Area (noting the potential template of Exhibit 8 in this regard).

That Marrickville Council give consideration to developing and implementing protocols or policies regarding the investigation and management of boarding houses including with respect to a) premises operating as unauthorised boarding houses and b) fire safety inspections. Any such protocols should emphasise the primacy of risk-management and prevention of potential harm to residents.

That Marrickville Council consider implementing a policy and practice that when taking administrative action to issue and implement Emergency Orders in relation to fire safety matters, and residents are genuinely at risk of harm or death, at the same time preparations be made to seek urgent orders in the Land and Environment Court in the event that the owner or occupier of premises is unco-operative or avoids or is unavailable for personal service of originating process. 


	Awaited

	
	
	
	Minister for Planning 


	That the Minister for Planning (NSW) consider a review of the enforcement powers of councils in relation to orders issued under s. 121B of the Environmental Planning and Assessment Act 1979, with a focus on the effective and proportionate escalation of powers. 


	On 20 June 2017, the Minister for Planning, the Hon Anthony Roberts MP, advised the Attorney General as follows: 
“The Deputy State Coroner wrote to the previous Minister for Planning in 2016. This matter was referred to me by the previous Minister. 
It is fortunate that no fatalities or injuries occurred to residents of the unauthorised boarding house. Fire safety is a key priority for the planning portfolio and we are continuing to progress regulatory reform in this area to ensure the safety of the community. 

In relation to the first recommendation, I note that the enforcement powers under the Environmental Planning and Assessment Act 1979 (EPAA) have been relatively recently reviewed, consolidated and strengthened. The Environmental Planning and Assessment Amendment Act 1979 introduced significant reforms to the offences, penalties and enforcement regime under the EPAA.  The changes included the consolidation of Department and council investigative and enforcement powers and substantially increased maximum penalties for offences.  I trust that this substantial strengthening in penalty provisions under the Act addresses the Deputy State Coroner’s recommendation and no further changes are warranted at this time. 

	
	
	
	Attorney General (NSW) 
	That the Attorney General (NSW), in consultation with the Minister for Planning (NSW), give consideration to legislative reform to remove the requirement for personal service of originating process in proceedings under s. 123 of the Environmental Planning and Assessment Act 1979 in circumstances where there has been non-compliance with an order given in an emergency. 


	On 20 June 2017, the Minister for Planning, the Hon Anthony Roberts MP, advised the Attorney General as follows: 
“In relation to the second recommendation, it is considered that the requirement for personal service of originating process as required by the Uniform Civil Procedure Rules 2005 should not be removed for an emergency order being enforced in a court under sections 123 and 124 of the EPAA. This is considered counter to procedural fairness.  We note that in the case of an emergency that requires immediate action, there are existing options that a council can take, for example:

· There are orders under section 121B of the EPAA that can be served on the occupants of a building rather than the owner.  In the case of Shaw Street, Council experienced difficulty serving the owner of the premises whereas the occupants were easily locatable.  For a similar scenario, there are potentially a number of orders under section 121B of the EPAA that could have been issued, ie Orders 8,9,10 or 11. This would mean that personal service of originating process for the purposes of instituting proceedings in a court would also be on the occupiers, not the owner.
· If personal service of en emergency order cannot be achieved, a council can apply to a court for one of the exceptions to personal service under the Uniform Civil Procedure Rules 2005, including substituted or informal service. 

· A council can also make an urgent application to the Duty Judge of a court for a ‘fast track’ order, including ex parte hearing from a court in an urgent situation.



	FUTURE – Next response
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	Recommendations made to:
	Recommendations
	Response

	AXX


	Magistrate Beattie

26 February 2016

At Wollongong 
	That AXX died on 26 April 2014 at Wollongong Hospital Crown Street Wollongong NSW from a respiratory arrest caused by asthma.
	NSW Minister for Family and Community Services 


	That the Department of Family and Community Services (FACS) lead the discussion at the JIRT Senior Management Group attended by senior representatives of FACS, NSW Health and NSW Police about the possibility of developing a joint Practice Review Training Package, focussed upon the identification, assessment and response to chronic neglect, including medical neglect. It is noted  that this joint training package will reflect the de-identified Practice Review Learning Package which has been prepared by the FACS Serious Case Review Unit of the Office of the Senior Practitioner, following  the review of AXX’s tragic death. 
	On 4 May 2016 the Minister for Family and Community Services advised the Attorney General 

“FACS is committed to practice improvement, particularly about chronic neglect and medical neglect.  FACS supports the recommendation made and the possibility of developing a joint practice review training package was raised at the relevant Senior Management Group on 7 April 2016. Implementation of the recommendation will be discussed at the next JIRT Senior Management Group”.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Baby ‘Lily Grace’


	Deputy State Coroner  

Dillon

At Glebe 

On 10 February 2016
	Open findings in respect of identity, date and place of death, cause and manner of death 


	Minister for Health

Minister for Justice 

Minister for  Family and Community Services  
	That consideration be given to installing ‘baby boxes’ of the type used in Germany, Canada, the Czech Republic and other jurisdictions, and the associated practices and procedures, in hospitals or other suitable locations, for the protection of babies and mothers at risk. 

That consideration be given to introducing ‘safe haven’ laws together with the relevant practices and procedures, for the protection of babies and mothers at risk. 


	On 29 April 2016, the Minister for Health, the Hon JG Skinner MP, advised the Attorney General as follows:

“This is no doubt a tragic case and I certainly share the outpouring of emotion that followed the discovery of Baby ‘Lily Grace’.

The NSW Government currently employs a preventative approach to baby abandonment, including using universal, secondary and specialist resources such as family planning, maternal and child health service, early parenting services and perinatal services. NSW  also participates in the child protection national framework, Protecting Australia’s Children 2009-2020, aimed at ensuring the wellbeing of Australia’s children. 

Following careful consideration and a review of available literature, the NSW Government does not support the introduction of ‘baby boxes’ or ‘safe haven’ laws at this time.  In addition to being inconsistent with the Government’s current approach, I am advised that there is no clear evidence that baby boxes are effective in stopping baby abandonment and infanticide.  Concerns also exist around their potential to be misused and to compromise the rights of the child in being able to trace their parents. 

Similarly, safe haven laws have been criticised for increasing the potential for women to conceal their pregnancies and consequently not seek access to health care.  

There has been considerable discussion and consideration of these matters by experts working in maternal child and family health care and other Government Departments with responsibilities in this area. The NSW Government supports their position on this matter.” 

	FUTURE – Next response
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	Baby ‘NA’


	Deputy State Coroner  

Grahame 

At Glebe 

On 14 September 2016
	NA died on 19 February 2015 as a result of injuries received during and just after birth. NA died at Royal Brisbane and Women’s Hospital, Brisbane Queensland
The medical cause of NA’s death was hypoxic ischaemic encephalopathy (brain damage). NA was born breech and without medical assistance. It took some time for effective resuscitation to occur.
	Northern NSW Local Health District
Royal Australian College of General Practitioners
	1) That the Royal Australian College of General Practitioners consider developing policy guidelines to assist and support its members in advising patients in relation to requests for non-hospital births. Consideration could be given to the “National Midwifery Guidelines for Consultation and Referral”. 

2) That the Northern NSW Local Health District consider implementing an information outreach program to local general practitioners about the services  currently provided by Northern NSW Local Health District in relation to mothers wanting non-hospital births. 


	On 6 January 2017, the Minister for Health, the Hon JG Skinner MP, advised as follows: 
‘Although Recommendation 1 is a matter for the RACGP, NSW Health is supportive of this measure.  NSW Health also advised that the NSW Health Policy Directive PD 2010_022 directs midwives providing maternity care in  NSW public health facilities to:

· Use the National Midwifery Guidelines for Consultation and Referral (Guidelines);

· Assist in identifying normal risk pregnancy; and 

· Support decisions to consult with and refer to other clinical and allied health staff if risk factors arise in pregnancy.  
 In relation to Recommendation 2, the Northern NSW Local Health District, in collaboration with the North Coast Primary Health Network, hosted an antenatal care education session for general practitioners and other primary health care workers involved in antenatal care in Lismore in October 2016.  This session included hypothetical cases regarding homes births, and information about the Byron Community Birthing Service and Health Pathways. This education session was repeated in Tweed Heads, Grafton and Lismore again during 2017. 
This initiative complements existing programs available including:

· Publically available homebirth information provided by the Northern NSW LHD website; and 

· Online Health Pathways for Maternity Services for all general practitioners on the North Coast and all staff of the Northern NSW Local Health District.’

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Vasco 

BOSKOVSKI 


	Deputy State Coroner  

Jerram 

On 17 August 2016

At Glebe 


	Vasko Boskovski died on 30 July 2013 at St George Hospital, Kogarah, New South Wales of multiple gunshot wounds fired by a person or persons  unknown. 
	Commissioner of Police 
	1) That this matter be referred to the Unsolved Homicide Unit.


	On 10 October  2016 the A/Commissioner of Police Ms C Burns APM advised the Attorney General as follows:

“I can advise that in accordance with this recommendation, the matter has been referred to the Unsolved Homicide Team for attention and will be progressed at the earliest opportunity in accordance with its protocols.” 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Elsie COGHILL 

	Deputy State Coroner  

Dillon

At Glebe

11 March 2016
	That Elsie Coghill died on 27 May 2013 at Coffs Harbour Health Campus as a result of hypoxic ischaemic encephalopathy caused by multiple factors including a lung abnormality caused by antenatal distress, a sudden, unexpected and for a period undetected apnoeic episode while being transferred to intensive care and undiagnosed bilateral tension pneumothorax.
	Minister for Health and the Mid North Coast Local Health District 
	1) That consideration be given, in cases of unusual and unexpected deaths of newborn children in regional hospitals in NSW to having autopsies conducted by specialist perinatal/ paediatric pathologists or that deaths of such deceased newborn children be investigated medically by forensic pathologists and a specialist perinatal/ paediatric pathologist together in whatever way is appropriate in all the circumstances to determined (if possible) the cause and manner of death.

2) That the Local Health District consider introducing a protocol that if a newborn baby is unstable with low to intermediate APGAR scores at five minutes, a MET team be placed on immediate alert to attend the birthing unit to assist.

3) That the Local Health District consider developing from its current protocols a short checklist of matters that must be attended to in cases of instrumental deliveries with a clear delineation of responsibility for carrying out the listed tasks.   One person, such as the registered Nurse or Midwife responsible for maintaining observations, should be nominated as being responsible for ensuring that the checklist is followed. 


	In August 2016, the Minister for Health, the Hon JG Skinner MP, advised the Attorney General that:
“NSW Health Supports the recommendations of his Honour. The NSW Ministry of Health has worked with the Mid North Coast Local Health District to address the issues regarding the service and care provided to Elsie Coghill. 

Recommendation 1
NSW Health supports recommendation 1 and advises that the matter has been referred to the Perinatal Post Mortem and Related Services Committee which is proposing a new service model for perinatal post mortems in NSW. The model aims to provide high quality family centres, accessible, efficient and sustainable perinatal post mortem and related services for families in NSW.  The proposed model was recently endorsed by NSW Health Pathology and will be further developed in consultation with local health districts. A copy of the new model will be provided when it is finalised and ready for implementation. 
NSW Health is also undertaking comprehensive investigations into all stillbirths where there is no obvious cause.  NSW Health PD 2007_025 Stillbirth – Management and Investigation is currently being reviewed to ensure that the content remains current and that autopsies conducted in NSW reflect best practice as outlined in the Guidelines on Autopsy Practice produced by the Royal College of Pathologists.  The reviewed document will be based on the Clinical Practice Guideline for Perinatal Mortality Audit produced by the Perinatal Society of Australia and New Zealand. Consideration will also be given to adding guidance in the document where there is access to a perinatal pathologist. It is anticipated that the reviewed guidance document will be released later in 2016.

NSW Health is also giving consideration to embedding methodologies for identifying clinical outcome trends and areas of concern relating to perinatal deaths, with the aim of focusing on quality improvement, feedback and education to hospitals in this area of care. 

 Recommendation 2
The Mid North Coast Area Health District advises that Coffs Harbour Health Campus (CHHC) has implemented and reinforced requirements outlined in Obstetrics – Clinical Emergency Response Procedure and Neonatal Resuscitation Procedure with midwives and medical officers.  These documents are aligned to the NSW Health PD 2013_049 Recognition and Management of Patients who are Clinically Deteriorating and the CHHC Procedure Clinical Emergency Response System (CERS).   All midwives and obstetric medical staff attend the Fetal Welfare, Obstetric Emergency Neonatal Resuscitation Training (FONT) as per policy. 
Recommendation 3
The District has implemented the Assisted (Instrumental) Vaginal Birth Procedure MNC-PRO-0028-16 which includes a structured process which acts like a checklist to ensure staff document everything that is required as part of this procedure.  It also includes the District Record of Instrumental Birth and clearly outlines the responsibilities of the midwife and medical officers using and completing the document.  All assisted (instrumental) vaginal births at CHHC are presented at the Obstetric Quality Committee for peer review. 

	
	
	
	Coffs Harbour Centre for Women’s Reproductive Care 
	That the Centre revise its forms and protocols to ensure that instructions given by or plans made by Dr Ward or other clinicians for their patients are followed.  A clear form with unmistakable plans and a chronology for follow up may be an advisable tool to adopt. 
	As this Centre is not a NSW Government agency, it is not required to respond to the recommendation, although it is not precluded from doing so. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
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Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
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	Gaida COOTE 


	Deputy State Coroner  

Grahame 

On 28  October 2016

At Glebe 


	On the balance of probabilities I find that Gaida Coote is dead.  She died on or in the days shortly after 3 December 2014. She died in or close to the Ku-Ring-Gai Wild Flower Garden at St Ives.  I am unable to determine the exact cause or manner of Gaida’s death. 
	Commissioner of Police 
	1) That consideration is given to mandating an educational package for all police when the new ‘Missing Persons Standard Operating Procedures’ are introduced. Specifically, police should be reminded that there is no ‘waiting time’ necessary when a missing person is reported. 

	On 9 September 2019 the Commissioner of Police, MJ Fuller APM, advised the Attorney General as follows:
‘The NSW Police Force Missing Persons Registry commenced operation on 1 July 2019, replacing the Missing Persons Unit.  In conjunction with the implementation of the Missing Persons Registry, new Standard Operating Procedures (SOPs) are being drafted for ‘Missing Persons and Unidentified Bodies / Human Remains’.  The new SOPs will specifically state ‘there is no waiting time necessary when a missing person is reported’. 

It is intended that a mandatory training package will be provided to all police once the new SOPs have been finalised.’

Update: 

The Coroner’s recommendation was incorporated into the 2020 version of the Missing Persons, Unidentified Bodies and Human Remains SOPs. A mandatory education package relating to missing persons was released in early 2020 to the field as an on-line Commissioner’s Directive training package. The training package makes clear reference that missing person reports should be taken immediately and that there is no “waiting period”.

The recommendation is now COMPLETED.


	
	
	
	Ku-Ring-Gai Council  
	That the Council consider implementing an RSVP system for all bush volunteer activities so that supervisors can account for all volunteers who are expected to attend. 

That the Council consider trialling high risk visibility clothing for volunteers working in bush areas.
	Awaited

	FUTURE – Next response
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	Name of Deceased & File No.
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	Kyran DAY 


	Deputy State Coroner  

O’Sullivan

On 21 December 2016

At Glebe 


	That Kyran Day died after those treating him failed to detect the ileocaecal intussusception with malrotation of the bowel and respond to his condition in a sufficiently timely manner.
	Minister for Health  
	1. 

2. That the NSW Ambulance Service advise the Coroner as soon as the Medical Priority Dispatch System (MPDS) Protocol 33 and Protocol 37 have been implemented. If implementation has not been completed by the end of 2016 the Coroner be immediately advised and a timetable for implementation be provided.

3. That the NSW Ambulance Service and the NSW Department of Health give consideration to more effective ways in which the qualifications or paramedics and the categories employed by the Ambulance Service to delineate calls to the Service for assistance, can be better communicated to all health professionals who may be required to book an ambulance or be involved in the booking of an ambulance. 
The Coroner is to be advised by the NSW Ambulance Service and the NSW Department of Health of the particulars of any proposal (when finalised) to better communicate the qualifications or paramedics and the categories employed by the Service to delineate calls to the Service for assistance, to all health professional who may be required to book an ambulance or be involved in the process of booking an ambulance. 

In the absence of the above recommendation being implemented, that the NSW Ambulance Service and the NSW Department of Health advise the Coroner of the reason why the recommendation has not been implemented. 

	Recommendation 2
The NSW Ambulance advises that Protocol 33 was fully implemented on 6 September 2017 following the completion of the staff training component, and that Protocol 37 was implemented on 31 July 2017.

Recommendation 3

NSW Health supports this recommendation and advises that since this incident, the policies for inter-facility transfer of patients are being enhanced.  Reviews currently being undertaken by the Agency for Clinical Innovation (ACI) include PD2010_021 Critical Care Tertiary Referral Networks and Transfer of Care (Adults) and PD2011_031 Children and Adolescents – Inter Facility Transfers.

These policies have undergone extensive consultation and are due to be published before the end of October 2017.  These policies broadly cover the process for time urgent and non-time urgent patients and referral process for retrieval process. 

In relation to the knowledge of the qualifications of paramedics for those required to book an ambulance, NSW Ambulance Service advises that it hosted a seminar on 2 June 2017 for all Director of Clinical Governance (DCG) from Local Health Districts (LHD) and Specialty Health Networks (SHN). DCGs are responsible for establishing, directing and managing the LHD and SHN clinical governance functions to promote and support patient safety and clinical excellence within health services. 
At this seminar, DCGs were advised of the ongoing review of the inter-facility transfer policies, as well as the qualification and scope of practice of paramedics.  This seminar also included information on how to access the NSW Ambulance Clinical Protocol App.  This App includes a skill and pharmacology matrix for each qualification level of paramedic.  NSW Ambulance has also circulated documentation to DCGs in relation to the use of the App. 

Since this seminar, LHDs and SHNs have either taken action to improve the awareness staff responsible for requesting an ambulance or are satisfied that relevant staff have a good understanding of the skills and qualifications of ambulance members. 

Further, the Day Family has worked with the Clinical Excellence Commission to improve the Recognise, Engage, Act, Call, Help is on the way (REACH) rapid response program.  This included the development of an education video, poster and brochures about Kyran’s death.  These materials became available in May 2017 for all facilities across NSW to raise awareness and to extend the implementation of REACH.

The Day Family also participated in a panel discussion exploring patient and family experiences when there is a deterioration in a patient’s condition, at the Patient Experience Symposium 2017 in Sydney during May 2017.

NSW Health would like to confirm its commitment to a process of continual improvement in relation to patient care and safety and quality in the health system.’ 



	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Matthew DONNELLY


	Deputy State Coroner  

Dillon

On 23 June 

2016

At Glebe 


	I find that Matthew Donnelly died on 3 October 2013 at

Ferrers Road, Horsley Park, New South Wales, as a result of blunt force trauma to the chest he sustained in a

collision with the rear of an improperly-loaded trailer

that swung onto the wrong side of the road, the surface of
which was slippery, while being towed behind a medium

rigid truck being driven by a P-plate driver.
	Minister for Roads Maritime and Freight 
	1. In light of the findings in this inquest that inexperienced Medium rigid licence holders may not have the capacity, training and experience to load trailers attached to their vehicles correctly and safely, I recommend that Transport for NSW refer to the Transport Logistics Industry Skills Council, in consultation with the Austroads Registration and Licensing Task Force, for review and consideration, the following:
i. Whether the content of the competency-based training and assessment regime for MR licences is adequate and

ii. Whether competence in loading and towing trailers should be included in the training and
iii.  assessment regime.

2. I also recommend that Transport for NSW consider whether P2 Medium Rigid licence holders ought be permitted to tow trailers behind Medium Rigid heavy vehicles.

3. If this recommendation raises issues of national consistency, I further recommend that Transport for NSW raise this question (with reference to the coronial findings of fact in this inquest) with Austroads Registration and Licencing Task Force  for its consideration. 


	On 16 January 2017 the Minister for Roads, Maritime and Freight advised the Attorney General as follows: 
Recommendation 1
Transport for NSW (TFNSW) has consulted with Austroads, an association of Australasian road transport and traffic agencies.  Austroads advised that it will shortly conduct a national review of the National Heavy Vehicle Driver Competency Framework which will encompass assessment and experiences with the national heavy vehicle framework in NSW. 

In this regard, TFNSW has requested the Austroads project manager that the project includes in its scope a content review of the competency based training and assessment as it applies to various heavy vehicle classes including class MR (reference Recommendation 1(ii)), as well as assessment and recommendation as to whether competence in loading and towing trailers should be included in the training and assessment regime (Recommendation 1 (ii)).
TFNSW has also advised that it wishes to be closely involved with this Austroads project, including the development of a detailed project scope as well as expected timeframe of the national review. 

Any relevant issues and recommendations from the Austroads review will then be referred to the Transport Logistics Industry Skills Council for consideration, in consultation with key stakeholders including the heavy vehicle industry and road agencies. 

Recommendation 2
The Transport for NSW Centre for Road Safety will consider the findings from the Austroads Review of the NATIONAL Heavy Vehicle Driver Competency Framework once available.  Consequently the NSW Centre for Road Safety will identify whether the reviewed competency based training and assessment process adequately manages the risk inexperienced P2 medium rigid licence holders rowing trailers pose to NSW road users.   The Transport for NSW Centre for Road Safety is also undertaking data analysis to identify the nature and scale of the problem.  This analysis will help inform the appropriate policy response. 

Recommendation 3

Once the findings are available, TFNSW will consult further with the Austroads Registration and Licencing Taskforce as appropriate if and when a proposal is made about any restriction of P2 medium rigid licence holders towing trailers, noting that, if such a restriction was proposed, to be effective it would need to apply to licence holders in all jurisdictions. 



	FUTURE – Next response
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	Name of Deceased & File No.
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Venue & Coroner
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	Sheila DRYSDALE


	Deputy State Coroner  

Dillon

At Glebe 

On 14-16 June 2016
	That Sheila Drysdale died at the Seaside Nursing Home in Garden Street, Warriewood New South Wales on 20 December 2013 due to the hypovolaemic shock which she sustained following uncontrolled blood loss causes by a mini-liposuction stem cell procedure performed upon her at the Macquarie Stem Cells clinic in Liverpool NSW, at a time when her anti-coagulant medication had not be ceased. 


	Health Care Complaints Commission 

 
	That the Health Care Complaints Commission investigates the conduct of Dr Bright in relation to this case. 


	Awaited 

	
	
	
	The Commonwealth Minister for Health and the NSW Minister for Health 
	· That the Therapeutic Good Administration (Commonwealth) and the NSW Ministry of Health consider how best to manage and regulate the provision of ‘experimental’ or ‘innovative’ medical or surgical procedures that have not yet been approved following clinical trials or other recognised peer reviewed evaluation processes. 

· Among the issues to be considered I recommend that the questions of potential conflict of interest and informed consent be given high priority. 
· I recommend that the National Health and Medical Research Council and NSW Clinical Excellence Commission consider formulating guidelines ad protocols to ensure that ‘experimental’ or ‘innovative’ medical procedures confirm with scientifically respectable clinical practice. 
	

	
	
	
	The Cosmetic Physicians College of Australasia

	· I recommend that the College consider formulating guidelines and protocols to ensure that ‘experimental’ or ‘innovative’ medical procedures performed by cosmetic surgeons in Australia conform with scientifically respectable clinical practice.

· Among the issues to be considered I recommend that the questions of potential conflict of interest and informed consent be given high priority. 
	The College is not required to respond to the Attorney General under the Premier’s Memorandum, however any response which might be received will be published on this website. 

	
	
	
	Macquarie Stem Cells 
	· I recommend that Macquarie Stem Cells develop and introduce a pre-operative preparation checklist that is given to patients, their carers, and the relevant health professionals at some appropriate time before it carries out any procedures. 
· I further recommend that Macquarie Stem Cells develop and implement another checklist for internal use to ensure that all appropriate preparations have been made before it commences any invasive procedures. That checklist should include a check that blood thinning medications have been stopped a minimum of 7-10 days before the procedure is conducted. 

· I also recommend that Macquarie Stem Cells undertake no invasive procedures in respect of any patient unless it is satisfied that the pre-operative preparations have been carried out. 

· I recommend that Macquarie Stem Cells amend its patient consent form to ensure that it outlines in detail for the patient (or his or her carer) the procedure together with the alternatives to the procedure and the risks and benefits of the procedure. 


	Macquarie Stem Cells is not required to respond to the Attorney General under the Premier’s Memorandum, however any response which might be received will be published on this website.

	
	
	
	Leading Age Service Australia and the Royal Australian College of Physicians
	That Leading Age Services Australia and the Royal Australian College of Physicians consider working together and with providers in the nursing home segment of the industry towards the development and implementation of an appropriate patient observation chart of the type used by NSW Health under its Between the Flags Protocol. 
	These Agencies are not required to respond to the Attorney General under the Premier’s Memorandum, however any response which might be received will be published on this website.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Afif FAKHOURI  

(‘Jeff’)

	Deputy State Coroner  

Barry 

11 August  2016

At Glebe 


	That Afif Fakhouri died on 9 September 2014 at Cootamundra Hospital and that on the balance of probabilities his death resulted from a combination of factors including methylamphetamine toxicity and restraint leading to physiological stress and subsequent cardiac arrhythmia due to forcible restraint by train staff in the prone position on Cootamundra Station. 
	Minister for Police 
	That consideration be given to the review of the ‘Cootamundra Local Area Commend Recall Procedures’ to provide for officers to be recalled where assistance is requested in relation to passengers on NSW TrainLink Trains. 


	On 13 December 2016 the Minister for Justice and Police, the Hon Troy Grant MP, advised the Attorney General that:
“I am advised that, since the receipt of the coronial recommendations, the Cootamundra Recall Procedures have been amended to include consideration of attendance at rail incidents as part of the guidelines for responding to incidents.   

In addition, it is understood that the NSW Police Force has been working with Transport NSW in order to respond to an additional  recommendation, which is focused on enhancing the safe and effective management of incidents by train staff from the moment when police are called.”  

	
	
	
	Minister for Transport 
	That NSW Trains continues to develop protocols to assist staff to manage passengers in a way consistent with passenger and staff safety, from the time a decision had been made to request police assistance until police are in attendance. 


	Awaited 


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Brendan David HICKEY  


	Deputy State Coroner  

O’Sullivan  

On 22 December

2016

At Glebe 


	Brendan Mark Hickey died some time shortly after 10.55pm on 23 May 2014 at Cockle Bay Darling Harbour as a consequence of drowning by misadventure to which alcohol intoxication was a contributing factor. 
	Directors of Concept Entertainment Group Pty Ltd 
	1. That the Directors of Concept Entertainment Group Pty Ltd give urgent consideration to the retention by the company of an appropriately qualified risk management consultant to perform a review of the company’s risk management policies, practices and procedures. 
2. That the Directors of the Concept Entertainment Group give urgent consideration to the provision of formal, documented training to directors, officers and employees who are required from time to time by the company to conduct risk assessments and prepare event management and emergency management plans. Such training should be provided by an appropriately qualified risk management consultant or registered vocational training organisation specialising in the provision of risk assessment and risk management training. 
	Concept Entertainment Group Pty Ltd is not a Government agency and is not obligated to respond to the Attorney General under Premier’s Memorandum 2009-12. Any response received will be reported. 

	
	
	
	Minister responsible for Property NSW and the Chief Executive Office of Place Management NSW (formerly the Sydney Harbour Foreshore Authority)

	1. That the Minister responsible for Property NSW and the Chief Executive Officer give urgent consideration to the establishment of an independent review of the risk assessment and risk management systems utilised by Place Management NSW (including the divisions known or formerly known as ‘Operations’ and ‘Events’ divisions) in relation to the planning and conduct of events to be held on the land managed by Place Management NSW (including events organised by a third party).
2. That the Independent review referred to in recommendation 3 above should include a review of the steps taken to ensure that officers in charge of Place Management NSW vessels operated in the waters of Darlling Harbour and Cockle Bay are appropriately licenced and qualified. 

3. That the Minister and the Chief Executive Officer give urgent consideration to the development by Place Management NSW of documented identified and quantifiable criteria for the purpose of defining ‘major’ and ‘large scale’ events to be held in the Darling Harbour precinct at which the event manager must be required, for the safety of the public, to erect barriers to isolate the open water’s edge of Cockle Bay.

4. That the Minister and Chief Executive give urgent consideration to establishing a systematic review, using historical data, of the corporate ‘Risk Decision Criteria’ used by Place Management NSW, in particular, as used in the assessment of the risks to public safety associated with the open water’s edge at Cockle Bay Darling Harbour (as outlined in the Reliance Risk Shoreline Risk Assessment report dated 2 November 2015 compiled for the Sydney Harbour Foreshore Authority). The purpose of the review is to ensure that an appropriate balance is maintained between the design objectives associated with the preservation of an open water’s edge at Cockle Bay and the need to ensure public safety in relation to the ongoing operation by Place Management NSW of the Darling Harbour precinct as a major local and tourist destination.

	In September 2017 the Attorney General was informed by the Chief Executive Officer of Property NSW, Sam Romaniuk, as follows:
Recommendation 1

Property NSW engaged an expert to conduct an independent review of the systems in relation to the planning and conduct of events held on the land managed by Place Management NSW (PMNSW), including events organised by a third party. 
The review concluded that event processed and precinct documentation adopted by PMNSW are consistent with other agencies and demonstrate the utilisation of a risk assessment and risk management system that is consistent with the appropriate risk management principles and guidelines. 

Recommendation 2

PMNSW have sought legal advice and consulted with Roads and Maritime Services to ensure that officers in charge of PMNSW vessels are appropriately licenced and qualified.   RMS has confirmed that, under grandfathering provisions of the National System for Domestic Commercial Vessel Safety, PMNSW currently operate all vessels properly with the appropriate licencing and qualifications. 
Recommendation 3
PMNSW commissioned an expert to establish criteria for quantifying major or large scale events. The criteria define events relative to crowd density and type and are consistent with the NSW Department of Premier and Cabinet NSW Whole of Government Crowd Management Guidelines. 

Recommendation 4

PMNSW continues to consider options from a range of experts regarding maintaining an appropriate balance between preserving the design objectives associated with an open water edge of Cockle Bay, and the need to ensure public safety in relation to an ongoing operation by PMNSW of the Darling Harbour precinct. In the interim, PMNSW is improving public safety by enhancing the delineation of the water’s edge, through the use of improved line markings and caution signage around Cockle Bay. 
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	Shona HOOKEY 


	Deputy State Coroner  

Dillon

On 22 December

2016

At Glebe 


	Shona Hookey died on 19 July 2013 at the Campbelltown Hospital New South Wales as a result of peritonitis, which was caused by ischaemia of the bowel due to gastrointestinal torsion (twisting).
	Minister for Health NSW
	I recommend that the South Western Sydney Local Health District review record keeping practice and procedure in the Campbelltown Hospital Emergency Department with a view to ensuring that contemporaneous clinical records are made by staff and that those staff are provided with the means to do so with a minimum of inconvenience.  
	On 6 September 2017 the Minister for Health the Hon Brad Hazzard MP advised as follows: 

The South Western Sydney Local Health District (SWSLHD) has advised that the record keeping and procedures at Campbelltown Hospital Emergency Department (ED) have been reviewed. Following this review, a number of actions have been taken at the Campbelltown Hospital. These include:

• Implementation of ED processes, including a 'bed ready' checklist, to ensure that documentation is current when a patient is discharged;

• Implementation of 'Scribe Protocols', which includes uniform techniques for documenting resuscitation situations, and the development of an education booklet

for all nursing staff new to the scribe role in the ED;

• Communication to all senior staff regarding the expectations of contemporaneous documentation and supporting policy frameworks;

• Amendment of staff orientation packages to include expectations and the importance of contemporaneous documentation; and

• Audits of clinical documentation to ensure adherence to NSW Health policy. These audits demonstrated an improvement in contemporaneous documentation across

nursing and medical staff in the ED.

This inquest will also feature in an upcoming newsletter to all NSW Local Health Districts and Speciality Health Networks. The purpose of this letter is to advise and update the system of

current Coronial reports and recommendations.
In relation to the Deputy Coroner's comments that consideration be given to plans for managing high demand in winter months at Campbelltown Hospital, NSW Health advises that each Local Health District is required to have a demand management plan in place during these periods of peak demand. This is to ensure continued performance and to support service access, patient flow and patient safety within their facilities.
NSW Health would like to confirm its commitment to a process of continual improvement in relation to patient care, and safety and quality in the health system
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	Elaine JOHNSON and 

Kerry Anne JOEL


	Deputy State Coroner  

Jerram 

On 9 August 2016

At Glebe 


	That Elaine Johnson and Kerry Anne Joel were last seen together in the Cronulla area in 1979 or 1980 on the balance of probabilities are both deceased, having died soon after that sighting.  
	Commissioner of Police 
	1) That this matter be referred to the Unsolved Homicide Unit.


	On 4 October  2016 the A/Commissioner of Police Ms C Burns APM advised the Attorney General as follows:

“I can advise that in accordance with this recommendation, the matter has been referred to the Unsolved Homicide Team for attention and will be progressed at the earliest opportunity in accordance with its protocols.” 
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	Pideuk JUNG 


	Deputy State Coroner  

Grahame

17 March 2016

At Glebe 


	That Pideuk Jung died on or shortly after 18 January 2014 and the place, cause and manner of his death could not be determined. 
	Commissioner of Police 
	1) That the Missing Persons Unit of the NSW Police Force consider developing an education bulletin for consulates and embassies outlining the process of reporting a missing person in New South Wales. 

2) That any forthcoming review of the current ‘Missing Persons- Standard Operating Procedures’ document considers including specific guidance for NSW Police in relation to taking missing person reports about foreign nationals who may have gone missing in Australia.
	On 11 July 2016 the Commissioner of Police Mr AP Scipione APM advised the Attorney General as follows:

“In response to Recommendation 1, the NSW Police Force’s Missing Persons Unit has requested that the National Missing Persons Co-ordination Centre include this issue on the agenda for the next Police Consultative Group on Missing Persons conference, to be held in November 2016. This groups meets bi-annually to develop, maintain and review national policy and procedures in relation to missing persons issues across Australia. 

Once developed, the national education package and procedures for reporting missing persons (including foreign nationals) will be forwarded to all foreign embassies and consulates within Australia. 

In November 2016, a flow chart was created and circulated to relevant Embassies and consulates in NSW to provide guidance on how to report a foreign national missing in Australia.

The recommendation is now COMPLETED.

In response to Recommendation 2, the NSW Police Force’s Missing Persons Standard Operating Procedures are being reviewed and amended to include specific guidance for officers when taking missing persons reports regarding foreign nationals who may have gone missing in Australia.  All police officers will be informed of the above changes in procedures arising from both recommendations.”
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	MACGREGOR

AUDREY


	Deputy State Coroner  

Grahame 

At Glebe 

On 26 October 2016
	I find that Audrey Winifred MacGregor died at North Shore Private Hospital St Leonards NSW on 24 October 2013. 

She died after a period of serious illness and following an overdose of hydromorphone. 

The medical cause of death was the combined effects of an overdose of hydromorphone and complications of pneumonia (following treatment for chronic clostridium difficile colitis) against a background of heart disease and lung disease.  
	Minister for Health 
	1) That the NSW Department of Health give consideration to conducting an audit of its High Risk Medicines Management Policy with a view to ascertaining what practices and procedures have actually been implemented by Local Drug and Therapeutic Committees pursuant to the current section on Hydromorphone (part 3.2)
2) That the NSW Department of Health strengthen its High Risk Medicines Management Policy in relation to hydromorphone and mandate that the drug MUST rather than ‘should’ be referred to as HYDROmorphi ne Dilaudid or Dilaudid by hospital staff including prescribers, nurses and pharmacists.
3) That the NSW Department of Health consider issuing another ‘Safety Notice’  (in addition to SA 004/11) for the purpose of reinforcing to all staff the potential confusions which still exist between morphine and hydromorphone and the confusions which may result in the use of differing concentrations of the drugs.  This safety alert should include a mandated education component. 

4) That the NSW Department of Health investigate options that may be available through Therapeutic Goods Administration (TGA) for the purposes of restricting the use of different sized/ coloured ampoules and or bottles with the intention of minimising any confusion between lower and higher potency strengths of hydromorphone.


	On 30 March 2017, the Minister for Health, the Hon Brad Hazzard MP advised the Attorney General as follows:
Recommendation 1
NSW Health supports this recommendation and advises that all local health district and speciality networks have completed an audit of their local processes for the supply, storage, prescribing and administration of hydromorphone using the High Risk Medicine Management – Hydromorphone Policy Standard Checklist. The Clinical Excellence Commission (CEC) is currently analysing these responses and will discuss their findings with the Medication Expert Advisory Committee in April 2017.  A summary of these responses has been prepared for the NSW Clinical Risk Action Group. 

Recommendation 2
NSW Health supports strengthening the High Risk Medicines Management Policy in relation to hydromorphone.  Through the CEC, NSW Health will investigate limiting the use of hydromorphone and other more robust strategies to strengthen the High Risk Medicines Management Policy in relation to the drug. This will be done in consultation with the Medication Safety Expert Advisory Committee, Palliative Care and the Pain Management Network.  NSW Health will also work with eHealth NSW to establish a High risk Medicines Management Design Standard for Electronic Medication Management  Systems that outlines use of electronic functionality (prompts, alerts,  decision , support) to minimise the risks associated with the prescribing and administration of high risk medicines (including HYDROmorphone). 
NSW Health does not support mandating that the drug ‘must’ rather than ‘should’ be referred to as HYDROmorphone Dilaudid or Dilaudid by hospital staff including prescribers, nurses and pharmacists, as the ability to enforce this is quite limited. This policy would rely on prescribers to remember that a trade name is required and then to know the relevant trade names, for example, HYDROmorphone may be written as Dilaudid for injections, oral liquid and tablets; or Jurnista for modified release tablets. Hydromorphone is not a commonly used medicine for most prescribers, therefore the trade name would be less familiar for them. The inclusion of the trade name in some electronic prescribing systems would be of little value as the system is restricted by the number of characters that are visible. 

Recommendation 3
NSW Health has implemented this recommendation.  The CEC issued a third Safety Alert (SA001/17) on 10 January 2017 to reinforce to all staff the potential confusion which still exists with the handling of Hydromorphone. The Safety Alert requires Local Health Districts and specialty networks to ensure that all relevant staff are provided with education on strategies for safe handling of Hydromorphone.

A Power Point presentation on the safe handling of Hydromorphone is available on the CEC’s High Risk Medicines Webpage, for local health districts and specialty networks to use. This webpage was referenced ni the Safety Alert (SA001/17) as well as in the High Risk Medicines Management Policy PD2015_029.  The CEC also promotes its Medication Safety and Quality Tools through its MSQ Newsletter, NSW TAG and a variety of forums including the Patient Safety Manager Forum, Director of Pharmacy Advisor Forum, and the Health Education and Training Institute’s (HETI) Junior Medical Officer Forum.

The CEC will also work with the HETI to prioritise the development of a standard educational module on Hydromorphone for clinicians and relevant staff.
Recommendation 4

NSW Health supports this recommendation.  The CEC will work with the Chief Pharmacist through the Medication Safety Expert Advisory Committee, to explore option with the Commonwealth Therapeutic Goods Administration (TGA) to restrict the use of various forms of injectable Hydromorphone by the end of April 2017.  Improving the design for injectable Hydromorphone product labels to minimise potential mix up will also be investigated with the TGA before the end of April 2017.
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	MARSH Hellen


	Deputy State Coroner  

Beattie  

At Wollongong 

On 4 November 2016
	That Hellen March died on 5 November 2013 at Wollongong Hospital Crown Street Wollongong NSW from irreversible hypoxic brain injury sustained during surgery for meningioma resection. The manner of her death was iatrogenic with contributing natural causes. 

	
	That a copy of these findings and recommendations be made available, with a transcript of the evidence, to the Chief Executive Officer of the Illawarra Shoalhaven Local Health District with a view to

a) the findings being used to review the outcomes of the morbidity and mortality meetings (surgery and ICU) that have taken place to date; and 

b) consideration of a joint review between surgery and anaesthetic representatives to discuss expectations around communication between specialties in the lead up to and during surgery. 
	On 27 July 2017, the Acting Minister for Health the Hon Pru Goward MP advised the Attorney General as follows: 
“NSW Health advises that the Illawarra Shoalhaven Local Health District reviewed and discussed this matter at the Intensive Care Unit’s (ICU) Morbidity and Mortality Meeting in November 2016. And the Neurosurgical and Anaesthetic Department meeting on 14 June 2017   At this meeting, a number of issues, including dynamics in the operating theatre, were discussed. It was acknowledged that there are moments of high intensity where communication is crucial in order to maintain patient safety. It was agreed that an excellent working relationship exists between both Departments and that they will communicate directly comfortably and openly for the benefit of patients.”
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	MCDONALL 

Mary Joan 


	Deputy State Coroner  

Beattie  

At Wollongong 

On 22 August 2016
	That Mary Joan McDonall died on 14 December 2013 at Wollongong Hospital Crown Street Wollongong from sepsis and a large sacral pressure ulcer. The manner of her death was natural causes. 

 
	Farmborough Aged Care Centre
	1) An assessment such as the Braden Scale for Predicting Pressure Ulcer Risk should be completed by registered nurses in relation to each resident and should be repeated if there is a change or deterioration in their clinical condition.  

2) Practice and procedures should be formalised in relation to  circumstances where there is no Advanced Health Care Directive in place and a resident expresses views about ongoing care and treatment. 
	As the Farmborough Aged Care Centre is not a Government agency, it is not required by PM 2009-12 to respond to Recommendations made by the Coroner.

	
	
	
	Uniting Care Ageing and to Farmborough Aged Care Centre (FACC)

	Adequate training should be provided to FACC staff with regards to guidelines, wound care, and the circumstances in which medical review should be sought. 
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	MILLER 

Bradley 


	Deputy State Coroner  

Barry  

At Glebe 

On 18 April 2016
	That Bradley James Miller died between 12 May 2013 and 31 May 2013 on the banks of the Murray River in the Koondrook State Forest NSW. The cause and manner of Mr Miller’s death is undetermined. 
	NSW Health
	That consideration be given to Dr Peter Robinson not being accredited as a Coronial Medical Officer to undertake any Post Mortem Examination of any kind. 
	The Minister for Health, the Hon J Skinner MP, has responded to the Attorney General as follows: 

‘Although NSW Health has no jurisdiction over the referral or engagement of medical officers by a court, it supports Magistrate Barry’s recommendation.  Following receipt of this recommendation, Mr Kevin Forward, Director of the Forensic and Analytical Science Service (FASS) wrote to the Office of the State Coroner of NSW on 26 April 2016. Mr Forward requested that the Office formally notify local magistrates and coroners of the recommendation that Dr Peter Robinson not be engaged to undertake post mortem examinations of any kind. Mr Forward also recommended the Office cease the practice of allowing local magistrates and coroners to refer post mortems to those who are not specialist forensic pathologists or those who are not credentialed as Coronial Medical Officers. 
FASS and the Office of the NSW Coroner have agreed to a new process where FASS will be the sole provider of post mortem services to the NSW Coronial jurisdiction and will triage all coronial cases across the State including regional and rural cases. Recommendations on triaged rural and regional cases will be made to coroners by the Department of Forensic Medicine (DOFM)’s Newcastle duty pathologist. This includes all cases from the south western region of NSW including Deniliquin. The DOFM in Sydney will continue to triage and provide recommendations to coroners for all greater Sydney area cases.”
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	Frederick PEISLEY 


	Deputy State Coroner  

O’Sullivan

On 16 December 2016

At Glebe 


	That Frederick Peisley died on 16 December 2012 at Westmead Hospital NSW. The cause of his death was a blunt force head injury. The manner of death was his jumping from the first floor of the Kanimbla Ward at the Ritz Nursing Home. 
	Minister for Health 
	1. That consideration be given to expanding access to the Cerner eMR system (including the CHOC Program), the CHIME eMR system, and other electronic medical record systems used by NSW Health across Local Health Districts (LHDs) and Specialty Health Networks.
2. That consideration be given to including copies of Community Treatment Orders in the Summary Level information available in the HealtheNet Portal used by NSW Health. 

3. That consideration be given to implementing training about Community Treatment Orders for clinicians (RNs and doctors) working on general medical wards including their purpose and the role of Case Managers.

4. That consideration be given to ensuring that trainer psychiatrists receive comprehensive training about Community Treatment Orders including their legal implications and when they come to an end. 
	On 20 September 2017, the Minister for Mental Health, the Hon Tanya Davies MP, responded to the Attorney General as follows: 
Recommendation 1

NSW Health supports the recommendation to expand electronic medical systems utilised in community health and outpatient care settings. There are a number of different eMR vendors currently in use in NSW, including Cerner, CHOC and CHIME. All of these vendors have capability for recording mental health

related patient information.  NSW Health advises that the Cerner eMR2 system is currently being expanded across Local Health

Districts (LHD) and Specialty Health Networks (SHN) in NSW. This project is expected to be completed by the end of 2017 and will cover 178 hospitals. The remaining hospitals are in the Hunter New England Local Health District, which is expanding on its already existing eMR functionality to include orders, clinical

documentation, observations and assessments.

Recommendation 2
NSW Health supports this recommendation in principle and advises that it has initiated a review of community health summaries and the incorporation of Community Treatment Orders on the HealtheNet

Portal.

Recommendation 3

NSW Health advises that there is already comprehensive mental health support for clinicians in medical

wards who do not regularly work within the Mental Health Act 2007 (MHA). This support includes the provision of specialist mental health clinicians with experience and working knowledge of the MHA, including Community Treatment Orders (CTO). NSW Health also advises that during planned admissions,

case managers are responsible for making necessary arrangements to appropriately liaise with medical

teams. NSW Health considers this a more effective model for clinical governance.

NSW Health has taken active steps to promote safe clinical handover through the communication of the

Safe Hands Program to all Chief Executives in LHDs and SHNs. As part of its emphasis on effective transfer of professional responsibility and accountability for patients, the program highlights the application of the 'Identify Situation Background Assessment Recommendations (ISBAR)' tool that promotes optimal

clinical communication within facilities.

Finally, NSW Health is also reviewing the Transfer of Care Policy, used by Mental Health Services. This review will increase its scope to include all settings where there is a transfer of clinical responsibility for patients receiving care with a mental illness.
Recommendation 4

The intent of Recommendation four is supported and is current practice. The Royal Australian and New Zealand College of Psychiatrists is responsible for the professional training of psychiatrists. Trainee psychiatrists receive comprehensive instruction in the philosophy and legalities of the NSW MHA as well

as the role and responsibilities of a psychiatrist in the application of the MHA (including CT0s).

	
	
	
	Ritz Nursing Home 


	1. That consideration be given to developing policies and implementing staff training with respect to identifying and managing suicidality, depression and psychosis among residents. 

2. That consideration be given to formally conducting a risk assessment of all internal and external stair cases at the Ritz Nursing Home having regard to the ages and complex and varied needs of its residents. 
	Ritz Nursing Home, as a non-Government agency, is not required to respond to Coronial recommendations under PM 2009-12. Any response which is received will be added to this table.
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	ROZS Blaine


	Deputy State Coroner  

Jerram

At Glebe 

On 13 December 2016
	Blaine Rozs died on 1 December 2014 at the Turfco site at 270 Princes Highway Jaspers Brush NSW of traumatic asphyxiation suffered as the result of an accidental fall from a harvester. 
	Minister for Health 
	That the NSW Ambulance Service conduct a review of the evidence and findings in relation to the death of Blaine Rozs for the purpose of determining whether any changes are necessary to its protocols and procedures for persons trapped under heavy equipment, with a view to improving patient outcomes prior to the arrival of emergency services personnel.
	By letter dated 11 August 2017, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows:
‘As the relevant protocols and procedures rely on the Medical Priority Dispatch System (MP DS) Protocol 22 Inaccessible Incident/Other Entrapments (Non-vehicle), NSW Ambulance referred this matter to the International Academies of Emergency Dispatch (IAED) as they have ownership of the MPDS.

On 13 June 2017, the IAED advised that whilst the protocol may be further considered in future when more evidence and information is available, the current position needs to remain

unchanged so to ensure the safety of patients, callers, and responders. In its response, the IAED also noted that:
• Technical or heavy rescue situations are challenging, dangerous to mitigate, and pose a direct safety risk to rescuers

• Providing training to an untrained person over the phone without the ability to see the environment is immensely complicated; and

• A one size fits all approach may lead to increased risk of fatality for the victim, and a situation of undue risk to those in the immediate area of the incident.
I trust that the approach taken to this matter confirms NSW Health's commitment to a process of continual improvement in relation to patient care, and safety and quality in the

health system.’

	
	
	
	Minister for Innovation and Better Regulation and Chief Executive Officer of Safework NSW 

	1. Prior to sale, suppliers of sod (turf) harvesters should consider the provision of mirrors/ devices that allow the operator a larger field of vision to the rear of the plant and a reversing obstruction alarm to be installed. 

2. Currently owned/operated sod (turf) harvesters, PCBUs should consider retro fitting mirrors / devices that allow the operator a wider field of vision to the rear of the plant and a reversing obstruction alarm where there is a risk of a person being struck.
3. Turf harvesting businesses are to implement a system of work where:

a) The operator is to remain in control of the harvester at all times whilst the plant is in operation.

b) Whilst in operation the harvester is only to be driven in reverse when absolutely necessary.

c) Stackers leave the harvester and move into a safe position where they can be seen by the operator. 

d) The operator does not reverse until identifying that the stackers are in the safe location
e) While reversing, the operator monitors the path of travel and that stackers remain in sight out of the travel path

f) The operator stops when the obstruction alarm sounds until they check the path is clear. 

g) Workers are trained in the system of work. 

4. Turf harvesting businesses are to regularly monitor the work through supervision and consultation to ensure that system is being used and is effective. 

	By letter dated 6 June 2017, the Minister for Innovation and Better Regulation  the Hon Matt Kean MP advised the Attorney General as follows: 

Recommendations 1 and 2
Following consultation with the NSW turf harvesters, suppliers, operators and the key industry association, (Turf NSW), SafeWork developed a position paper.  That paper aims to improve safety standards for the operation of hand stacking type turf harvesters and to prevent similar incidents from occurring.  It delivers on the Coroner’s recommendations, while balance the practicalities of the implementation of safety controls.  This balance reflects industry feedback and advice. 

Specifically, the paper restricts the supply and use of turf harvesters from January 2018 to:

· Fully automatic harvesters fitted with interlock systems to prevent harvester operation unless the driver is seated, and reversing alarms and cameras; or

· Hand stacking harvesters that are fitted with measures to control the risks of persons falling off and being run over by a reversing harvester, including: 

· Extension of the back platform and the installation of guardrails;

· Installation of reversing cameras alarms and rear view mirrors;
· Installation of platforms between the front and rear wheels and wheel guards; and 

· Consideration of the installation of obstruction alarms. 
Recommendations 3 and 4
In line with the Coroner’s recommendations, the position paper outlines the systems of work required to control the risk of persons falling off and being run over by a reversing harvester. Direction if also provided on the supervision, training, consultation and monitoring the effectiveness of the system of work. 

The paper was emailed to Turf NSW, Turf Australia and all NSW turf farms, harvesters and suppliers on 20 January 2017. It was also made available on the SafeWork NSW website on the same day and is located at http://www.safework.nsw.gov.au/media/publications/health-and-safety/supply-and-use-of-turf-sod-harvesters.

In addition, Turf Australia has communicated the position paper to its members and referenced this during its Australia-wide forums. The SafeWork paper has also been referred to industry magazine, Turf Craft, and is expected to feature in the Australian Turf Grass Management Journal in the coming months. 

SafeWork will conduct a targeted verification and education program in mid-2018 to ensure compliance with the new requirements.
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	ROMEO Ida 

	Deputy State Coroner  

Lee 

At Glebe 

On 8 April 2016
	I find that Ida Romeo died on 5 July 2012 at Liverpool Hospital, Liverpool NSW 2170 during a medical procedure when a pressure wire became trapped in her mechanical aortic valve causing it to malfunction. The cause of death was acute cardiogenic shock, with acute mechanical obstruction of a remote mechanical aortic valve replacement and intraprocedural displacement of a cardiac catheterisation wire across the valve being antecedent causes. 


	To the Director, Medical Services, Liverpool Hospital 


	I recommend that consideration be given to having an appropriately qualified medical practitioner prepare a summary of, or article about, Ida Romeo’s case for submission to an appropriate medical journal and/or circulation to other cardiology departments in NSW hospitals, contingent upon Mrs Romeo’s name not being published. 


	On 5 September 2016 the Minister for Health the Hon JG Skinner MP, advised as follows: 
“NSW Health supports the recommendation.  Associate Professor Russ Schedlich, Director of Medical Services, Liverpool Hospital, has advised that a paper is currently being prepared.  It is anticipated that the paper will be completed and ready for submission to a peer reviewed journal by the end of November 2016.   If a peer reviewed journal does not accept the paper, it will be submitted to the Clinical Excellence Commission for consideration to publish internally at NSW Health. A copy of the paper will be provided upon completion. 

It is also proposed that the family of Ms Romeo will be given the opportunity to review the paper should they feel this is appropriate.  The Liverpool Hospital General Manager and Patient Safety and Quality Manager will contact the family and invite them to the Hospital for a review of the paper prior to its publication.”
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	RUSSELL Andrew Stephen


	Deputy State Coroner  

Grahame 

At Glebe 

On 13 October  2016
	I find that Andrew Russell died on or shortly after 2 June 2009. While it is likely that Andrew died in the Bathurst/ Sofala area, I am unable to determine the exact place or his death. His death is suspicious. 

	NSW Police Force 
	I recommend that the investigation into the death of Andrew Russell be referred to the Unsolved Homicide Unit of the NSW Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit.
	On 6 January 2017 the Acting Commissioner of Police advised the Attorney General as follows:

“The matter has been referred to the Unsolved Homicide Team for attention and has been captured on the Unit’s database and will be progressed at the earliest opportunity”. 
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	Ranhjit SINGH and Sandeep THIND


	Deputy State Coroner  

Dillon

At Glebe 

On 10 June

2016
	Ranjit Singh took his own life by way of hanging on 3 September 2013 in cell 585 at the Metropolitan Remand and Reception Centre Silverwater NSW. 

 
	Minister for Health

Minister for Corrective Services (Justice)
	1) That a review of the Mental Health Screening Unit be conducted to identify and if reasonably practicable, remove hanging points and any other identifiable hazards to both staff and inmates.
2) an audit be carried out on all CCTVV equipment within the Mental Health Screening Unit area and a system of daily back up of CCTV footage be installed. 
	On 7 September 2016 the Minister for Mental Health, the Hon Pru Goward MP advised as follows:

“Following this inquest, the Justice Health and Forensic Mental Health Network (JHFMHN) has reviewed the fixtures and fittings within the Mental Health Screening Unit.   While the majority of cells have been fitted so as not to have any hanging points there are three cells fitted with additional railings to enable the Mental Health Screening Unit to admit wheelchair users.   It is neither reasonable nor practical to remove the additional railings in those cells as this would restrict the Network’s capacity to provide mental health services to persons with disabilities. 

To mitigate the level of risk I am advised that Corrective Services NSW is responsible for the installation, management and audit of CCTV cameras within the Unit. I understand that the Minister for Corrective Services will write to you about this recommendation.”  

The Commissioner of CSNSW advised the Attorney General  as follows: 

Recommendation 1 – Completed 
Justice Health advised that a review of the fixtures and fittings within the three disability cells was conducted at the Mental Health Screening Unit (MHSU) located at MRRC. 

The recommendation to remove the railings was not supported as it was not reasonable or practicable to do so. If the railings in the three cells were removed, the MHSU would not have the capacity to admit wheelchair users and would restrict the capacity of Justice Health to provide mental health services to people with disabilities.

Recommendation 2 – Completed 
A review and upgrade to Closed Circuit TV equipment at the MRRC took place.  The CCTV system was upgraded to allow for notification to key staff by email of certain failures which otherwise would go unnoticed. The email alerts staff so that rectification can be carried out as soon as possible, generally within an hour of equipment failure.  While this does not prevent the system from losing footage from failure it alerts staff to such failure so that it can be rectified as soon as possible. 

There are no cameras in the disabled cells in the MRRC.  Cameras are only required for safe cells and step down cells that house inmates at risk of self harm.  Disabled inmates are not deemed to be at risk but are ‘normal’ inmates with a disability. 

CSNSW concurred with the advice given by Justice Health. 
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	‘SS’
Non Publication order made under section 75(2) of the Coroners Act 2009

	Deputy State Coroner Lee

At Glebe 

3-5 February 2016
	I find that SS died on 18 June 2014 on 19 June 2014 at Boronia Park New South Wales by hanging which was intentionally self inflicted. 


	NSW Minister for Health 
	That a review be conducted of standard mental health admission and discharge forms and checklists to ensure that there is uniformity across all documentation and to ensure that hospital clinicians are provided with appropriate reminders of all mandatory requirements under the Mental Health Act 2007 in relation to the notification of and consultation with, primary carers concerning a patient’s care and treatment. 
	On 24 March 2017 the Assistant Minister for Health, the Hon Pru Goward MP, advised as follows: 
‘The Ministry for Health accepts the recommendation and has reviewed the relevant forms, with adjustments where appropriate to highlight staff responsibilities especially in regard to communication with designated carers and principal care providers. 

NSW Health agrees it is essential that mental health clinicians understand and can apply the requirements of the Mental Health Act 2007 including those concerning notification to, and consultation with, designated carers and principal care providers. 

The review of the Act in August 2015 strengthened the position of carers in relation to their participation in care and discharge planning.  For example, section 72(b) of the revised Act now requires clinicians who are making decisions about detention or discharge of patients or detained persons to seek and consider information provided by the designated carer, principal care provider, other friends or relatives, treating health professional and relevant emergency services personnel where practicable.  Following the amendments to the Act, key forms were reviewed to reflect the modifications. 
To further support staff understanding of their responsibilities under the Act. NSW Health has initiated a range of strategies to support knowledge and adoption of these requirements within complex clinical environments. These initiatives include:
· Introductory and more in depth face to face training sessions conducted by the Institute of Psychiatry in local health districts;

· The distribution of a range of fact sheets setting out the new requirements of the Act in everyday language for the use of patients, carers and health professionals;

· revisions to the Mental Health Act Guidebook, (a reference tool for clinicians that is available online); and 
· the development of an online training tool for clinicians regarding the Act’s requirements. 

It should also be noted that the state wide policy for the Transfer of Care from Mental Health Inpatient Services (PD2016_056) was updated in December 2016 to ensure it aligns with the relevant requirements of the Act. The policy provides detailed guidance for mental health clinicians on the engagement of the patient, their families and carers throughout the episode of care including their participation in the discharge planning process. 
Recommendation 1 refers to three types of mental health documentation. While each of these is designed for different communication and operational purposes, there is consistency in their alignment to the spirit, principles and requirements of the Act. once of these forms is: Personal application for Voluntary Admission to a Mental Health Facility.   This form has been developed to record a person’s request/ agreement to being admitted to hospital as voluntary patient as required under section 5(1) of the Act.  The form may also be used to record the change of status  when an involuntary patient becomes a voluntary patient in the same mental health facility as occurred during SS’s admission. 
Following the Coroner’s recommendation, amendments to this admission form have been drafted and are going through the consultation processes.   The amendment include reference to the Act’s requirement to notify a designated carer and the principal care provider when an involuntary patient’s status changes to voluntary (section 78.1 (d) of the Act).

The two other forms referred to the in the recommendation are transfer/ discharge checklists and the Transfer / Discharge Summary. The Ministry for Health has considered the content of the forms and their purpose and does not support the inclusion of standardised references to specific clauses of the Act as reminders of requirements concerning designated carers and principal care providers. 

Transfer/discharge checklists are locally designed forms for use by nursing staff to ensure the completion of tasks that need to be finalised before a person is discharged from the inpatient unit to the community or transferred to another inpatient service.  Many of the items on the discharge checklist refer to requirements of the Act in operational language and support the patient’s safety and continuity of care.  They also record associated hospital administrative tasks. The sample checklist in the Transfer of Care from Mental Health Inpatient Services policy includes items dealing with completion of discharge information to the patient and families/ carers.  Local checklists include reminders of practical matters such as the return of any persons property and ensuring the provision of an interim supply of medication for continuity of supply in the immediate period after discharge. 
The other discharge form referred to in the recommendation is understood to be the Statewide Transfer / Discharge Summary, one of the standard modules in the NSW Mental Health Clinical Documentation suite.  The primary audience for this form is the health professional who will be provided ongoing care of the person on their return to the community.  The form sets out key clinical information from the hospital admission including a summary of the person’s safety issues and risks,  a summary of care, results of investigations undertaken, medications prescribed and recommended follow up treatment and actions.  This form is completed as the final stage of the discharge process following discussions with the patient and carers about the discharge plan.  Inclusion of the designated carer/ principal care provider’s contact details on the form recognises the vital role families and carers play in supporting and helping to maintain the patient’s mental health and safety in the community.  



	
	
	
	Chief Executive Office of the Central Coast Local Health District 
	That appropriate training and education systems be implemented in order to ensure that medical officers in mental health facilities are aware of all mandatory requirements of the Mental Health Act 2007 in relation to the notification of and consultation with, primary carers concerning a patient’s care and treatment and that guidelines be implemented to clearly identify the authorised medical officer in all cases. 
	In relation to the implementation of appropriate training and education systems, the Local Health District accepts the recommendation and advises that all mental health medical staff receive a mental health orientation program on commencement with the Central Coast Local Health District. The program includes education about the NSW Mental Health Act 2007 and will be modified to cover the recommendation relating to specific notification and consultation with primary carers.  It should also be noted that registrars also receive more detailed education about the Act through the College of Psychiatrists’ regulated formal education course. 
Further the Central Coast Mental Health Services (CCMHS) has written to the three NSW formal education providers to advise them of the Coroner’s recommendations and request that they consider incorporating this issue into their educational material.  Dr Bruce Lachter, VMO, has also completed a Grand Rounds presentation on lessons learnt from this Coronial matter which covered this issue.  Dr David Lienert. Clinical Director, will send out a memo to all staff outlining the Authorised Medical Officers responsibliti8es with regard to this part of the Act. 

In relation to the implementation of guidelines to identify the authorised medical officer, the District advises that the Medical Workforce Coordinator, CCMHS, currently maintains a register of all Authorised Medical Officers working within the District, on behalf of the Medical Superintendent, as per the Guidelines for Nomination of the Authorised Medical Officer under Mental Health Act (NSW) 2007.

The treating psychiatrist (Admitting Medical Officer) is the Authorised Medical Officer nominated by the Medical Superintendent to assume overall responsibility for the care of the person.
The Admitting Medical Officer is identified on admission and is regularly updated in the electronic bed management system.  This process is covered in Admission to Acute Mental Health Inpatient Units and Acute Inpatient Care by Consultant Psychiatrists – Mental Health/ Drug and Alcohol. During periods of leave, the covering psychiatrist (Admitting Medical Officer) is updated on the electronic bed management system).
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	TO MINH TU


	Deputy State Coroner O’Sullivan

At Glebe 

9 March 2016
	That To Minh Tu died on 21 February 2013 from multiple firearm injuries by identified persons.
	NSW Commissioner of Police 
	Investigation into Mr Tu’s death is ongoing and as yet, unsolved. I recommend that this case be referred to the unsolved Homicide Team to be further investigated. 
	On  3 May 2016 the Commissioner of Police responded as follows:

‘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’. 
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	Unknown Male Torso found at Botany

	Deputy State Coroner Lee

At Glebe 

19 May 2016
	In find that the death of the unknown male person whose torso was found at Kyeemagh Beach at Botany Bay on 27 January 2012 was the result of homicide by a person or persons unknown.   The death occurred sometime prior to 27 January 2012. However the available evidence does not allow me to make any findings as to the identity of the person who died or the place or precise manner of death.
	NSW Commissioner of Police 
	I recommend that the death of the unknown male person found in the water off Kyeemagh Beach at Botany Bay on 27 January 2012 be referred to the Unsolved Homicide Unit of the NSW Police Homicide Sqaud for further investigation in accordance with the protocols and procedures of the Unit. 
	On 25 July 2016 the Commissioner of Police advised the Attorney General as follows:
“In accordance with this recommendation, the matter has been referred to the Unsolved Homicide Unit for attention and will be progressed at the earliest opportunity in accordance with protocols”.

	FUTURE – Next response
	“


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	YILDIRIMTEKIN Suat

	Deputy State Coroner Lee

At Glebe 

22 December

2016
	In find on the balance of probabilities  that Suat Yildirimtekin is now deceased. He died sometime after 8 October 1998. However the available evidence does not allow me to make any findings as to where he died, or the cause or the manner of his death..
	NSW Commissioner of Police 
	I recommend that the death of Suat Yildirimtekin be referred to the Unsolved Homicide Unit of the NSW Police Homicide Sqaud for further investigation in accordance with the protocols and procedures of the Unit. 
	On      the Commissioner of Police advised the Attorney General as follows:

“In accordance with this recommendation, the matter has been referred to the Unsolved Homicide Unit for attention and will be progressed at the earliest opportunity in accordance with protocols”.

	FUTURE – Next response
	“
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