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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES 2017
Made pursuant to section 82 of the Coroner’s Act 2009
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TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Carey ALEXANDER 


	Deputy State Coroner  Ryan 

At Glebe Local Court 

4-6 Sept 2017

17 November 2017

1 December 2017 


	The person who died was Carey Alexander. 

Carey Alexander died on 10 August 2014 at the Children’s Hospital Westmead. The cause of his death was borderline myocarditis. The manner of his death was natural causes. 
	Sydney Local Health District


	Recommendation 1 

That Concord Repatriation General Hospital implement the REACH program in its Emergency Department. 

Recommendation 2 
That Concord Repatriation General Hospital consider a review of the approach of nursing and medical staff in its Emergency Department to paediatric patients, with the view of ensuring that staff explore and encourage the expression of parent and carer concerns as part of a family centred approach to the care of paediatric patients. 
	On 14 June 2018, the Hon B Hazzard MP, Minister for Health, advised the Attorney General  as follows:

‘Recommendation 1
The REACH Program was implemented as a pilot project in the Emergency Department  (ED) of Concord Repatriation General Hospital (CRGH) on Thursday 21 December 2017.  Since this time, the REACH program has also been implemented throughout the whole CRGH. 

The CRGH REACH program was developed and implemented following consultation with staff and continues to be monitored and evaluated by the SLHD.  The CRGH Director of Nursing and the CRGH Manager, Clinical Governance, are the executive sponsors for this project. 

Recommendation 2
Commencing in mid-2018, the ‘Listening to You’ pilot will seek to enhance approaches to listening, incorporating and responding to parental concerns of children’s families in CRGH. It is intended that a communication package will also be developed as part of the pilot and a survey, literature review and consultation with parents and staff will be part of the pilot evaluation. 

The ‘Listening to You’ improvement project will be incorporated into the REACH program should it be found to be successful in SLHD.  The project will then be considered for implementation across NSW Health.’



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Helen ASHBURN 


	Deputy State Coroner Grahame

6 June 2017

At Glebe 
	On the balance of probabilities I find that Helen Ashburn died from the prolonged effects and complications of a head injury which occurred on 25 October 2011. She died at Port Macquarie Base Hospital, Port Macquarie, on 30 December 2011. I am unable to determine the manner in which Ms Ashburn sustained her original injury. 

	Director, Mid North Coast Local Health District 
	1. That the electronic/training booklet (e-booklet) presently provided by the Mid North Coast Local Health District (MNCLHD) to doctors at the commencement of their employment in

Emergency Departments (EDs) within the MNCLHD (including Kempsey Hospital) be modified to include a requirement mandating notification to police of reasonably suspected incidents of domestic violence in accordance with NSW Health Policy and

Procedures for identifying and responding to domestic violence.

2. That the MNCLHD follow up the results of the trial of the emergency department

domestic violence screening tool being carried out by the Northern NSW Local Health

District (NNSWLHD) at Lismore Base Hospital with a view to assessing its potential usefulness in the Mid North Coast Local Health District.
	On 23 November 2017 the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows:

Recommendation 1

Status: IN PROGRESS

NSW Health supports this recommendation and advises that the Mid North Coast Local Health District

(MNCLHD) is updating the electronic training booklet for doctors commencing employment in their emergency departments. The update will include a requirement that police be notified of reasonably suspected incidents of domestic violence as per the NSW Health policy Domestic Violence – Identifying and Responding PD2006 084. MNCLHD is also incorporating this requirement into a separate orientation

booklet for all Junior Medical Officers (JMO) across MNCLHD. Both of these updates are due for completion by March 2018.

Additional actions by MNCLHD to improve the identification and management of potential domestic violence cases include:

• Specific induction training for MNCLHD emergency department doctors. This training relates to the

identification and management of potential domestic violence cases for all new JMOs, Registrars, and accredited consultants in emergency medicine (FACEMs).

• The development of an orientation booklet that includes reference to current NSW Health policy Domestic Violence - Identifying and Responding PD2006_084. On induction, all new employees receive this booklet which is then discussed during on-site orientation sessions as well as departmental meetings with FACEMs.

• Added as an agenda item for discussion at an upcoming Clinical Network Medical Staff Executive Council. The purpose of this discussion is to raise awareness of potential domestic violence cases for all Heads of Department including Emergency, Medicine, Surgery, Paediatrics, Obstetrics and

Gynaecology, Anaesthetics, Psychiatry, Orthopaedics, and Intensive Care.

NSW Health also advises that the Ministry of Health's Prevention and Response to Violence Abuse and Neglect (PARVAN) Unit is developing further supporting resources for domestic violence. This includes:

• a domestic and family violence response flip chart for clinicians and practitioners; and

• an intranet portal providing domestic and family violence information and resources for the NSW Health workforce.

The release of these resources will accompany the release of the revised NSW Health policy Domestic Violence - Identifying and Responding PD2006 084 which is due to be released in early 2018.
Recommendation 2

Status: IN PROGRESS

NSW Health supports the recommendation and advises PARVAN is trialling an emergency department domestic violence screening tool in the Northern NSW Local Health District's as part of their broader Innovation in Care: Evaluating the Implementation of Domestic Violence Screening and Response in NSW

Emergency Departments project.

This project commenced on 22 May 2017 and is:

• assessing data collected from the emergency departments of Wagga Wagga Rural Referral Hospital, St Vincent's Health Network in Sydney and Lismore Base Hospital

• examining educational needs of staff in emergency departments to ask about, identify and respond to domestic and family violence, and system needs to ensure that psycho-social responses to disclosures of violence within emergency departments are available; and

• addressing some of the key concerns regarding the identification of domestic and family violence within emergency department presentations and appropriate responses, including informed treatment options.

The final report and recommendations of this project will be provided to the Ministry of Health at the end of March 2018. Any proposed expansion of domestic violence screening in emergency departments will be in line with best practice evidence and NSW Health policy. MNCLHD will review the final findings of the NNSWLHD's trial and PARVAN's final report and recommendations to assess the potential usefulness of

domestic violence screening tools across their emergency department sites.

	
	
	
	Minister for Health
	That NSW Health give consideration to further exploring the viability and appropriateness of providing a means by which a patient's domestic and family violence history is the subject of an alert recorded on the patient's electronic medical record where that patient

is at risk of serious threat resulting from domestic or family violence. Consideration of this

proposition will understandably include examining the significant privacy concerns involved.
	Status: IN PROGRESS
NSW Health supports this recommendation and advises that PARVAN is leading discussions with key

partners to consider the implications and complexities of this recommendation with respect to privacy,

patient safety, policy development, technical implementation, and alternative solutions.
In considering the inclusion of a domestic and family violence history alert on a patient's Electronic

Medical Record (eMR) PARVAN will assess:

• the impact on client safety and client engagement

• whether an alert would breach current policy which guarantees privacy

• the impact of an alert on a patient's likelihood to disclose

• the intersection of privacy issues with 13A of the Crimes (Domestic and Personal Violence) Act 2007

• the potential integration of notifications from external organisations such a as sexual assault services

or aboriginal community and/or health organisations; and

• the complexities and viability of implementing an integrated alert system across the varying range of

eMR systems currently in use across the Local Health Districts and Speciality Health Networks. Following consideration of the above, NSW Health will provide a further response to the Coroner by June 2018 advising of the outcome of this review.
In the interim NSW Health advises that there are existing alerts within eMR systems across the majority of Local Health District's around risks to physical and/or verbal aggression, suspected abuse and whether an Apprehended Violence Order (AVO) is in place
Further, the current NSW Health policy NSW Health policy PD2006 084 for Identifying and Responding to Domestic Violence, which guides clinical practice around the identification of domestic and family violence and the clinical response, requires staff to:
• ask direct questions about domestic and family violence if it is suspected

• offer referral options in response to disclosures of domestic violence

• contact NSW Police with regards to concerns about presenting injuries or impending threats; and

• record domestic and family violence disclosures in the clinical file.

The NSW Health policy PD2012_069 Health Care Records also requires clinicians to flag issues that require particular attention or pose a threat to the patient, staff or others.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ian BAKER 


	Deputy State Coroner  O’Sullivan 

29-31 March 2017

19 June 2017


	That Ian Baker died on 8 November 2014

At Hawkesbury River, Ebenezer, New South Wales.  The cause of death was multiple injuries when he struck the water after the boat he was a passenger in lost control during a high speed water ski race.  
	Ski Racing Australia 
	1) That Ski Racing Australia give consideration to introducing speed restrictions in the unlimited and super class categories.

2) That Ski Racing Australia give consideration to introducing a requirement that all vessels competing in a Ski Racing Australia sanctioned event carry spinal boards, boards, neck braces and defibrillators and that the driver, observer and skier/s are adequately trained and/or certified in the use of spinal boards, neck braces and defibrillators. 

3) That Ski Australia give consideration to using a device, such as a net of an appropriate depth, cage or some other suitable device, when sweeping aquatic courses for Ski Racing Australia sanctioned events, to collect debris that may be submerged or partly submerged beneath the water surface. 

4) That Ski Racing Australia, through its affiliate NSW Water Ski Federation, give consideration to having additional paramedics stationed on water at appropriate intervals during the Bridge to Bridge Water Ski Classic. 

 
	Ski Racing Australia is not a Government agency and is not bound by the NSW Premier’s Guidelines for reporting on Coronial recommendation responses.  However any response which might be received will be included in this Table. 

	
	
	
	Roads and Maritime Services (RMS)
	1) That RMS give consideration to ensuring that licensees of RMS aquatic licences for any Bridge to Bridge Water Ski Classic comply with the conditions of the aquatic licence including by undertaking adequate checks to confirm that the licensee is satisfying the aquatic licence conditions. 

2) That RMS consults with Ski Racing Australia and other relevant stakeholders to determine whether it is desirable or necessary for a speed restriction to be a condition of an aquatic licence for any Bridge to Bridge Water Ski Classic. 
	On 14 December 2018  the Minister for  Roads, Maritime and Freight, the Hon Melinda Pavey MP, advised the Attorney General as follows:
1) RMS has given consideration to ensuring that licensees of RMS issued aquatic licenses for any Bridge to Bridge Water Ski Classic comply with the conditions of the aquatic licence. During all Bridge to Bridge Water Ski Classic events RMS undertakes checks to confirm that the licensee is satisfying the aquatic licence conditions.
2) RMS has given consideration to whether it is desirable or necessary for a speed restriction to be a condition of an aquatic licence, and decided this is not necessary at this stage. RMS considers that the organisers of the sport are, in the first instance, best placed to determine what speed is safe and to set any speed restrictions. Organisers of the sport have recently applied speed restrictions for all events. RMS will monitor the outcome of these changes.

In December 2017 Ski Racing Australia applied speed restrictions for each key age group of Ski Racing Australia events, and introduced an overall speed cap for all events.

The overall cap represents an approximate reduction in speed of 10 per cent for the fastest vessels. This is understood to be the first such cap imposed by a national water ski racing body and was prominent step towards modernising culture within the sport.

All vessels participating in these events are fitted with GPS fed technology, and speeds are monitored by race judges in control headquarters. The tracking technology enables safety outcomes such as breaches of the restrictions to be penalised by disqualification and improved incident response.

Additional actions have also taken place:

A high speed on-water racing committee was formed by RMS in 2015 to address issues of fatalities in high speed race events and address any findings from inquests. The committee is made up of peak bodies for ski racing and power boat racing in Australia and includes Transport Safety Victoria.

RMS is continuing to work together with other clubs, peak bodies, other jurisdictions and the Centre for Maritime Safety to further improve safety in the sport.

Transport for NSW’s Maritime Safety Plan aims to address the causes of fatalities and serious injuries on NSW waterways. There are a number of actions that target aquatic licence events (such as Bridge to Bridge ski racing event) and tow sports (such as ski racing) through a safe system approach. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	John Inman BALE 


	Deputy State Coroner  Graham 

At Glebe 

On 30 March 2017
	I find that John Inman Bale died aged 60 years at his home in Baulkham Hills Sydney, New South Wales, on 29 September 2014.   The cause of death was a single gunshot wound to the head inflicted by Mr Bale with the intention of ending his life.  

	Commissioner of Police 
	1) That the NSW Police Force (NSWPF) seek to implement with expedition the proposed amendments to the ‘000’ emergency Police Link /ROG Telephone and Dispatch SOPS (in the form of an annexure attached to the findings or similar thereto) providing for telephonists to transfer suicidal callers to nominated police officers at the scene.
2) That the NSWPF give consideration to appropriate training for first responders in dealing with suicidal persons in high risk situations, including with respect to the potential implications of terminating existing communication, the possibility of having telephonists transfer calls to the scene, and the need for gathering contextual information. 


	On 5 October 2017 Commissioner of Police, MJ Fuller APM, advised the Attorney General as follows:

Recommendation 1

‘The NSW Police Force (NSWPF) notes that the issue of the transfer of ‘000’ calls to negotiators was considered by the State Coroner as part of his findings in respect of the Lindt Café Siege Inquest.  Recommendation 9 of those findings states:

‘I recommend that the NSWPF establish procedures and the technical capability to ensure that telephone calls from hostages in sieges or the victims of other high risk situations are expeditiously transferred to officers involved in responding to the incident.’
The NSWPF outlined the risks that are introduced if calls are to be transferred from ‘000’ to police in the field in its submissions to the Lindt Inquest and is presently considering this recommendation. Given this, the NSWPF is of the view that it would be prudent to consider the Bale Inquest and the Lindt Inquest recommendations together. As such, our position on this recommendation is deferred to the Lindt Café Siege Inquest final report.

This recommendation is now COMPLETED. 

Recommendation 2

The NSWPF Mental Health Intervention Team met with the Operational Communications and Information Command to consider the recommendation and review the way that call takers across both commands are trained to deal with clients with mental health issues.  The Mental Health Intervention Team has also reviewed the Police Link and Radio Operations Group Training resources which now include more contemporary content that provides personnel with additional skills such as:

· Identifying mental illnesses (what constitutes mental illness and classifications)

· How to communicate with a person suffering a mental illness (with particular emphasis on communicating with a psychotic person)

· Communicating with a person expressing suicidal ideation

The Mental Health Intervention Team has also been presenting on the Radio Operations Group recruitment training course and there is a video being used on the PoliceLink Initial Training Program. Preliminary discussions have also been had regarding the development of a modified one-day mental health training package specifically for Police Link and Radio Operations Group operators‘.


	FUTURE – Next response
	

	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Paigh BARTHOLEMEW


	Deputy State Coroner  Barry  

At Glebe 

On 25 July 2017
	I find that Paigh Bartholomew died on 16 June 2012 at House 3 Emu Plains Correctional

Centre, Old Bathurst Road, Emu Plains. The cause of her death was mixed heroin and

alprazolam toxicity. The manner of death was the consumption of drugs illegally delivered to

the Correctional Centre
	Commissioner of Corrective Services
	1. That the induction process for any new inmate to the Emu Plains Correctional Centre and any information provided (in writing and orally) during that process should specifically note:

a) The presence of the duress alarm within each house.

b) If the alarm is pressed it will sound in the Administration Centre to alert Corrective Services staff who will attend the house.

C) Pressing the alarm will not cause an alarm to sound nor a light to flash within or around the house.
2. That the Commissioner of Corrective Services give consideration to approaching the Commissioner of the New South Wales Police Force to request update briefings on current

concealment methods and packaging for heroin, so as to assist in detecting contraband within New South Wales Correctional facilities and training Corrective Services staff.
	The Commissioner has advised the Attorney General as follows:

Recommendation 1 – Completed 
a) The Emu Plains Correctional Centre (EPCC) local handbook ‘Welcome to Emu Plains’ (Aug 2017)  and the EPCC reception interview form have  been amended to include notification of the presence of duress alarms within each house and inmates are informed that the alarm, if pressed, will sound in the Administration Centre to alert CSNSW staff, who will respond.  This information is relayed to inmates by the reception committee held by the Case Management Team. 

b) The EPCC local handbook and the reception interview form states if the alarm is pressed it will sound in the Administration Centre to alert CSNSW staff to respond.

c) Pressing the alarm will not cause an alarm to sound nor a light to flash within or around the house. In the EPCC local handbook it states that ‘when the alarm is pressed it will ONLY sound in the administration centre to alert CSNSW staff, who will attend the house. Pressing the alarm will not cause an alarm to sound or a light to flash within or around the house’. 

In the EPCC handbook there is one page dedicated to the use of the emergency duress alarm. Also included in the reception interview form is a notation for the inmate to acknowledge that they have received instruction on the use of the duress/ knock up alarm system at EPCC. 

Recommendation 2 – Completed 
CSNSW and NSWPF have enjoyed a long standing relationship where intelligence and information about criminal methodology is exchanged.  The CSNSW Correctional Intelligence Group (CIG) and the Security Operations Group (SOG) are constantly monitoring the changing methods of concealment used to traffic contraband into correctional centres. 

CSNSW and NSWPF often undertake joint visitor interdiction operations which are highly effective in intercepting contraband carried by visitors. 

The EPCC will contact the nearest NSWPF Local Area Command to request regular updates on drug concealment techniques and packaging to assist in updating staff in the management of drug contraband at the Centre. 
Concealment methods/ packaging are currently forwarded to all staff via intelligence reports from the CIG who work in conjunction with the NSWPF and Federal Police to receive their information. 

SOG currently have an intelligence officer specifically for their unit to retrieve all forms of information from the COG and other sources.  This position is a conduit between correctional centres and CIG to provide tactical intelligence for SOG. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	James BARTON 


	Magistrate Robert Stone, Deputy State Coroner

24-26 July 2017

8 September 2017

At Newcastle 
	I find that James Barton died on 27 March 2013 at John Hunter Hospital, Lookout Road, New Lambton Heights, NSW 2305.

The cause of James's death was external neck compression due to

hanging. James died as a consequence of actions taken by him with the intention of ending his life.
	The Chief Executive Officer, Hunter New England Local Health

District
	I recommend that consideration is given to the following changes:
1. To amend the policy "Accountable Drugs - Handling and

Recording PD2013 - 043:PCP 13" as follows:

(i) to include at clause 13, "patients own accountable drugs" (and consequentially at clause 5) the following requirement; "where a patient is admitted with deliberate self-poisoning, the

discharging medical practitioner, should be consulted before the patient's own accountable drugs that were brought into the hospital are returned to the patient from ward storage".

(ii) to include at the appropriate place a reminder that a patient's identifiable sticker/label should not be applied to the patient's own accountable drugs brought in to the hospital.

2. That the proposed recommendation be brought to the attention of all staff at the relevant emergency departments involved in patient admission in the Hunter New England Local

Health District.
	On 10 January 2018 the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows: 
“NSW Health advises that the Hunter New England Local Health District (HNELHD) has completed recommendation 1 and continues to implement recommendation 2.

In relation to recommendation 1, HNELHD has updated the Accountable Drugs — Handling and Recording PD2013 — 043:PCP 13 (at clause 13 and 5) and Patient's Own Medications- Handling and Storage in Hospital PD2013 043:PCP 32 to include the following:
"Where a patient is admitted with deliberate self-poisoning, the discharging medical practitioner should be consulted before the patient's own drugs that were brought into the

hospital are returned to the patient from ward storage.";

and;

"Patient identification sticker/label should not be applied to the patient's own drugs brought into hospital — tamper-evident bags may be used as an alternative."

The updated policies were approved by the District Quality Use of Medicines Committee on 14 November 2017. These policy compliance procedures (PCPs) are at TAB 1 and 2 for your reference. 
In relation to recommendation 2, HNELHD will communicate the information about the updated PCPs to all local drug and therapeutics committees and medical safety groups for review and action in early 2018. Advice about the updated PCPs will also be referred to Emergency Department stream

leaders throughout the Local Health District to communicate the changes to their staff.


[image: image2.emf]TAB 2 - PD2013_043  PCP 32 Patients Own Medications.pdf
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	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	David BLACK 


	Deputy State Coroner  Lee 

At Glebe 

On 27 February – 1 March  2017
	I find that David Black died ON 24 October 2013 in an area of Budawang National Park about 37 kms west of Ulladulla New South Wales.  The cause of death was multiple injuries, which Mr Black suffered when the aircraft that he was piloting impacted terrain following an in-flight separation of the aircraft’s left wing.  The wing separation was caused by corrosion pitting and fatigue cracking in the lower left wing attachment fitting, leading to the fracture and critical failure of the attachment lug. 
	The Civil Aviation Safety Authority 
	(1) I recommend that consideration be given to the issuing of an airworthiness directive pursuant to  Regulation 39.001 of the Civil Aviation Safety Regulations 1998 requiring that visual inspections and magnetic particle inspections of the wing attachment joints of M18 Dromader aircraft, and its variants, be performed with the outboard wings removed. 

(2) I recommend that consideration be given to the issuing of an airworthiness directive pursuant to regulation 39.001 of the Civil Aviation Safety Regulations 1998, or a direction given under regulation 43 of the Civil Aviation Safety Regulations 1998, that aircraft factored time in service should be recorded on all maintenance releases in order to accurately determine an aircraft’s time in service for service life limitation considerations and maintenance scheduling purposes. 
	On 18 September 2017, the Manager, Engineering Services, CASA, Mr Pieter van Dijk, responded to the recommendations made to CASA as follows:
Recommendation 1

CASA has undertaken further review of the existing airworthiness director, CASA AD/PZL/5 Amdt 2 Centre Wing to Outboard Wing Attachment Joints. In particular and relevantly, Requirement 1 states the following:

Inspect the wing attachment joints, including the fore and aft faces of each lug, in accordance with Section 5.4.3 Verifying inspection, verifying inspection scope item 1 of the PZL Mielec Airplane Description and Service Manual (pages 5-14).
In turn, Sub–paragraph (a) of item 1 in the PZL Mielec Airplane Description and Service Manual specifically requires the following:

Remove centrewing and outer wings from aircraft:

Noting that the aircraft manufacturer’s service manual already prescribes the need to remove the centre wing and outer wings during inspection of the wing attachment joints, maintainers of the aircraft are under a legislative obligation to comply with this requirement as specified in the service manual.  This is on the basis that regulation 2A of the Civil Aviation Regulations 1988 (CAR) defines approved maintenance data, being such data which must be observed and followed in the conduct of maintenance upon an aircraft. 

Regulation 2A(2)(c) specifically refers to “instructions, issued by the manufacturers of aircraft…that specify how maintenance on the aircraft…is to be carried out.’

Regulation 42V requires that maintenance is only carried out in accordance with the applicable provisions of the aircraft’s approved maintenance data. It is an offence of strict liability to do otherwise. 

CASA considers and is satisfied that the referenced manufactuere’s requirements in the existing CASA AD/PZL/5 Amdt2 Centre Wing to Outboard Wing Attachment Joints require the outer wings to be removed from the aircraft.  While this issue was presented at the Coronial hearing by various other parties as an area of confusion or lack of regulatory control, CASA submits that the manufacturer’s requirements in this regards are clearly expressed. 

Notwithstanding the above and to further emphasise the intent of Recommendation 1, CASA has written to all registered operators of Dromader aircraft listed on the Australian Civil Aircraft Register (ACAR) to advise and remind them of the existing requirement for the outer wings to be removed during the conduct of a CASA AD/PZL/5 Amdt 2 Centre Wing to Outboard Wing Attachment Joints.

Recommendation 2 

CASA has carefully considered the Coroner’s recommendation and the reasoning for that recommendation, namely that a pilot operating an aircraft should be able to readily determine the state of airworthiness of the aircraft and its hours in service. 
The mechanism of issuing an airworthiness directive to address the Coroner’s concerns was considered. However, CASA’s view is that an airworthiness directive would not be suitable as such is typically used (and is understood by industry and other civil aviation authorities internationally to be so used) to address a specific unsafe condition identified on a particular aircraft type. 

Maintenance releases are intended to ensure that the airworthiness of an aircraft can be readily ascertained and all pending maintenance during the currency of the maintenance release is recorded. It is acknowledged that where an aircraft is subject to additional requirements by a manufacturer or is engaged in particular aerial activities it may be more difficult to readily ascertain an aircraft’s service hours, especially if factoring of the aircraft and / or its components must be applied. 
Most aircraft operators use the CASA Form 918 Maintenance Release (flight and tech) booklet. This is a booklet of fifty sequentially numbered maintenance release forms.  It is printed and offered for sale by CASA.
A review of the standard Form 918 maintenance release currently in use confirms that pilots and operators can (and do) notate upon the maintenance release details of utilisation requirements.  This information is generally endorsed in the three existing general information columns set out in the form.  It is also not unusual for operators to develop activity specific maintenance release forms so as to better capture all relevant information to their particular operations. It is also permissible for supplementary forms to be used to capture activity of operation specific information. 

The difficulty in the making of a direction under regulation 43 of the CAR requiring the recording of an aircraft’s factored time in service is that making amendments to the standard maintenance release may result in confusion or uncertainty by pilots as to the recording requirements.  Factoring usually only applies to specific aircraft activities as for example in the present circumstances where the accident aircraft was used for aerial fire bombing. 

The current Form 918 is intended for use across the aviation industry rather than being developed only for specific segments of the industry. It is important to avoid confusion or uncertainty by pilots required to complete the maintenance release and who rely upon its contents. It is also not intended to be a comprehensive record of all activities concerning the aircraft.  For example, maintenance actions will be recorded more completely in work packs and records kept by the maintenance organisation. 

Operators and pilots engaged in specific aerial work operations are expected to be fully aware of the particular nature of the activities conducted.  In most instances, such activities are regulated under a civil aviation authorisation and subject to written operation procedures and practices. It is CASA’s view that an operator is usually best placed to assess and mitigate the risks involved in aerial work operations and to ensure compliance with the civil aviation law. 
After weighing up the benefits and risks attendant on revising the form and content of the standard Form 918 maintenance release, CASA considers that further modification of the form on that basis alone would likely create problems for other users of the form. The Form 918 already provides three columns to facilitate any combination of additional utilisation requirements.  It is ultimately a matter for the operator and pilot to record such information in a form and system of recording that is appropriate for that aircraft’s particular usage profile. 
As a result, CASA has update the relevant advisory material for the issue and completion of Maintenance Releases.

Accordingly Civil Aviation Advisory Publication CAAP 43-01 v2.0 (the CAAP) has been updated and it currently undergoing industry consultation to reinforce the existing requirements to record factored time in service to ensure the intent of the Recommendation is addressed.  Under section 5.2 Flight Time contained in the CAAP,  the following additional paragraphs have been added:

5.2.3 It is the responsibility of the owner, operator or pilot in command to ensure that the time in service of the aircraft is recorded on the maintenance release at the end of each day’s flying.

5.2.4 The maintenance release must also include record of any particular instructions specified in the aircraft flight manual, manufacturer’s instructions for continuing airworthiness or supplemental type certificate for recording information about matters such as:

Engine start cycles

Number of landings

Overweight operations

Water bombing operations

Aerial application operations

Aerobatic flight hours

5.2.5 If the requirements described in paragraph 5.2.4 require additional calculations for determining flight or loaf factors, then that information must also be updated after each day’s flying. 

5.2.6. If insufficient space is available, an extension page may be added for this purpose and extra columns ruled up.

5.2.7  If the CASA maintenance release if inadequate for recording the information described in paragraphs 5.2.4 and 5.2.5 then it is the responsibility of the registered operator to seek approval for an alternative maintenance release that will accommodate the additional information.
Similar wording to the above will also be added to the inside coversheet of the CASA Form 918 Maintenance Release (flight and tech) booklet as used by most aircraft operators, including in the case of aircraft CVH-TZJ.  The inside coversheet sets out instructions for completion of the Form 918 and specific reference will be made to factoring requirements for operators and pilots. 

It is anticipated that CAAP 43-01 v 2.0 will be officially released in October 2017 and that the updated CASA Form 918 Maintenance Release (flight and tech) booklets will be available from the next planned printing of the booklets in six months’ time.
CASA has also released Airworthiness Bulletin 02-060 Issue 1 –NDT data – the use of during the course of maintenance, reminding maintenance providers and NDT service providers of the requirement to ensure that any NDT processes utilised are in fact Approved Maintenance Data for the purposes of regulation 2A fio the CAR.’

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	David BROWNE


	Deputy State Coroner  O’Sullivan

At Glebe 

17-26 May 2017

22 June 2017
	That David Browne  suffered brain death due to a large right acute subdural haemtoma which he sustained as a result of the final blow which he received during Round 12 of a professional boxing contest held on 11 September 2015.  He died at Liverpool Hospital, New South Wales.
	Minister for Sport, Office of Sport and Combat Sports Authority 
	I recommend that consideration is given to the following changes, relevant to the sport of boxing in NSW, after appropriate consultation with relevant sporting bodies and interest groups. 
	Awaited 

	
	
	
	Minister for Sport
	1) A transcript of this inquest be provided to the next review of the Combat Sports legislative scheme and consideration be given in that review to:

a) Whether the legislative scheme should be amended to provide a comprehensive set of rules to govern the conduct of all boxing contests in NSW. 

b) Whether the obligations on an attending medical practitioner to stop a combat sports contest currently expressed in section 63 of the Combat Sports Act 2013 should be amended to better protect the health and safety of combat sport participants in particular in circumstances where:

i. In the opinion of the medical practitioner there is a serious impairment of the combatant/boxer’s ability to defend him or herself; or 
ii. There is a likelihood of serious injury to the combatant/boxer’s health if the contest were to continue; or 
iii. It is desirable to do so in the interests of the safety and welfare of the combatant. 


	Awaited 

	
	
	
	Office of Sport 
	2) a) To continue to develop

Training for registered industry participants, attending medical practitioners and promoters, on the following topics:

i. The rules applicable to combat sports contests in New South Wales;
ii. The roles of industry participants, attending medical practitioners and promoters in boxing contests;
iii. When a contestant should be medically examined during a contest and when a contest should be stopped on account of the condition of the combatant;
iv. The identification, significance and risks associated with serious head injuries including concussion; and
v. When a contestant should be medically examined during a contest and when a contest should be stopped on account of the condition of the combatant. 

b) investigate and implement mechanisms including an accreditation process which will best ensure that every relevant industry participant and attending medical practitioner completes training on those topics at least annually.

3) Amend the Combat Sports Rules to provide that:

a) there be a clear, predetermined means, whether by bell, hammer, prescribed hand signal or another method, by which the attending medial practitioner can indicate the need for or desirability of a medical examination of a combatant during the contest. 

b) at the commencement of a combat sport contest, the referee and the attending medical practitioner must confer to agree on a means by which the referee can indicate the need for or desirability of a medical examination of a combatant during the contest. 

c) the attending medical practitioner must examine a combatant during a combat sport contest on the occurrence of the prescribed ‘trigger’ events which should include:

(i) knockdown caused by blow to the head;

(ii) suspicion of concussion;

(iii) a direction to that effect by the Combat Sports Director or Referee 

(d) an examination must include a medical assessment to ascertain whether or not the combatant is suffering from a concussion having regard to the ‘pocket concussion guide’ or another applicable guidance document;
(e) the attending medical practitioner may examine the combatant at any other stage during the combat sport contest, including during a round and during the break between rounds, including to carry out medical assessment to ascertain whether or not the combatant is suffering from a concussion having regard to the ‘pocket concussion guide’ or another applicable concussion tool;

(f) the round must be stopped to enable an examination as referred to in (c) to (e) to take place during a round, and if necessary the time between rounds must be extended to enable such examination to take place;

(g) the referee must confer with the attending medical practitioner about the need for a medical examination following any round in which a combatant receives a significant number of heavy blows to the head or appears to be suffering from signs or symptoms consistent with a concussion;

(h) there be a clear definition of a knockdown; and 

(i) the attending medical practitioners must position themselves to allow effective communication with referees and to ensure as far as reasonably practicable that they have an unobstructed view of the combatants.

4) Ensure that the following medical equipment must be present ringside during a boxing contest:

(i) Airway support;

(ii) An oxy-viva mask and 

(iii) oxygen
5) Introduce a requirement that:

(a) the promoter must submit to the Combat Sports Authority Evacuation Plan for the venue prior to holding a boxing contest.  Such a plan  must include:

(i) The street address of the venue and the route by which 

Paramedics can access the ring from the street with a stretcher and medical equipment and evacuate a patient safely;
(ii) the identity of the person who will call emergency services in the event of an injury;

(iii) the information about the patient which must be conveyed including  the state of consciousness, bleeding, breathing and any apparent head injury;

(iv) confirmation that the plan has been discussed with the attending medical practitioner 

prior to the contest.

(v) the location of the nearest hospital with neurological facilities.

(b) The attending medical practitioner, the promoter, and all industry participants present at the contest must inspect the route for executing the evacuation plan at the venue before the commencement of the boxing contest.

6) Investigate whether a paramedic should also be required to attend a combat sport contest in addition to the attending medical practitioner. 

7) Introduce automatic timing systems for all boxing contests.

	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Glennon JOHNSTONE


	Deputy 

State Coroner  Grahame 

6 – 20 November 2017 

At Glebe 


	Glennon Johnstone died on 26 March 2016 at Liverpool Hospital. He died from complications of subdural haematoma. Mr Johnstone’s death was accidental, he had been injured when he fell in custody on 21 March 2016 


	NSW Minister for Corrections 
	I recommend that Corrective Services NSW prioritise the establishment of specific residential facilities for accommodating aged and infirm prisoners in both metropolitan Sydney and in regional NSW, as a matter of urgency. These plans should include specific consideration of the growing number of aged prisoners whose classification is restricted.

	The Commissioner of CSNSW has advised the Attorney General:
Recommendation 1 – Completed 
The recommendation has been considered by CSNSW in consultation with Justice Health and Forensic Mental Health Network (JHFMHN).

CSNSW and JHFMHN acknowledge the need for accommodation to facilitate the ageing population, with discussions focussing on capital works associated with the establishment of such facilities and the likelihood that a submission to Cabinet may be required to fully consider implementing this recommendation.

The Corrective Services Infrastructure Strategy (CSIS)(2018- 2038) provides the strategic framework for prison infrastructure planning in NSW.  The CSIS was endorsed by the Cabinet Infrastructure Committee in June 2018 and recognises the specific needs of inmates who are aged and frail or otherwise vulnerable in a correctional environment.  The CSIS acknowledges that frail and aged inmates require specialist facilities and support service.  In line with the CSIS, specialist facilities to address the increase in frail and aged inmates will be prioritised for an implemented to service forecasted future demand.
The matter is being monitored by the CSNSW Management of Deaths in Custody Committee which is comprised of senior executives from CSNSW, Justice Health and a representative from the NSWPF.



	FUTURE – Next response
	




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Corey KRAMER
	Deputy State Coroner

Grahame

18 – 19 Dec 2017

9 April 2018
	Corey Kramer died on 10 October 2017 at the Westmead Children’s Hospital of injuries sustained at Kurrajong Avenue Mount Druitt NSW. He died from multiple blunt force injuries after his mini-motorcycle collided with another vehicle. At the time of his death, Corey was being followed by members of the NSW Police Force. Their conduct was not complaint with the NSW Police Force’s Safe Driving Policy. 
	Commissioner of NSW Police 
	I recommend that the NSW Commissioner of Police implement further training and educational initiatives aimed at developing a better understanding of the requirements of the Safe Driving Policy regarding pursuits amongst the employees of the NSW Police Force to whom the Safe Driving Policy applies and, furthermore, undertakes a full audit regarding the effectiveness of these training and educational initiatives. 


	On 17 September 2018, the Commissioner of Police, MJ Fuller APM, advised the Attorney General  as follows:

‘The NSW Police Force considers there are adequate training and education initiatives in place to educate police on the Safe Driver Policy (SDP) and pursuits. Following amendments to the SDP a Mandatory Continuing Education (MCPE) module was implemented for the 2016/17 training year. The policy puts measures in place to address deficiencies or policy compliance issues. The MCPE remains available as an optional training module for the current training year. These training elements supplement the training courses provided by Police Driver Training. 

Effectiveness measures are gauged through ongoing assessment and review of policy compliance. This is done at a local level by Safe Driving Panels formed at individual Commands in accordance with the SDP. The Traffic and Highway Patrol Command reviews, on a daily basis, every pursuit in the State. Any compliance issues or other matters of concern arising from them are referred to the State Pursuit Management Committee (SPMC). This Committee is responsible for monitoring the functioning of the SDP and recommending to the Commissioner any changes to policy that may be required. Where issues are identified these are bought to the attention of the relevant Commands.
The recommendation is now COMPLETED.

	
	
	
	NSW Minister for Roads, Maritime and Freight
	I recommend that the NSW Minister for Roads, Maritime and Freight consider consulting all relevant stakeholders with a view to establishing a working party to review of the current confiscation powers available to police under the Road Transport Act 2013 (NSW) in relation to trail bikes and mini-motorcycles. 
	On 17 October 2018, the Hon Melinda Pavey MP, Minister for Roads, Maritime and Freight, advised the Attorney General as follows:
‘In May 2018 I requested Transport for NSW to establish and lead a Working Party with other key stakeholder agencies including the Department of Justice (including the Office of Police) Roads and Maritime Services and the NSW Police Force. The Working Party was established on 9 July 2018.

The Working Party has commenced its review of legislative provisions under the Act that deal with the confiscation powers that NSW Police may use with respect to unregistered motorcycles. It is anticipated that the Working Party’s conclusions will be finalised later this year and further advice will be provided’. 



	FUTURE – Next response
	



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Matthew LEVESON 


	Deputy 

State Coroner  Truscott  

3,6,11,16,18 
November 2015

7-11 December 2015

14-17 December 2015 
18 February 2016

23-26 February 2016
16, 17 and 20 May 2016
31 October 2016
1-4 November 2016 

6 March 2017
23-25 August 2017
3 October 2017
Findings

5 December 2017 

At Glebe 


	Matthew John Leveson died on 23 September 2007 in Sydney.  The evidence does not support a finding as to the cause of death of Matthew John Leveson.

	NSW Police Commissioner 
	I recommend that Faye and Mark Leveson receive an official commendation for their assistance to the police investigation into the death of their son.
	On 7 June 2018, the Commissioner of Police, MJ Fuller APM, advised the Attorney General  as follows:
‘I can advise that the NSW Police Force supported the recommendation and I have determined that Faye and Mark Leveson be awarded the Commissioner’s Commendation for Service. The NSW Police Force will contact them directly regarding the award, which will be presented in due course.’ 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	David Zbigniew

LOBEJKO 


	State Coroner  Barnes

8-12 May 2017

30 June 2017

12 October 2017 

At Glebe 


	The deceased person was David Zbigniew Lobejko. 

Mr Lobejko died 
on 4 September 2014 while on the way to Ryde Hospital.  The cause of the death was ischaemic heart disease, following a violent struggle with police after he resisted arrest during a routine traffic stop. 
	NSW Commissioner of Police 
	The response of the officers to the medical emergency that culminated in the death investigated by this inquest was inadequate. If their description of the regular first aid training provided to them by the NSWPF is accurate that training is also inadequate. To be effective first aid training must involve participation in accredited courses with proficiency reassessed at fixed intervals. 

Accordingly, I recommend that the NSWPF review the provision of first aid to all operational officers to ensure it meets the requirements of the following Commonwealth government accredited courses: HLTAID001 – Provide CPR; HLTAID002 Provide basis emergency life support; and HLTAID003 Provide first aid. All officers should undergo annual refresher or proficiency assessment in the material covered by such courses.

	On 26 April 2018, the Commissioner of Police, Mr ML Fuller APM, advised the Attorney General  as follows:
‘The NSWPF  advises that all police are required to undertake the Operations Safety and Skills Mandatory Training Directive on an annual basis to ensure they meet or exceed the minimum level of competency established by the Commissioner of Police in consultation with the NSW Police Association.  This includes competency in Cardio Pulmonary Resuscitation (CPR) and First Aid Training. 

The NSWPF/ CPR First Aid training package was reviewed and amended following the release of the State Coroner’s findings and recommendations into the death of David Lobejko. The review was assisted by the Chief Superintendent Alan Morrison, Director of Education, NSW Ambulance Service and the Intensive Care Paramedics of the NSW Ambulance Service Special Operations Team. 

The NSW Police Force can advise that the 2019/19 mandatory CPR/First Aid package comprises practical and theoretical training. It focuses on the types of injuries most likely to be encountered by first responders and includes the triage and treatment of major trauma injuries and assessment and delivery of high quality CPR.  Additionally, the NSWPF has purchased state of the art resuscitation mannequins that provide immediate feedback to the operator and instructor as to the quality of the CPR being administered.’


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	MC


	Deputy State Coroner  Grahame 

20-22 June 2017 and

31 July 2017 

17 August 2017 

At Glebe 


	The person who died was MC, date of death was 1 March 2015. Mr MC died at Ettalong Oval NSW. Mr MC died of a gunshot wound to the chest. Mr MC was shot by a police officer, as he ran towards that officer with two kitchen knives.

Mr MC's death was self−inflicted in the sense that he engaged in a deliberate and

conscious course of conduct with the intent of ending his own life. 
	NSW Commissioner of Police 
	That the NSW Police Force consider using the circumstances of the death of Mr MC as a

guide for future training to highlight the risks arising from a person who intends to use police to commit self−harm.
	On 19 March 2018, Mr MJ Fuller APM, Commissioner of Police, advised the Attorney General that:
‘The NSW Police Force can advise that all police undertake the Operational Safety and Skills Mandatory Training Directive annually to ensure their competency in defensive tactics and firearms is maintained.  This training includes lectures, physical practice and participation in situational judgmental scenarios.  The training is designed with information and learnings from real life situations, critical incidents, investigation outcomes and other information from operational policing and judicial findings. 

As with previous critical incidents, the issues highlighted by the Deputy State Coroner in the fatal shooting of Mr MC are being incorporated into defensive tactics scenarios and presentations.

In addition, the  NSW Police Force has reviewed the Victoria Police ‘Provoked shooting’ Package and is currently taking steps to incorporate relevant material from that package into the NSW Police Force mandatory training module known as ‘Situational Awareness – STOPAR’. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Bridgett CURRAH 


	Deputy State Coroner  

O’Sullivan 

At Glebe 

On  16 March 2017
	Bridgett Currah died on 22 May 2013 at 61 Channel Road Curlwaa after vomiting and aspirating the gastric contents, due to recent gastroenteritis and vomiting leading to an exacerbation of her gastro oesophageal efflux disease (GORD) related vomiting.
The manner of death was natural causes.

  
	Ramsay Health Care (Operator of Mildura Base Hospital)
	That nursing and medical staff at Mildura Base Hospital undergo education and training regarding the use of graphical observation and response charts and on the importance of taking and recording standard observations on them. 
That Dr Kirubakaran undergo education and training as to the importance of making an entry in the clinical notes for each occasion upon which a patient is reviewed and as to who has responsibility for making such entries. 
	Awaited.

	FUTURE – Next response
	

	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Disappearance and suspected deaths of 

Hector COLLADO and 

Cesar LLANTO 


	Deputy State Coroner  Freund 

28-29 May 2015;

22-23 June 2015;

17 September 2015;

15-19 February 2016;

13-18 October 2016

31 May 2017
	I find that     Cesar Llanto died on 30 August 2012 as a result of foul play, namely, that Mr Llanto was either thrown overboard or killed on the MV Sage Sagittarius and his body disposed of at a later time by a person or persons unknown.  In relation to the cause of his death, I make an open finding.
I find that Hector Collado died on 14 September 2012 in Newcastle Harbour aboard the MV Sage Sagittarius.  The cause of his death was multiple injuries which I am satisfied he sustained as a result of being struck over the head by some kind of weapon or instrument by a person or persons unknown and then, he was either thrown over the handrail outside the storeroom on the second deck or he fell over the handrail to his death. 

	Various
	1. I recommend that the Japanese Police and the Japan Transport Safety Board (JTSB) are provided with a copy of the findings of this Inquest for their consideration of any further investigation into the death of Mr Monji. 

2. I recommend that consideration be given to establishing a permanent standing group with members from at least each of the following agencies:

· NSW Police Force (NSWPF)

· Australian Federal Police (AFP)

· Australian Maritime Safety Board (AMSB)

· Australian Transport Safety Bureau (ATSB)

for the purpose of liaising, contact and assistance in connection with any investigation of the death or suspicious death on board or disappearance from, an international vessel in or bound for Australian waters (‘the vessel’).

3.  A principal point of contact, from each of the Agencies mentioned in recommendation 2, be nominated in relation to each investigation of the kind described in recommendation 2.
4. The principal point of contact should be responsible for providing all available expertise and assistance to ensure the proper downloading, seizure and storage of any Voyage Data Recorder (VDR) system on board the vessel. 

5. In any investigation (s) involving both the NSWPF and the AFP, the principal point of contact from the NSWPF and the AFP should regularly liaise for the purpose of ensuring the sharing, between each agency, of forensic and other evidence (subject to legislative requirements) that may be relevant to each to the investigation (s). 


	Awaited.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘DT’


	Deputy State Coroner  

Grahame

At Glebe 

14-17 August 2017

13 October   2017
	That DT died on 13 February 2013 and the cause of death was intentionally self-inflicted.

  
	Minister for Family and Community Services 
	That the Department of Family and Community Services give urgent consideration to:

1. Amending existing policy/procedure so that where a mandatory report is made and screened out as non–Risk of Self Harm (ROSH), the mandatory reporter is advised of the outcome within 21 days.

2. Introducing and evaluating further training for Helpline and CSC staff in respect of ‘unconscious bias’ when dealing with parents who have separated from the primary carer and are reporting concerns about their children. 

3. Creating a referral service operating at the hotline stage, so that where referrals are screened out as ‘non-ROSH’, reporters are informed that the information will be kept on file as relevant history in the event of further calls and the referrer is given the contact details of other service providers that may be able to assist, such as Anglicare, CatholicCare, local adolescent medical services, Brighter Futures.  


	By letter dated 10 March 2020, The Hon Gareth Ward MP advised the Attorney General as follows: 
Recommendation 1 – Supported

Ongoing enhancements and improved functionality continue to be made to systems to deliver greater visibility to mandatory reporters about the outcome of the reports they have made to the helpline. 
Recommendation 2 – Supported

DCJ (FCDS) includes education about unconscious bias in the training it provides its child protection managers and practitioners, including those who work at the helpline. In July 2020, DCJ (FCDS) will launch a new caseworker development program where training in unconscious bias will feature. 


Since September 2017, DCJ (FCDS) the Office of the Senior Practitioner has implemented the NSW Practice Framework for child protection and out of home care. This has included delivering the training across NSW to all managers and practitioners who work directly with children and families, and the helpline. 

Recommendation 3 – Supported 

In November 2017, in response to recommendation 3, the (then) Minister advised the Deputy State Coroner, the government would consider this recommendation as part of a number of initiatives being considered under the Their Futures Matter reforms. 



	FUTURE – Next response
	

	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	John Lennard

ERBACHER


	Acting State Coroner 

Grahame 

22 December 2017 

AT Glebe  
	That John Lennard Erbacher died on 2 September 2015. He died at Waterfall Farm, Stennetts Road, Comboyne NSW. He died from multiple injuries, in particular, blunt force injuries to his pelvis and abdomen, as a result of falling from a mobile elevated work platform (MEWP) while oprating that equipment on a terraced avocado farm.  
	The Executive Director, Safework NSW  
	That Safework NSW (in conjunction with corresponding agencies in other states, if applicable) convene a working party, in consultation with other relevant stakeholders (eg growers associations, farmers, and manufacturers) to:

1. Develop best practice guidelines for the use of Mobile Elevated Work Platforms (MEWPS) in avocado (and other fruits with similar techniques) harvesting activities. In developing such guidelines, consideration should be given to the engineering design characteristics of MEWPS used to harvest avocados (and other fruits) and the training required for their safe use. 
2. Promote awareness of the potential dangers and risks when using MEWPS to harvest avocados (and other fruits with similar harvest techniques) particularly on terraced farms. 
3. Develop an educational booklet in relation to these issues specifically aimed at the avocado growing industry. 
4. Develop best practice guidelines for engaging, training and supervising harvest workers, with a particular focus towards vulnerable workers,(for example, those new to the industry, youth workers and those from non-English speaking backgrounds).


	On 22 June 2018, the Minister for Innovation and Better Regulation , the Hon Matthew Kean MP, advised the Attorney General  as follows: 

‘SafeWork NSW has established a working party including appropriate members of SafeWork NSW, Workplace Health and Safety Queensland (WHSQ), NSW Farmers Association, Avocados Australia and the Australian Mango Industry Association.  Two meetings of the working party representatives were held on 13 February and 23 April 2018 to manage the design and delivery of the remaining recommendations. 

A literature review of materials that provide best practice work health and safety (WHS) advice and guidance appropriate for the horticulture sector, with a particular focus on working at heights while harvesting. The working party agreed that a combination of guidance materials published by SafeWork NSW, WHSQ and WorkSafe Victoria, provide the best combination of guidance material for the sector. 

As part of a broader hazard identification exercise for the NSW horticulture sector from October 2016 to May 2017, SafeWork NSW and the NSW Farmers Association developed a safety induction guide for horticulture entitled ‘Safety Induction Information for Picking and Packing Shed Workers in Horticultural Industries’.  The guide can be customised by each farm manager and is available in ten different languages.  It has enabled culturally and linguistically diverse (CALD) workers to be inducted on farms using their preferred written language. The guide was promoted across the sector in June 2017 and made available on the SafeWork NSW website. 
SafeWork NSW contacted large scale MEWP manufacturers, JLG (Australia) and Hydrlada (Australia and New Zealand) to discuss design characteristics and suitability of certain MEWPS for orcharding environments. Further meetings will be held.  Both manufacturers have indicated an interest in attending future field days to assist in the education of local farmers and the correct use of MEWPS for harvesting. 

By 31 January 2019, SafeWork will develop and deliver a sector-wide awareness campaign titled ‘Harvesting at Heights’ with a focus on working with MEWPS and ladders in avocado harvesting activities.  The working group has agreed the campaign should include the following three safety themes: having the right gear to work at heights safely in harvesting; using it in the right place in the correct manner (as guided by the manufacturer); and having the right person conduct the work (adequately trained, inducted and supervised).

The campaign will include the following communication options:

a) A video safety alert that promotes awareness of the potential dangers and risks when using MEWPS to harvest avocadoes (and other fruits) particularly on terraced farms, as well as best practice WHS approaches to harvesting at heights.
b) A ‘Horticulture at Heights’ guidance pack for farmers, workers, suppliers of plant and labour that links to best practice materials from SafeWork NSW, WHSQ and WorkSafe Victoria.  This will be available in both hardcopy, and html versions and will include the safety induction checklists in ten languages. 
c) The direct mailout of the Horticulture at Heights’ guidance pack to all listed horticulture businesses throughout NSW, Queensland and the Northern Territory.
d) A media release distributed and social media published by SafeWork NSW, WHSQ, NSW Farmers Association, Avocadoes Australia and the Australian Mango Industry Association promoting the video safety alert and new guidance pack.
e) Field day, sector conference and other sector event promotion by SafeWork NSW, WHSQ, NSW Farmers Association, Avocadoes Australia and the Australian Mango Industry Association of the video safety alert and new guidance pack.’




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Errol HANDOG


	Acting State Coroner 

O’Sullivan

21 December 2017 

AT Glebe  
	That Errol Handog died between 3:30 p.m. on the 29 October 2014 and 1:00 p.m. on the 30 October 2014
within his bedroom at 14 Kookaburra Crescent, Glenmore Park. The cause of his death was hanging, done with the intention of ending his life. 
	Ministry for Health 
	To the Ministry of Health That the Minister of Health NSW consider the implementation of a “take home” document for families/patients that would contain information such as the treatment plan, follow up appointments, medications, emergency telephone numbers and other information relevant to the patient’s ongoing care and support. The document would be intended for patients who are not admitted, but who have undergone a mental health assessment at a Local Health District.
	On 15 June 2018, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows: 

‘NSW Health supports this recommendation and advises that the draft Mental Health Discharge Planning and Transfer of Care Policy Director includes specific requirements for the provision of written transfer of care advice for consumers and families as outline in the recommendation.  The draft policy directive also specifically identifies the need for the provision of this written advice for people under the care of mental health clinicians in Emergency Departments who are not admitted to Hospital The policy is due to be completed in August 2018.’

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Edward Tama 

HAENGA 

2013-177495

	Deputy State Coroner  Lee 

At Glebe 

On 23- 37

October 2017

And 6 November 2017


	I find that Mr Edward Haenga died sometime between 10:00pm on 8 June 2013 and 7:15am on 9 June 2013. Mr Haenga died at the Metropolitan Special Programs Centre at Long Bay Correctional Complex in Matraville NSW where he was in lawful custody serving a custodial sentence. The cause of Mr Haenga’s death was cardiac arrhythmia. Mr Haenga died from natural causes in circumstances where complications from his morbid obesity and his use of multiple, concurrent psychotropic medications which carried the risk of QT interval prolongation, contributed to him suffering a fatal cardiac arrhythmia. 


	The Chief Executive, The GEO Group Australia Pty Ltd (GEO): 


	I recommend that: 

(a) Junee Correctional Centre (Junee), as part of its metabolic monitoring policy, adopt the Justice Health and Forensic Mental Health Network (Justice Health) guideline, Psychotropic Medications – Guidelines for prescribing and monitoring use within custodial and forensic mental health settings 2017, and the associated NSW Ministry of Health Information Bulletin, Metabolic Monitoring, New Mental Health Clinical Documentation Module (dated 27/7/2012, IB2012_024); and 

(b) GEO review its current Medication Administration Policy dated 21 April 2017 (MAP) to ensure that it accurately reflects the equivalent provisions in the Justice Health Medication Guidelines 2017, including, but not limited to, clauses 4.7.1 and 4.14.8 of the MAP. 


	The following actions have taken place to address this matter: 

Per Recommendation 1(a) 

The implementation of the Guidelines (which have recently been amalgamated with the Metabolic Monitoring: A Resource for Health Professionals 2011 document) at Junee Correctional Centre requires approval from the Commissioner, with any associated funding being the responsibility of CSNSW (as per contractual requirements). 

At present, GEO are reviewing the cost implications of implementing these Guidelines following feedback from the Justice Health and Forensic Mental Health Network. When received, CSNSW will consider / re-assess the advice provided regarding cost implications and subsequently seek approval from the Commissioner. 

Per Recommendation 1(b) 

GEO advised that they have completed a review of the process of the Medication Administration Policy (MAP) (21 April 2017) which is a local policy of Junee CC. GEO has replaced the MAP with the Justice Health Medication Guideline which accords with GEO contractual obligations. 

Final update -

GEO has implemented the Justice Health and Forensic 􀀪v1ental Health Network Medication Guideline which meets contractual requirements. Recommendation considered implemented.

Recommendation 3 - The following actions have taken place to address this matter: 

GEO Corporate Office wrote to the Commissioner CSNSW in respect of the financial and operational impacts this will have on Junee Correctional Centre. 

Justice Health does not propose to support recommendation 3. Under the terms of the Management Agreement with _Corrective Services NSW, GEO Group is responsible for the provision of health services at Ju nee Correctional Centre and the provision of training to the Ju nee staff. 

Justice Health is not responsible for training GEO Group staff. 

Final update -

GEO are responsible for training of staff in health guidelines under the contract. Ongoing liaison between CSNSW and JH&FMHN regarding provision of training to GEO in new JH&FMH systems when required. Recommendation considered implemented.  

	
	
	
	The Director, Justice Health and Forensic Mental Health Network, NSW (Justice Health)

	I recommend that the resource currently used by GEO and Justice Health titled, Metabolic Syndrome, From Monitoring to Management, A Resource for Health Professionals (2011), be revised to include: 
(a) the provision of sufficient information and guidance to clinical staff regarding the use, and relevance, of baseline and ongoing electrocardiogram (ECG) testing as part of metabolic monitoring; and 
(b) to cross-refer to the recommended clinical timeframes for ongoing ECG testing as set out in the Justice Health guideline, Psychotropic Medications – Guidelines for Prescribing and Monitoring Use Within Custodial and Forensic Mental Health Settings 2017, in particular in relation to additional monitoring recommended for specific antipsychotic medication. 


	Recommendation 2 – Completed 
On 30 May 2018, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:

‘NSW Health supports this recommendation and is updating the guidelines accordingly. 
The Justice Health and Forensic Mental Health Network (JHFMHN)  advises that the review of the Metabolic Syndrome, from Monitoring to Management,  A Resource for Health Professionals  (2011) guidelines began in February 2018. The revised guidelines, which now include all of the Coroner’s suggested changes, are expected to be completed by 31 July 2018. Following this, full implementation of the revised guidelines may include amendments to the relevant manual, an awareness campaign, and further training.  This full implementation is expected to be completed by 31 January 2019’.

CSNSW Response: 
No action to be taken by CSNSW at this time. This is a matter for Justice Health. 

	
	
	
	To the Director, Justice Health and the Chief Executive, GEO and the Commissioner for Corrective Services New South Wales (CSNSW) 


	I recommend that GEO, Justice Health and CSNSW work collaboratively to provide further targeted education and training, through the use of Justice Health nurse education consultants, to GEO clinical staff in relation to medication administration requirements pursuant to the Justice Health Medication Guidelines 2017, in particular in relation to clauses 6.2.9 and 6.7.2. 


	Recommendation 3 – Completed – Supported
The following actions have taken place to address this matter: GEO Corporate Office wrote to the Commissioner CSNSW in respect of the financial and operational impacts this will have on Junee Correctional Centre. Justice Health does not propose to support recommendation 3.  
Under the terms of the Management Agreement with Corrective Services NSW, GEO Group is responsible for the provision of health services at Junee Correctional Centre and the provision of training to the Junee staff.  There is ongoing liaison between CSNSW and JH&FMHN regarding provision of training to GEO in new JH&FMH systems when required


	FUTURE – Next response
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	HOWLETT Keith


	Deputy State Coroner  Grahame 


	That Keith Howlett died on 24 May 2013 at Junee Correctional Centre. The medical cause of his death was complications of non small-cell carcinoma of the lung.
The manner of death was natural causes. 
	NSW Minister for Corrections

NSW Minister for Health

Chief Executive Officer of GEO Group Australia Pty Ltd
	I recommend that:

1) Consideration be given to developing and implementing a palliative care training package for all nursing and medical staff within Justice Health, and including all other providers of medical services contracted to Corrective Services.  In particular, training should address the early recognition of palliative care intervention for all inmates diagnosed with serious and life threatening illnesses and or illnesses that may require opiate or analgesic relief. 

2) Immediate consideration should be given to creating a designated position and central location to resource and support medical staff across NSW in relation to palliative care options for all inmates. 

3) Immediate consideration should be given to mandating that all inmates identified with cancer be given the option of being reviewed by the Cancer Care Nurse (who shall be provided access to the necessary medical information and support systems) within an appropriate and fixed time frame. 

4) A brochure be developed for inmates in relation to the palliative care and cancer support services available within the NSW custodial system (including the part of that system which is privately operated).
5) Annual auditing of GEO Health Services (or any similar contract providers) include a face to face interview component with a percentage of randomly selected inmates currently receiving health services. 

6) Annual auditing of GEO Health Services (or any similar providers) should include mandatory checking compliance with tools such as the Chronic Disease Screen.
	On 27 October 2017, the Minister for Health, the Hon Brad Hazzard MP, responded to the Recommendations:
‘On consultation with Justice Health & Forensic Mental Health Network and NSW Department of Justice recommendations 1, 2, 3, 4 and 6 are supported with 5 supported in principle’.
On 14 March 2018, the Minister for Corrections, the Hon David Elliott MP, responded to the Recommendations:

‘Following consideration of the findings and recommendations and consultation with the NSW Ministry of Health, Justice Health and GEO, I advise CSNSW supports recommendations 1,2 and 3 in principle and supports recommendations 4,5 and 6. 
Recommendation 1 – Completed 
The Justice Health & Forensic Mental Health Network (JHFMHN) nursing and medical staff has access to comprehensive resources and training through the NSW Health Education and Training

Institute (HETI), the Agency for Clinical Innovation (ACI) and the Clinical Excellence Commission (CEC), with programs such as End of Life Supportive Care and SHAPE End of Life Conversations.

There will be further discussion with JHFMHN to consider tailoring packages to the custodial environment.

While the Justice Health and Forensic Mental Health Network (JHFMHN) is responsible for the provision of health services in Correctional Centres and the GEO Group (GEO) is responsible for the provision of health services at Junee Correctional Centre CSNSW supports this recommendation in principle.
CSNSW notes that JHFMHN nursing and medical staff have access to comprehensive  resources and training through the NSW Health Education and Training Institute (HETI), the Agency for Clinical Innovation (ACI) and the Clinical Excellence Commission (CEC) with programs such as End of Life Supportive Care and SHARPE End of Life Conversations. 

CSNSW has been advised that JHFMHN continues to consider tailoring packages to the custodial environment. CSNSW notes that 

It requires GEO to comply with NSW Health and JHFMHN polciies and procedures under the Management Agreement for Junee Correctional Centre and confirms that Junee health services staff has access to these policies and protocols through the JHFMHN intranet. 

The GEO Group Australia Pty Ltd (GEO), as operator of the Junee

Correctional Centre (Junee) under contract to the State of New South Wales, is fully supportive of undergoing training in palliative care for nursing and medical staff to be provided by Justice Health & Forensic Mental Health Network (JH&FMHN).

As soon as JH&FMHN has developed and implemented the palliative care training package, GEO will take all relevant measures to implement this training at Junee. GEO have advised that they have not been made aware of this course by JH&FMHN to this date.

This is a matter for Justice Health.

Recommendation 2 – Completed 
There is existing collaboration between JHFMHN and South Eastern Sydney Local Health District (SESLHD) providing extensive support to medical staff. The existing collaboration includes direct

communication between JHFMHN medical officers and palliative care doctors. This is formalised by a draft Service and Partnership Agreement between JHFMHN and SESLHD for the period 1 July 2017 — 30 June 2020, stating the obligations of SESLHD toward the patients of the JHFMHN and specifically mentions palliative care in its provision of services.

In October 2016, the JHFMHN and SESLHD received a three-year seed funding of $500,472 from the Palliative Care Flexible Funding Pool for enhancing palliative care for vulnerable populations. The

funding received has been implemented in the appointment of a specialist physician with advanced training in Palliative Medicine in August 2017 to provide comprehensive palliative care advice to

patients.

CSNSW Response: 

CSNSW supports this recommendation in principle, noting that Justice Health and GEO are the appropriate bodies to implement the recommendation.

There is existing collaboration between Justice Health and the South Eastern Sydney Local Health District (SESLHD which includes direct communication between Justice Health medical officers and palliative care doctors. This is formalised by a draft Service and Partnership Agreement between Justice Health and SESLHD for the period of 1 July 2017 – 3 June 2020, stating the obligations of SESLHD toward the patients of Justice Health and specifically refers to palliative care in its provision of services. 

In October 2016 Justice Health and SELHD received three year seed funding of $500,472 from the Palliative Care Flexible Funding Pool for enhancing palliative care for vulnerable populations.  CSNSW has been advised by Justice Health that the funding received had been implemented in the appointment of a specialist physician with advanced training in Palliative Medicine in August 2017 to provide comprehensive advice regarding palliative care to patients.  Further, CSNSW notes the existence of the position of a Cancer Care Nurse (CCN) to assist in the transition of appropriate patients to palliative care services in facilities operated by Justice Health. 
In relation to Junee Correctional Centre, CSNSW notes that GEO may take advantage of these resources and has the ability, if needed, to transfer any appropriate patients to palliative care in a correctional centre with health services provided by Justice Health, The transfer of inmates to these resources is incumbent on effective co-ordination and communication between Justice Health and GEO and is also dependent on Justice Health protocols. 
GEO is fully supportive of JH creating this resource position. Given the transfers between correctional centres in NSW, GEO assumes that this resource position will also provide support to the privately operated correctional centre staff to ensure consistency and best practice outcomes for the benefit of all inmate patients regardless of facility.  GEO transfers patients requiring palliative care to Long Bay Hospital wherever possible. 

Recommendation 3 – Completed 
A Cancer Care Nurse (CCN) has been employed in JHFMHN since July 2016 to offer support to cancer patients and to assist in transition of appropriate patients to palliative care services in facilities operated by JHFMHN. A referral pathway to the CCN has been developed and is being communicated to staff. All patients newly diagnosed or who currently have a diagnosis of cancer whilst in custody or presenting at reception with a diagnosis of cancer, will be placed on the Integrated Care Service Cancer Care waitlist. If a patient requires an immediate review JHFMHN staff will contact the CCN directly and apply a cancer alert in the Justice Health eHealth System. JHFMHN will consider a change in process from utilising a waitlist system to a referral system to enable measurement of the

number of referrals and the time from referral to time seen.

CSNSW Response:

Although Justice Health and GEO are the appropriate bodies to implement this recommendation, CSNSW supports this recommendation in principle.  A CCN has been employed in Justice Health since July 2016 to offer support to cancer patients. A referral pathway to the CCN has also been developed. All patients newly diagnosed or who currently have a diagnosis of cancer whilst in custody or present at reception with a diagnosis of cancer will be placed on the Integrated Care Service Cancer Care waitlist. 
GEO are also able to refer patients to the CCN from Junee Correctional Centre. 

If a patient requires an immediate review, Justice Health or GEO staff may contact the CCN directly and apply a cancer alert through the Patient Administration System or the Justice Health eHealth System.

Recommendation 4 – Completed 
NSW Health supports this recommendation and advises that JHFMHN will develop a brochure for inmates on palliative care and cancer support services by 31 December 2017. The brochure will

include an overview of the Cancer Care Service, Integrated Care Services hotline number, and palliative care options available in the custodial system.

CSNSW Response: 

CSNSW supports this recommendation and is advised that Justice Health continues to develop a brochure for inmates regarding palliative care and cancer support services. The brochure will include an overview of the Cancer Care Service, Integrated Care Services Hotline number, and palliative care options available in the custodial system.  Copies of this brochure once finalised, will be available to GEO and ordered for placement and distribution to suitable patients at Junee Correctional Centre. 

Recommendation 5 – Completed 

NSW Health supports this recommendation in principle and advises that GEO Group is contracted by the Commissioner of Corrective Services NSW (CSNSW) for the provision of correctional operations and health services at Junee Correctional Centre. NSW Health is not a party to this contract and

recommendations 5 and 6 are not for the sole decision and implementation of JHFMHN.

JHFMHN undertakes annual audits of GEO's performance and compliance with the health specifications of its contract with CSNSW. In addition to the standard audit, JHFMHN also includes a specialist stream for auditing (e.g. drug & alcohol, mental health, population health) and re-audits

previous year areas of underperformance or non-compliance to ensure these have been actioned and closed off. JHFMHN also conducts one-off safety and quality audits at any time, for example, in response to an adverse patient outcome or death in custody. All these auditing processes are

governed via monitoring, reporting and oversight by a joint CSNSW, JHFMHN and GEO interagency

group which meets quarterly.

As part of each annual audit at Junee, the Audit Team meets with the Inmate Development Committee and the agenda commences with an open question for patient feedback followed by themed focus questions aligned with the focus audit areas. JHFMHN and Corrective Services NSW are considering undertaking some randomised sample face-to-face interviews in the 2017 audit with target questions around cancer care / palliative care and end of life decisions.

CSNSW Response: 

CSNSW supports this recommendation. The recommendation has been discussed by the joint CSNSW, Justice Health and GEO interagency group which meets quarterly to discuss the provision of health services at Junee Correctional Centre. 

It is noted that Justice Health undertakes annual audits of GEO’s performance and compliance with the health specifications of the Management Agreement with CSNSW for Junee Correctional Centre.

As part of each annual audit at Junee, the Audit Team meets with the Inmate Development Committee and the agenda commenced with an open question for patient feedback followed by themed focus questions aligned with the focus audit areas.

Justice Health was considering undertaking some randomised sample face- to-face interviews in the 2017 audit of health services at Junee Correctional Centre with targeted questions around cancer care/ palliative care and end of life decisions. CSNSW are yet to receive the 2017 Audit report from Justice Health regarding same. 

CSNSW notes that an impediment to the implementation of this recommendation is that any face-to-face random interviews are contingent upon an inmate agreeing to meet with the Committee and share their private medical information with the Audit Team. 

Annual auditing of Health Services provided by GEO at Junee is conducted by JH Staff. During this audit, the JH staff speak directly to the Inmate Delegate Committee who are elected by their peers to speak about issues pertaining to Junee.  GEO acknowledges that this is not a random selection however it does provide an indication of issues pertaining to the Health Services, rather than the matters of concern which may be raised by a randomly selected  person (which may not provide a clear indication of systemic or institutional issues). 
Accordingly GEO is fully supportive of the oversight and review independently undertaken by JH to assess the health care provide to inmates accommodated at Junee. 

Justice Health does an annual audit in consultation with the GEO Group Pty Ltd.  The last audit was conducted over 10-11 December 2018 and a random number of inmates was interviewed at random. JH has advised that their Contestability and Commissioning Team have agreed to ensure the recommendation is included in their future auditing schedule. 

Recommendation 6

NSW Health supports this recommendation. JHFMHN currently undertakes annual reviews of GEO's compliance with the health specifications of its contract with Corrective Services NSW. Completion of Chronic Disease Screen was included as part of the 2016 Audit, and can be included in the 2017

Audit. This will be added to the risk based areas for focussed audit in 2017. The annual audit comprises of audits in:

• Core clinical governance systems and processes

• Audit of key elements if the 'health service specifications' on a rotational basis

• Risk based focus areas; and

• Meeting with the Inmate Development Committee.

CSNSW supports this recommendation and the recommendation has been raised and discussed at quarterly meeting between Justice Health, CSNSW and GEO. 
Under the Management Agreement between CSNSW and GEO, Justice Health currently undertake annual reviews of GEO’s compliance with the health specifications of its contract with CSNSW. Completion of Chronic Disease Screen was included in the 2016 and 2017 annual audits. 

Justice Health does an annual audit in consultation with the GEO Group Pty Ltd.  The last audit was conducted over 10-11 December 2018 and included a review of chronic disease screening.
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	Benjamin GILLIGAN 


	Deputy State Coroner  Grahame

7 July 2017

At Dubbo 
	Benjamin Gilligan died on 5 June 2014 in a motor vehicle accident whilst under the influence of methylamphet-amine, after absconding from Dubbo Base Hospital Emergency Department.
	Minister for Health 
	That the Minister give consideration to having his Department convene a state wide forum

to discuss best practice management procedures for patients with acute behavioural disturbances presenting to NSW Emergency Departments.
	On 11 December 2017, the Hon Brad Hazzard MP, Minister for Health, advised the Attorney General that NSW Health supports, and is actively addressing, all of the Deputy State Coroner's

recommendations.

NSW Health supports this recommendation and advises that the NSW Ministry of Health (the Ministry) hosted a state-wide workshop on managing people presenting to Emergency

Departments (EDs) with complex clinical needs including intoxication, mental health and/or organic illness with associated challenging behaviours in October 2014. This workshop highlighted there was significant variation in how EDs were managing these patients. Clinicians at the workshop requested that a NSW Health state-wide guideline be developed to support evidence-based management of these patients The Ministry and the Emergency Care Institute convened a multidisciplinary working group from metropolitan and rural services with clinicians and managers from 13 Local Health Districts (LHDs) to develop a guideline for the management of patients with acute severe behavioural disturbance (ASBD) in the ED. GL2015 007 Management of patients with Acute Severe Behavioural Disturbance in Emergency Departments was published in August 2015.

Implementation of GL2015_007 Management of patients with Acute Severe Behavioural Disturbance in Emergency Departments

The Guideline was presented at the November 2015 Emergency Care Institute Symposium and Whole of Hospital Master Class in October 2015. In early 2016, the Ministry facilitated a series of

workshops in metropolitan and regional areas to support local implementation of the guideline.
Following this, a survey was sent to all 17 LHDs and Specialty Health Networks asking whether they had implemented the guideline. The response rate to the survey was 98%. There were a number of smaller facilities that had an organisational escalation response to aggressive behaviour in place. This approach is in line with the principles of the Guideline and is considered a suitable process in very small facilities.

A project is currently underway to implement an ED-based Mental Health Liaison Nurse (MHLN) team to enhance the management of people with mental health, drug health and

behavioural problems presenting to ED.

Key aspects of the project include:

1. A designated team of specialist MHLNs integrated within the ED

2. MHLNs available to see patients (of all ages) with undifferentiated mental health, drug health and behavioural problems as close to the point of triage as possible.

3. Creating a close working relationship with the ED nursing and medical team.

4. Creating a collaborative relationship with the Consultation Liaison and after hours psychiatry service.

5. Developing a coordinated system of referral and follow-up.

The pre-implementation phase is complete. This involved focus groups, individual interviews meetings and a planning day with clinicians and key managerial and executive staff at each site

to collect baseline data and explore issues and barriers around the management of people with mental health, drug health and behavioural problems presenting to the ED.

A multi-site ethics application has been submitted to the ethics committee to implement and evaluate a version of the model of care and the project team is waiting for a response.



	
	
	
	Western NSW Local Health District 


	1. That the Western NSW LHD give effect to the requirements of the existing leave policy by developing a written document to be provided to patients exercising gate leave and any family or carers who may be responsible for the patient while they are on such leave. The document should set out information concerning leave, including the purpose of leave, the time at which the leave commences and when the patient is due back and any particular requirements or restrictions such as ensuring the patient remains in the carer's company at all times or does not attend certain locations.

2. That, pending the redevelopment of the Emergency Department at Dubbo Base Hospital,

the Western NSW LHD develop and implement a site-specific policy relating to the use of the ‘Purple Room’ to give effect to the intent and aims of the existing NSW Health Policy concerning aggression, seclusion and restraint in mental health facilities in NSW.
	Status: Supported and actioned
The Western NSW Local Health District (WNSWLHD) advised they are developing an information sheet for consumers and their family/support persons when going on leave from the hospital. 

The document has undergone consultation with staff, carers and consumers and a finalised draft has been submitted to the forms committee for the first 2018 meeting. Following approval, the

document will be trialled at Bloomfield Hospital then rolled out across the District. The document includes:

- information for consumers taking leave from the hospital

- conditions of the consumers leave including duration and time patient is due back

- responsibilities of family/support persons while accompanying a person on leave

- acknowledgement of receipt by both the consumer and carer indicated by signature.
In addition, the WNSWLHD conducted a review to ensure the NSW Health Policy Directive PD2016_056 Transfer of Care from Mental Health Inpatient Services has been implemented across all Mental Health inpatient and community settings. Education and training on the policy has also been rolled out for all relevant staff members.
NSW Health supports this recommendation and advises the implementation of a site-specific policy for the safe assessment room in the Emergency Department, 'Purple Room', in is train.

The WNSWLHD are currently developing a local operating procedure specific for the Purple Room and a working party has been convened to finalise the content with a meeting scheduled for mid- December 2017. It is anticipated the procedure development will be finalised by the end of the 2017 calendar year.

The draft Local Operating Procedure is due to be endorsed at the WNSWLHD Clinical Operations Meeting in February 2018. After this time, the procedure will be uploaded to the WNSWLHD Intranet and local training on the procedures will commence.

In the interim of the Dubbo Base Hospital redevelopment, the WNSWLHD have also conducted a risk assessment of the Purple Room, and a number of improvements were made including:

- door frames redone and recessed appropriately

- inside fob egress replaced

- recessed door handle

- ceiling vent made flush with ceiling

- extra duress alarms purchased.

In addition, WNSWLHD staff received aggression minimisation training and an annual refresher course was mandated. This training is regularly audited through mandatory training requirements

on the My Health learning website.
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	Name Withheld

‘AB’

	Magistrate E Kennedy 

13-16 March  2017, 1 May 2017, 7 August 2017

At Wagga Wagga 


	I find that [Name Withheld] died between 2 and 3 June 2015 at 2/54 Shaw Street Wagga Wagga due to hanging which was self inflicted with the intention of taking her own life.  
	The Chief Executive Officer

Murrumbidgee Local Health District 
	1) The policies and procedures relating to persons presenting at the Emergency Department with a risk of suicide be reviewed in particular to provide for the following:

i. Any persons presenting to the Emergency Department with any risk of suicide or under the auspices of the Mental Health Act, must be referred to MHECS for comprehensive mental health assessment.

ii. Discharge management plans must be formulated and documented prior to discharge.

iii. Discharge management plans for future care must be formulated in writing and provided to the patient at the time of discharge (in terms of Appendix 5 or the equivalent), regardless of whether or not they are assessed by MHECS.
iv. Procedures should be put in place to ensure that appointments required by discharge management plans are made for the patient and that appropriate follow up occurs. 

v. Any patient who is being discharged (or not admitted) must be asked whether a support person can be contacted on their behalf.

vi. Simple and clear direction be included outlining the steps required to be followed in i-v above including who is responsible for undertaking those steps and who is responsible for ensuring that all required steps have been followed prior to the patient’s discharge. 
2) All emergency staff be given training and support to understand the applicable policies and steps taken to ensure that they are being implemented. 

	By letter dated 5 February 2019 the Hon B Hazzard MP, Minister for Health, advised the Attorney General as follows:  
Recommendation 1
NSW Health supports and has completed Recommendation 1. 

NSW Health advises that MLHD has reviewed its policies and procedures for persons presenting at the Emergency Department (ED) with a risk of suicide and supports the Coroner’s recommendation. MLHD has since amended the MLHD Procedure _608 Emergency Department Care of People with Mental Distress to include all of the clauses listed in Recommendation 1. 

Recommendation 2

NSW Health advises that following the revision of the procedure, MLHD has undertaken a series of actions to ensure all emergency Department staff in MLHD are compliant with the revised MLHD MLHD Procedure _608 Emergency Department Care of People with Mental Distress.  These actions are outlined below:

1. The revised MLHD Procedure _608 Emergency Department Care of People with Mental Distress was included in the MLHD ‘Policy/ Procedure in Focus’ in the months following its approval.  All Recommendation 1 clauses have been included in this policy. 

All MLHD clinicians are required to sign that they have received and have read the NSW Health PD 2016_007: Clinical Care of people who may be suicidal and the MHLD MLHD Procedure _608 Emergency Department Care of People with Mental Distress. Furthermore, these documents as well as relevant supportive training information are included in new staff orientation packages.
As at 21 January 2019 Griffith Base Hospital and Wagga Wagga Base Hospital staff were 100% compliant.  Of the remaining 29 rural sites, 15 sites are now 100% compliant with the remaining sites to achieve full compliance by 15 February 2019. In addition, the Operations Directorate will work directly with these sites to ensure local management strategies are in place. The District continues to ensure that staff will have signed as having received and understood the procedures and this requirement will be monitored by the District Clinical Governance Council.

2. All MLHD nursing staff are required to complete the MLHD suicide mandatory training The Key to Suicide Prevention – ask the Question via My Health Learning. As at 6 November 2018, 69.8% of District staff and 84.54% of Mental Health Drug and Alcohol Clinicians have completed the training.  There is a continued focus to ensure that all targeted staff complete this training including new staff within three months of commencing employment. This requirement will continue to be monitored by the District’s Operations Directorate via the Monthly Accountability Meeting (MAMS) process. 
3. All ED Clinicians, including Medical Officers, are required to attend specific face to face suicide risk identification training.  This training is delivered by Mental Health ED Clinical Nurse Consultants and Mental Health Drug and Alcohol District Clinical Leaders.  As at 6 November 2018 68.51% of targeted staff have completed this training and it is expected that this will be completed by 31 March 2019. Progress will be monitored by the District Clinical Governance Council.
4. MLHD will conduct an annual audit of actions 3 and 4 to ensure ongoing monitoring of compliance with these requirements.  These audits are scheduled for 31 October of each year and the findings will be reviewed by the MLHD Clinical Governance Council.  The 2018 audit results were 69.8% for on line module and 69.1% for face to face training. 
5. MLHD will conduct an annual audit of compliance with MLHD Procedure _608 Emergency Department Care of People with Mental Distress. These audits are scheduled for 31 October of each year and the findings will be included in the annual Local Health District Auditing program via the Quality Auditing Reporting System (QARS). The 2018 Audit results have been collated with an overall District compliance rate of 80%.

The Ministry of Health is currently considering the recommendations for broader application across NSW Health.
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	Kevin NORRIS 


	State Coroner 

BARNES 
On 27 October 2017 (Findings)
At Glebe 


	That Kevin Michael Norris died on 11 January 2015 at Bowral Hospital Bowral NSW. The cause of death was a combination of positional asphyxia, a violent struggle and methylamphetamine toxicity.  The manner of death was misadventure in police custody.  
	NSW Police Commissioner 
	1. It is recommended that the NSW Police Force (NSWPF) further investigate why the defects in the TASER used in this case were not detected before the death occurred and take remedial action either in the form of improvements to the data download software (if this is possible and still necessary) or in officer training. 
2. That the CCTV footage from within the charge room and the sad outcome of this case be incorporated in the Safe Custody Training material when the curriculum is next revised. 


	On 14 May 2019 the Commissioner of Police advised the Attorney General as follows:
‘The Taser used in this incident was the previous X26E analogue model, which has now been replaced with the new X26P digital model. An investigation found that the Taser battery had degraded and the cartridge attached to the weapon failed to fire when the trigger was pulled.

The technology in the X26P allows the weapon to constantly diagnose the amount of battery power being directed to its various functions, and, if it detects that there is insufficient power to run all those systems concurrently, it will redirect remaining power in an effort to operate its electrical discharge to fire a cartridge.
The NSW Police Force commands and units that use Tasers operationally conduct Extended Spark Tests in accordance with the “Extended Spark Test (Taser) Standard Operating Procedures”. Each Taser is tested monthly to ensure the battery is placed under sufficient load to identify possible battery degradation. Where degradation is identified in a particular Taser it is removed from service and returned to the Police Taser Armoury for further testing and service as required. The NSW Police Force continues to monitor compliance of Spark Testing within the Command Management Framework.

The NSW Police Force can also advise that it will incorporate this case in the Safe Custody training material when the curriculum is next revised.’

A high-quality re-enactment video has been developed and incorporated into several custody training packages. The one-day Custody Officer Workshop was amended to include the video in the LEPRA presentation. This was delivered state-wide by Custody Officer Workshop Field Facilitators. The video was also incorporated into the Safe Custody Course. Current custody education consists of the NSWPF mandatory on-line Custody Awareness package for 2019-2020, the online Custody Fundamentals Course and the 3-day face to face Advanced Custody Course. The video is embedded in all these products.

The recommendation is now COMPLETED.


	
	
	
	NSW Ambulance Service
	3. That the paramedics involved in the case have their suboptimal response to a known cardiac arrest brought to their attention for remedial purposes. 
	 On 21 December 2017 the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows:
‘NSW Health advises that the Inspector and Zone Manager, Bowral Ambulance Station has met with both paramedics to discuss and reflect on the events of 11 January 2015. The two paramedics have also received additional training in cardiopulmonary resuscitation and cardiac arrest.

I trust that this response confirms NSW Health's commitment to a process of continuous improvement and delivering the best possible care to patients’. 
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	Than PHAM

	Deputy State Coroner 

Graham 

On 3 February 2017

At Glebe 


	Thanh PHAM  died on 18 October 2011 at St George Hospital Kogarah

NSW from a traumatic brain injury sustained while participating in a karate grading. 
	Minister for Sport 
	4. That the Office of Sport consider working with NSW Karate (and possibly other martial arts organisations) to develop a general head injury/ concussion protocol or policy for use by karate organisations at gradings and training.  This process should take place with expert medical advice.  Once developed the policy could be published and promoted on NSW Karate’s website and made available more widely.
5. That the Office of Sport through funding contracts with State Sporting Organisations, mandate the adoption of appropriate head injury concussion protocols or policies.

6. That the Office of Sport consider working with Karate NSW (and possibly other martial arts organisations to develop a guideline on best practice for grading days. Once developed, this guideline could be published and promoted on NSW Karate’s website and made available more widely.  


	Awaited 
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	Robert PEIHOPA 


	Deputy State Coroner  O’Sullivan 

At Glebe 

18 -22 September 2017

28 Nov 2017
	That Robert Elan Peihopa died on 4 Apirl 2016 at Villawood Detention Centre, Villawood, Sydney New South Wales. 

The cause of death was fatal cardiac arrhythmia. 

The manner of death was underlying coronary artery disease and triggers of ingestion of methamphetamine in the hours before Mr Peihopa’s death and the physical and emotional distress arising from his involvement in a fight immediately before his death.


	The Department of Immigration and Multicultural Affairs (DIMA)
and 

Serco Australia Pty Ltd (Serco)
	1. DIMA and Serco should each review the circumstances of this matter and give consideration to whether two Detention Service Officers in the Mitchell Compound is sufficient to provide an adequate level of supervision and security. 

2. DIMA should liaise with International Health and Medical Services (IMHS) about developing and making available at VIDC a rehabilitation program specifically targeted at ‘ice’ users. 

3. DIMA should investigate ways to facilitate drug and alcohol rehabilitation programs being provided to detainees who require them. 

4. Search and seizure powers available at immigration detention facilities should be enhanced to (a) prevent the entry of illegal drugs into immigration detention centres and (b) detect illegal drugs which have entered immigration detention centres. 

5. DIMA and Serco should review their procedures to facilitate greater sharing of information about suspected drug and alcohol use by detainees with staff members who have supervision or welfare responsibilities towards those detainees. 

6. Serco should review the way in which it manages intelligence holdings suggesting detainees are using illegal drugs or alcohol in order to ensure that adequate supervision arrangements are in place in relation to such detainees. 

7. DIMA should investigate with CSNSW and NSW Justice Health options for obtaining information from them about a detainee’s custodial history including information regarding their behaviour whilst in custody, health and welfare and any history of drug and alcohol use, and options for making this information available to both Serco and IMHS.
8. DIMA and Serco should develop a protocol which:

(a) clarifies their respective roles in enquiring into the background and circumstances giving rise to a Critical incident;

(b) clarifies the means by which they will keep abreast of developments of any police investigations;

9. DIMA and Serco should develop a protocol for notifying in a timely manner the next of kin of the death of a detainee, and a representative of both DIMA and Serco should communicate with the next of kin to acknowledge with appropriate sensitivity the death of their loved one while in Serco and DIMA’s care and control. 


	On 10 January 2017, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows: 

“NSW Health advises that there is scope to address this recommendation through the development of the Memorandum of Understanding (MoU) relating to the provision of health

services to immigration detainees between the Ministry of Health and DIBP.

NSW Health will discuss with DIBP the possibility of including arrangements that address information about a detainee's custodial history with reference to this coronial inquiry. This will

build upon existing statements in the draft MoU that relate to the provision of sufficient information, in accordance with the confidentiality, privacy and handling information in this

MoU, about Detainees receiving services from NSW Health.

Once finalised in mid-2018, NSW Health will advise you of the specifics of the MoU in relation to this matter.” 

	FUTURE – Next response
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	Brandoli POU


	Deputy State Coroner  Ryan

At Glebe 

7-10 Feb

2017
	That Brandoli Pou died on 4 November 2013 at Liverpool Hospital. The cause of death was severe chest injuries sustained when Mr Pou was struck with a heavy magnetic lifter. The manner of death was a work place accident arising from a colleague’s loss of control of the operation of the equipment.  


	Southern Steel Group Pty Ltd in Milperra 
	That Southern Steel Group:
Give consideration to including in the Southern Steel Work Instructions ‘Safe Operating Procedure for Overhead Cranes’ the requirement that the load shall be constantly in view of the operator when being moved.

Give consideration to including in the Southern Steel Work Instructions ‘Safe Operating Procedure for Overhead Cranes’ and ‘Dos and Donts of Steel Handling’ the requirement that if an operator becomes incapacitated through injury or illness while operating a crane and unable to continue crane operating duties, the crane must be stopped and the matter reported to a supervisor. 

Giver consideration to providing in its Southern Steel Work Instructions ‘Safe Operating Procedure for Overhead Cranes’ and ‘Dos and Don’ts of Steel Handling’ documents that the term ‘load’ includes any item suspended from overhead cranes, including all crane accessories and lifting equipment.   


	As Southern Steel Group Pty Ltd is not a Government agency, it is not bound by the requirements of Premier’s Memorandum 2009-12.  Any response which might be received from Southern Steel Group will be included in this table. 



	FUTURE – Next response
	Her Honour Deputy State Coroner  Ryan requested that Southern Steel provide its response to her on a voluntary basis within four months. 



TOP
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	Recommendations
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	Colin PARKER 


	Deputy State Coroner  

Lee 

14-16 August, 7-8 November and 1 December 2017

22 December 2017 

At Glebe 
	That Colin Parker died on 7 May 2014 while he was an inpatient at Liverpool Hospital Liverpool NSW. The cause of Colin’s death was complications of blunt force injuries of the head. The blunt force head injuries were traumatic in nature and occasioned when Colin suffered an unwitnessed fall on 4 May 2014 after experiencing  a syncope episode due to atrial fibrillation.   
	Chief Executive South Western Sydney Local Health District 
	1. That consideration be given to providing targeted education and training to all nursing and medical staff regarding the NSW Ministry of Health Policy directive, Clinical Handover – Standard Key Principles (PD2009-060).

2.  That consideration be given to amending the Patient Transfer: Inter-facility Patient Transfer (SWSLHD_PD2015_004) policy directive to require: 

a) Mandatory (rather than preferred) consultant to consultant referral, where consultants are immediately available, to expedite the transfer of time critical patients; and

b) In circumstances where consultants are not immediately available for time critical transfers, then clause 4.7 should be followed.

3. I recommend that consideration be given to amending the Patient transfer: Inter Facility Patient Transfer [SWSLHD_ PD2015_004] policy directive to replace the term ‘attending medical officer’ and its acronym AMO with ‘consultant’. 
4. I recommend that consideration be given to amending the Patient transfer: Inter Facility Patient Transfer [SWSLHD_ PD2015_004] policy directive to require that in all cases of time critical inter-facility transfers, consultants should provide direct supervision and support, whether by phone or in person to junior medical staff involved in the transfer process. 

5. I recommend that consideration be given to amending the  Patient transfer: Inter Facility Patient Transfer [SWSLHD_ PD2015_004] policy directive to require that in all cases of inter-facility transfer, all written documentation relating to medication prescribed and administered to a patient is to be immediately available at the receiving facility. 

6. I recommend that a copy of these findings be forwarded to the NSW Minister for Health together with a transcript of the evidence of Dr Sellapa Prahalath (Director of Medical Services, Campbelltown Hospital) given on 7 November 2017, for the Minister’s consideration regarding Recommendation 7. 


	Awaited

	
	
	
	NSW Minister for Health


	7. Having regard to the evidence given by Dr Sellapa Prahalath, I recommend that consideration be given to the following matters as they apply to the inter-facility transfer of patients and the management of and recording of information in Patient Flow Portals within Local Health Districts:

a) Reviewing whether the creation of an additional patient category, with applicable principles, to govern the inter-facility transfer of patients deemed to require immediate clinical care and treatment to preserve life, if necessary; and

b) Reviewing whether the removal of any requirement to effect time critical and urgent inter-facility transfer of patients within a nominated time, for example,  ‘<4 hours’ or ‘<24 hours’ , is likely to improve the timeliness and effectiveness of the patient transfer process between facilities. 


	On 26 July 2018, The Hon Brad Hazzard MP, Minister for Health and Medical Research, advised Magistrate Mabbutt of the following:

1. NSW Health is currently conducting a comprehensive review of the operational arrangements for critical care bed access across NSW. 

The review is aimed to assist in enhancing the visibility of critical care beds and ensure recommendations for policy amendments will further support the effective transfer of critically unwell or injured patients across the state.
This includes:
· clarifying the roles and responsibilities of Local Health Districts (LHD) and Specialty Health Networks (SHN); and

· the mechanisms in place for obtaining access to a critical care bed.
Extensive consultation is occurring across the state with key stakeholders, which include District/Networks’ Chief Executives and Senior Critical Care Clinicians to support a collaborative approach in determining essential areas of focus and insights to improving the provision of critical care services in NSW. 
2. Critical to this review will be the consideration of time urgent components of the NSW Critical Care Tertiary Referral Networks and Transfer of Care (ADULTS) policy directive (PD2018_011).  This being the overarching document that underpins the operational arrangement for critical care bed access across the state and describes the role of the retrieval service and the default bed policy which ensures that patients get to where they need to go irrespective of bed availability. 

3. Following this review, the Ministry will engage LHD and SHNs to ensure their compliance with the state-wide policy. It is important to note that whilst LHDs may maintain their own tailored procedures, compliance with the state-wide policy is mandatory. For this reasons, any changes will ultimately impact the SWSLHD’s local Patient Transfer: Inter-Facility Patient Transfer policy directive. 

The review is expected to be completed in early 2019 and a further update advising of the outcome will be provided at that time. 


	FUTURE – Next response
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	Inmate ‘P’


	Deputy State Coroner Grahame 

23 October 2017

10 November 2017 

At Glebe  
	 I find that the person who died was ‘P’. P died on 25 February 2014 at Parklea Correctional Centre, Parklea NSW.  P died from hanging and the death was intentionally self-inflicted.
	Commissioner of Corrective Services 
	That urgent funding be provided to facilitate the removal of hanging points in prisoner cells in Parklea Correctional Centre in accordance with the Action Plan prepared by the GEO Group Australia Pty Ltd, dated 1 September 2017.
	Recommendation – Completed 
The General Manager, Operational Performance Review Branch, Kim Blinkhorn advised the following actions have taken place to address this matter:

The GEO Group, in consultation with Corrective Services NSW has implemented a number of initiatives outlined in their Action Plan – Vulnerable Inmate Management and Suicide Prevention Strategies (dated 1 September 2017) at Parklea Correctional Centre. The objective of these initiatives are to:

1) identify and mitigate physical/structural risk factors contributing to the elevation of risk of suicide in cells; and
2)  review opportunities to enhance existing infrastructure. 

Specifically, to date this has included the: 

· increase in the number of ‘step-down’ cells, with six (containing two beds each) approved for use on 17 January 2018;

· revised design for cell storage shelving (in order to prevent the top of the shelving providing a readily accessible anchor point);

· showering for inmates subject to a Risk Intervention Team (RIT) being conducted in a designated shower room within the clinic;

· reconfiguration of specific cells in the clinic to enable appropriate housing of inmates subject to a RIT; 

· removal of lynch points in cells within Area 3A (with the exception of cell windows);

· unscreened inmates not being housed in cells without closed circuit television coverage;

· removal of majority of metal louvers fitted to the windows above cell doors within Areas 1 and 2;

· removal of metal bars anchoring shelving units to the cell wall with in Areas 1 and 2

· removal of railings fitted for shower curtains in Areas 1, 2 and 3A. All metal bars at the top of showers have been replaced with on weight bearing plastic rods.
It is noted that funding for Asset Replacement and Maintenance at Parklea CC (including remediation work for removal of lynch points on cells windows within Area 3A) is subject to review and assessment by CSNSW Reform due to the current status of transitioning out for the GEO Group at Parklea CC.  



	FUTURE – Next response
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	RAFTERY Ahlia 


	Deputy State Coroner  Lee
At Glebe 

On 29 – 31 May and 

9 June 

2017
	That Ahlia Raftery died on 19 March 2015 while she was a patient in the Psychiatric Intensive Care Unit of the Mater Mental Health Centre in Waratah NSW. The cause of Ahlia’s death was neck compression due to hanging.   Ahlia died as a consequence of actions taken by her with the intention of ending life. 
	Chief Executive, Hunter New England Local Health District (HNELHD) 
	1. I recommend that the HNELHD amend any procedures and policies regarding the transfer of patients between mental health services and units to include a mandatory requirement that patients are not be transferred without agreement from a patient’s consulting psychiatrist or a member of the patient’s medical treating team. 
2. I recommend that the HNELHD provide specific targeted training to all mental health clinical staff in relation to any changes in patient care policies introduced since March 2015. 

3. I recommend that the HNELHD provide ongoing periodic training to all mental health clinical staff in relation to the need for a holistic consideration of the needs of a patient in determining the level of observation that is to be afforded to a patient. 

4. I recommend that the HNELHD provide increased and regular education and training to nursing staff within  mental health units regarding completion of patient observation charts to ensure that observations are accurately recorded at the times they are performed, and to avoid the practice of ‘block recording’  where observations are recorded collectively and subsequent to the time of the actual observations. 

5. I recommend that the HNELHD amend the Mental Health: Levels of Observation – Psychiatric Intensive Care Unit (PICU) policy issued on 31 July 2015 to ensure that clear instructions are given to nursing staff regarding the performing of observations day and night, and how observations should be performed in order to ensure the safety of patients. 

6. I recommend that the HNELHD develop policies and procedures to clearly identify the roles and duties of incoming and outgoing nursing staff within mental health units during handover times.  In particular, I recommend that any such policies and procedures clearly identify the nurse responsible for performing observations of patients that occur during handover times. 

7. In the event that the application by the Black Dog Institute for an innovation grant to trail back to base pulse oximetry units across a number of Local Health Districts is unsuccessful, I recommend that the HNELHD give consideration to independently conducting its own trial to access the acceptability and feasibility of using pulse oximetry units to continuously monitor inpatients in mental health intensive care units within the District. 
	On 22 November 2017, the Hon Tanya Davies MP,
Minister for Mental Health, advised the Attorney General as follows: 

“NSW Health advises that all of the Deputy Coroner's recommendations have been accepted and that working arrangements have been established to ensure their timely implementation.
The status of each of these recommendations is listed below.

In relation to the first six recommendations to HNELHD, I have been advised that a local implementation team at HNELHD has overseen the completion of recommendations one, five and six and expects recommendations two, three and four to be completed before the

end of 2017. Implementation of recommendation seven has also commenced. The implementation team is being led by Dr Marcia Fogarty, Executive Director of the Hunter New England Mental Health Service.
In relation to recommendations seven and eight, NSW Health advises that the feasibility of pulse oximetry units continues to be evaluated, however, a final decision has not been made

at present.

In relation to recommendation nine, NSW Health advises that the HNELHD increased staffing numbers at the Psychiatric Intensive Care Unit of the Mater Mental Health Centre on 5 June 2017, therefore satisfying this recommendation.  

In early 2018, NSW Health will provide further details about the implementation of the nine recommendations.

NSW Health also advises that to improve observation and handover practices in mental health facilities in the NSW Health system, the NSW Ministry of Health has recently introduced the policy directive PD2017 025 Engagement and Observation in Mental Health
Inpatient Units. 
Released in July 2017, the new engagement and observation policy mandates clear observation standards and procedures for both mental health nursing and medical staff. Since its introduction, all public sector inpatient mental health services have been required to develop local protocols that are consistent with the policy directive and appropriate to the needs of the particular inpatient setting.
Further, on 24 July 2017, Chief Executives of Local Health Districts and Specialty Health Networks were provided with guiding principles to support their mandatory requirements under the NSW Health policy directive PD2009 060 Mental Health Clinical Handover Principles. These principles were developed through collaborative

research to ensure mental health nurses provide relevant content when conveying information about mental health patients between clinicians. This supports efficient and effective transfer of care between shifts. These principles also incorporate the required

actions for the policy directive for nursing engagement and observations noted above.
The death of Ahlia Raftery was a tragedy and NSW Health places great importance on the opportunity this investigation has provided to consider processes and to highlight areas of reform. 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, safety and quality in the health system.”

[Please note: copies of the policies referred to in this response are attached]
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	NSW Minister for Health
	1. I recommend that a copy of these findings be forwarded to the Minister for Health for consideration in conjunction with the application by the Black Dog  Institute for an innovation grant to trial back to base pulse oximetry units across a number of Local Health Districts.

2. I recommend that the NSW Minister for Health give consideration to increasing nurse-to-patient ratios within the Psychiatric Intensive Care Unit of the Mater Mental Health Centre, Waratah, to ensure that patient safety is not compromised.
	

	FUTURE – Next response
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	David VEECH 


	Deputy State Coroner  

Grahame 

9 November 2017

At Goulburn Local Court  
	That David Veech died between 19 and 20 March 2016 at 30 Cunningham Drive, Tarlo NSW.  The cause of death was fentanyl toxicity and the manner of death was accidental overdose. The death occurred when David was inadequately supervised in a facility operated by Lifestyle Solutions. 
	Southern NSW Local Health District 
	I recommend that Southern NSW Local Health District liaise with the appropriate person at NSW Health, to provide a copy of these findings and to ask that urgent consideration be given to the need for increased capacity for residential drug and alcohol rehabilitation beds in NSW.  This is, particularly, places that are suitable for patients exiting the criminal justice system with a history of aggression, ambivalent response to treatment or known lack of insight, and for patients with a mental health diagnosis.
	On 11 December 2017 the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:
‘NSW Health’s initiatives for drug and alcohol treatment include 

· Funding for $208 million for alcohol and drug related health services in 2017-18, including the enhancement from the $75 million Drug Package announced in 2016;

· The Drug Package enhancement which includes funding for additional treatment, particularly for individuals who need additional support in the community. This also includes the Assertive Community Management and the Alcohol and Other Drug Continuing Co-ordinated Care program; and 

· Ongoing Parliamentary Inquiry into the provision of drug rehabilitation services in regional, rural and remote NSW. 

In terms of the recommendation to consider increasing capacity for residential drug and alcohol rehabilitation beds in NSW, NSW Health has considered the recommendation, and identifies that residential treatment is only one source of treatment option for vulnerable people battling substance abuse issues in the context of the criminal justice system.

In considering treatment options, it is important to recognise the chronic nature of drug and alcohol dependence and the need to tailor care to the person’s circumstances. Many people with alcohol and drug related problems may have a range of other complex and chronic conditions, including significant mental health issues or cognitive impairment that requires particular or tailored approaches.  These issues may make it difficult for people to access or engage with treatment services. Case management and wider connection with multiple service providers may benefit clients who traditionally do not do well in mainstream services or residential treatment settings. 
Residential rehabilitation treatment models typically aim to assist clients in moving to a stage in which they are drug or alcohol free, through addressing underlying issues in the clients’ lives.  Most residential services also require clients to have already fully withdrawn from substances before admission and to be drug free throughout their stay, although a small number of services are now accepting clients who can undergo withdrawal management in the service of who can be provided methadone maintenance therapy for opioid dependence. 

For these reasons, NSW Health advises of the following accessible drug and alcohol treatment services available for individuals with multiple and complex needs as well as those exiting the criminal justice system:
Community programs and support for complex clients

Drug and alcohol community treatment services that seek to meet the needs of individuals with multiple and complex needs include:
· The Involuntary Drug and Alcohol Treatment (IDAT) Program – this program provides a last resort for people with severe substance use issues.  Generally patients considered suitable for involuntary treatment are those that are likely to benefit from treatment but have refused or have lost the capacity to make decisions about their substance use or their welfare. 

· The Assertive Community Management Program (ACM) – this program is for people with severe and complex substance use that provides intensive support to assist in the client’s stabilisation and reintegration and, where relevant, assist in managing the client’s underlying cognitive impairment. 
· The Alcohol and Other Drugs Continuing Co-ordinated Care (CCC) Program – This program provides ongoing case management and wrap around support for clients who have recently participated in residential treatment or who are currently receiving treatment in the community. It is anticipated that participants in this program will remain in treatment longer, have their complexities reduced and achieve better drug and alcohol treatment outcomes. 

· The Alcohol and Drug Cognitive Enhancement (ACE) Program – The three phase program of work aims to develop a suite of front-line, user friendly resources to screen for, identify and address cognitive impairment in a drug and alcohol population. The trial phase for this project is anticipated to commence in mid-2018.

It should be noted that all of these programs identify additional support requirements that often cannot be provided within a residential setting. 

Programs and support for those exiting the criminal justice system 

Programs currently employed by NSW Health that seek to divert illicit drug users and, more recently, alcohol users, from the adult criminal justice system into treatment to improve health and social outcomes and reduce re-offending include:

· The Magistrates Early Referral into Treatment (MERIT) Program -  a voluntary pre plea program for adult defendant that aims to intervene in the cycle of drug use and crime by providing an intensive three month case management program that addresses the health and social welfare issues considered to be instrumental in bringing defendants into contact with the criminal justice system. Progress in the MERIT program is taken into consideration upon sentencing. 
· The NSW Drug Court – a program operating since 1999 that aims to help adult offenders who have serious drug problems break the drug-crime cycle by providing a highly supervised and intensive program of treatment and rehabilitation involving the health sector and criminal justice system. The Drug Court is primarily a metropolitan based program and operates from three locations in Sydney, Parramatta and within the Hunter region.

Further in recognition of the vulnerability of clients in correctional settings, NSW Health is also enhancing the capacity of the Justice health and Forensic Mental Health Network to provide opioid treatment including case management and post release support. This is in addition to its existing Connection Program, which aims to improve the continuity of care for clients with drug and alcohol problems who are being released into the community. 

I hope that these actions reflect NSW Health’s commitment to ensuring a range of accessible drug and alcohol treatment services available in the community that meet the needs of individuals, including those from vulnerable situations or exiting the criminal justice system. This also includes establishing clear referral pathways to specialist services’. 


	
	
	
	Lifestyle Solutions 
	I recommend that each of the changes referred to in the document headed ‘Systems Changes and Acknowledgments arising from the Inquest and Agreed to by Lifestyle Solutions’ be actioned according to the timetables foreshadowed. 
I recommend that Lifestyle Solutions conduct an audit of Tarlo IRS within 12 months of this inquest closing to gauge whether lasting changes and improvements in training have been achieved. 
	

	FUTURE – Next response
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	Webb C
Wilson B

MacDonald R 


	Deputy State Coroner  O’Sullivan
At Glebe 

29 Sept 2017
	Colin Webb died on 21 April 2015 at 27 Brown Street Dungog NSW, from presumed freshwater drowning when he became trapped in rapidly rising floodwaters on the patio at the front of Alison Court, Brown Street, Dungog NSW. 
Brian Wilson died on  21 April 2015 at 30 Brown Street Dungog NSW, from presumed freshwater drowning when he became trapped in rapidly rising floodwaters on the verandah at the front of Unit 1, 30 Brown Street, Dungog NSW.

Robin MacDonald died on  21 April 2015 at 44 Hooke Street Dungog NSW, from presumed freshwater drowning, when she became trapped in the front bedroom of 44 Hooke Street by rapidly rising floodwaters.


	To the Minister for Emergency Services NSW, Minister for Environment and Energy (Cth), and the General Manager of Dungog Shire Council
	That the NSW State Emergency Service, the Bureau of Meteorology and the Dungog Shire Council work together to convene a technical advisory group involving representatives from each organisation, and liaise with any officer of the Office of Environment and Heritage, and any consulting engineer(s) and local flood expert(s) engaged from time to time, to look at solutions for warning and responding to flood and flash flood events in Dungog (including the Myall Creek catchment): (i) On an interim basis while an automated flood warning system is developed; and (ii) On a long term basis, to consider developing an automated flood warning system designed to use a combination of rainfall and riverine water levels relevant to flood in the Myall Creek and its tributaries.
	On 29 March 2018 the Minister for Emergency Services the Hon Troy Grant MP, advised the Attorney General as follows: 

‘The NSW State Emergency Services advises that the following actions have been taken in support of this recommendation:
· In November 2017, Dungog Shire Council adopted a Dungog Floodplain Risk Management Study and Plan.

· In November 2017, a Technical Advisory Committee was convened by the NSW State Emergency Service to discuss interim flood warning triggers.

Representatives included:

· The NSW State Emergency Service (Hunter Region);

· Bureau of Meteorology; 

· Dungog Shire Council;

· NSW Office of Environment and Heritage; and 

· The consultant tasked with the Dungog Floodplan Risk Management Study and Plan.

· The NSW Government has approved grant funding of $105,000 to Dungog Shire Council to design, implement and maintain a solution for warning and responding to flood and flash flood events in Dungog on a long term basis with an operational system intended to be in place by December 2018.’

	
	
	
	To the Minister for Emergency Services NSW

	That further consideration be given to providing the NSW State Emergency Service with access to an out-posted meteorologist from the Bureau of Meteorology for ongoing planning and consultation, on a part-time basis, as well as assistance during weather events.
	On 29 March 2018 the Minister for Emergency Services the Hon Troy Grant MP, advised the Attorney General as follows: 

‘The outposting of a meteorologist form the Bureau of Meteorology (BOM) within the NSW State Emergency Service is being considered as part of the NSW State Emergency Service Organisation Transformation Strategy. 

A review of the existing Memorandum of Understanding between the NSW State Emergency Service and the Bureau is currently underway. 

The NSW SES continues to liaise with the BOM on a daily basis and has implemented Emergency Management Readiness Condition Levels (assigned colours to describe varying states of strategic and operational readiness based on potential or projected upcoming operational activity) across the State to ensure NSW SED is prepared to respond to the impact of severe weather.’



	FUTURE – Next response
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	Barry WALSH 


	Deputy State Coroner  Day 

31 December 2017

At Newcastle
	The person who died was Barry John Walsh. He died aged 52 years on 31 December 2016 after misjudging a fuse on a commercial grade firework which he did not have a licence to possess or use. The cause of death was injuries from the firework exploding and fatally striking his head, causing severe injuries.   
	Minister for Innovation and Better Regulation 

Executive Director of SafeWork NSW

NSW Commissioner of Police 
	1) That consideration be given to a further amnesty period to allow the surrender of illegally held fireworks 
	On 14 June 2018, the Minister for Innovation and Better Regulation  the Hon Matthew Kean MP, advised the Attorney General as follows:

‘I can advise that both SafeWork NSW and the NSW Police Force do not support Recommendation 1. Another amnesty so soon after the previous amnesty, which concerned explosives generally (15 March to 14 September 2017) could confuse public messaging and minimise the impact of a time limited amnesty.  Also, a limited amnesty would be difficult for the Police to apply if other general explosives were discovered.   

Instead, SafeWork and the NSWPF propose a heightened compliance focus on the pyrotechnics industry to ensure fireworks are not falling into the ‘grey market’ as well as on the importation through online sales; targeting of the illegal supply. 

I support this view and support the agencies working together to reduce the potential for harm in the community through their proposed alternative.’   

On 26 June 2018, the Commissioner of Police, MJ Fuller APM, advised the Attorney General  as follows:
‘The NSW Police Force notes that the Coroner’s recommendation was informed by evidence provided by Dr Massey where he referred to the Commercial Explosives Amnesty carried out in 2017.

It is important to note that the Commercial Explosives Amnesty in 2017 had a broader focus than only fireworks, as it aimed to remove the amount and accessibility of other explosive and hazardous items in the community.  The NSW Police Force facilitated the six month amnesty through providing a safe method for community members to surrender items to police for removal and destruction. 
The NSW Police Force does not support a new ‘fireworks’ amnesty, as it considers that an amnesty focussed purely on fireworks may not receive the required community support and participation as a broader commercial explosives amnesty would. This may ultimately affect the desired outcome of reducing the number of fireworks in the community. Although potentially dangerous, fireworks are not perceived as a safety and security threat as other explosives. 

The NSW Police Force would suggest that a more appropriate way to deal with managing illegal fireworks in the community is through:

· Community education campaigns about the danger posed by fireworks, particularly during festive seasons (in line with the Coroner’s second recommendation); and 

· Strengthened legislative compliance programs focused on illegal fireworks and measures that target the importation of fireworks and tighter controls by customs and other Australian jurisdictions. 

SafeWork NSW has advised the NSW Police Force that it intends to commence a heightened compliance program with a focus on illegal supply and sales of fireworks and the NSW Police Force will support that program. 


	
	
	
	Minister for Innovation and Better Regulation 

Executive Director of SafeWork NSW


	2) That an advertising campaign be conducted through social and other media to raise public awareness of the dangers of fireworks.
	On 14 June 2018, the Minister for Innovation and Better Regulation  the Hon Matthew Kean MP, advised the Attorney General as follows:

‘I accept the second recommendation for advertising to be undertaken through social media and other media to raise public awareness of the dangers associated with fireworks and can advise that work has already escalated in this area with activities planned by SafeWork for June 2018. A media release and social media material were distributed for the recent 2017 Christmas and New Year Period, with at least 24 outlets distributing the safety message as reported in the media monitor.

Also, of the 211 licensed fireworks display notifications over that period, SafeWork NSW completed 80 desktop and 25 field verifications and seized 150 kg of fireworks, issued 20 Explosives Directions and two penalty notices and commenced three investigations. These investigations relate to unaccounted fireworks with suspension, cancellation, fines and prosecution decisions under consideration, Four Facebook sellers were investigated by SafeWork NSW which resulted in the posts being removed. 

Through SafeWork NSW’s heightened compliance focus on the pyrotechnics industry and the media campaign, I am confident the intended outcome of the Coroner’s recommendations should be achieved’. 


	FUTURE – Next response
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Risk statement 
This PCP provides guidance to all clinical staff and outlines the processes for the handling and recording of 
accountable drugs including Schedule 8 (S8) and Schedule 4 Appendix D (S4D) medications. If there is potential 
for diversion, medications other than S8 and S4Ds may also be deemed accountable drugs. 


It consolidates the requirements of the NSW Poisons and Therapeutics Goods Act 1966, Poisons and Therapeutics 
Goods Regulations 2008, and NSW Health Department and Hunter New England Health policies on recording, 
auditing, administration and discarding or destruction of accountable drugs. 


This PCP should be read in conjunction with NSW Health PD 2013_043 Medication Handling in NSW Public Health  
Facilities. 


Risk category: Clinical Care & Patient Safety 


 
Glossary 


 


Acronym or Term Definition 
Accountable Drugs All Schedule 8 and Schedule 4 Appendix D medications. 


In addition, any non-Appendix D Schedule 4 medication can be deemed 
accountable by the facility’s Drug and Therapeutics Committee and would 
have to be accounted for in an accountable drugs register. 
 


Enrolled Nurse (EN) A person registered under the Australian Health Practitioner Regulation 
Agency (AHPRA) to provide nursing care under the supervision of a Registered 
Nurse. 


 ENs with medication qualification (or endorsement) are endorsed to 
administer medications and should have the level of knowledge required to 
be a “witness” (see definition below) 


 ENs without medication qualification (or endorsement) are not endorsed to 
administer medications, and can only be a “witness" in “special 
circumstances” (see below for additional information) 


AHM After Hours Manager 
 
 


Full signature According to PD2013_043, signatures in registers must be the full and legible 
signature of the person making the entry, either receiving, administering, 
discarding, destroying or carrying out a balance check. Initials are NOT 
acceptable. 


IIMS Incident Information Management System 
 Patient Care Area Any area, clinic or unit in a hospital, health facility, health institution, health 
centre, health service or health support service where patient treatment or care 
may be carried out. Includes a hospital ward, operating theatre, specialised 
treatment unit (for example haemodialysis, oncology, radiology, dental), day 
surgery unit, community health centre, domiciliary service, day centre and 
facilities at which the Justice Health & Forensic Mental Health Network provides 
health services. 


“Persons authorised” to 
sign a register (called 
Persons Authorised in the 
document) 


The following persons are authorised to sign a ward accountable drug register: 


 Two registered nurses  


 Two midwives 


 A registered nurse with an enrolled nurse (medication endorsed) as witness 


 A midwife with an enrolled nurse (medication endorsed) as witness 


 Medical officers 


 Pharmacists 


Signature Register Separate signature identification register containing the names and signatures of 
the authorised persons eligible to access the patient care area’s accountable 
drugs storage unit(s). 


S8 Schedule 8 


S4D Schedule 4 Appendix D 


WH&S Work Health and Safety 



http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html

http://www.health.nsw.gov.au/policies/pd/2007/PD2007_077.html

http://www.health.nsw.gov.au/policies/pd/2007/PD2007_077.html
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Witness The witness to administration, discarding or destroying an accountable drug 
should be a person who is fully familiar with the procedure i.e., a person with 
knowledge of medicines. 
 
This person can be a registered nurse or midwife, a medical officer 
(including an anaesthetist), a pharmacist or an EN with medication 
qualification (or endorsement). 
 
In facilities (or situations) with limited staff 
In a situation where there is only one registered nurse, midwife, doctor or 
pharmacist working, the double check may be done by any other member of 
health service staff. 
This could be an EN without medication qualification (or endorsement) or an 
Assistant in Nursing (AIN). One or both of these categories of staff would 
not have the level of knowledge required to complete the full intent of an 
“independent check” as defined in Section 4 “Nature of Check”. 
 
Under such circumstances the second person doing the double check, must 
check the following: 
 
When compared to the prescriber’s order: 
• Is this the prescribed drug? 
• Is this the prescribed dose, strength, rate and route of 
administration? 
• Is this the right patient (use two patient identifiers, not the room 
number)? 
• Is this the prescribed frequency and time for drug administration? 
 
More information can be found in the PCP: Medicines Requiring a Double 
Check When Administered to Adults. 
 
This person must sign the ward accountable drug register as the witness. 


 
  


Significant changes to this update: 
 Clarification with Pharmaceutical Services regarding the ability of an Enrolled Nurse without medication 


qualification acting as a witness to the accountable drug process in situations where there are limited staff 
available.  


 State Coroner’s Court of NSW recommendations added: 
Clause 5 and 13 – addition of “Where a patient is admitted with deliberate self-poisoning, the discharging 
medical practitioner should be consulted before the patient’s own accountable drugs that were brought into the 
hospital are returned to the patient from ward storage.” 


 State Coroner’s Court of NSW recommendations added: 
Clause 5 and 13 – addition of “Patient identification sticker/label should not be applied to the patient’s own 
accountable drugs brought into hospital – tamper-evident bags may be used as an alternative.” 


 Clarification of who can perform a second check – see Glossary “witness”  
 


 
PROCEDURES 


1). Accountable drugs register (Register of drugs of addiction) 
The registered nurse or midwife in charge of the patient care area is responsible for ensuring that a record is kept 
of accountable drugs in the accountable drugs register. 


1.1 Entries in an accountable drugs register 
A separate page must be used for each form, strength and brand of S8 or S4D medication and it must be indexed 
in the front of the register. 


ALL entries MUST be legible, true and correct. 


The record must show the following details (relevant to the transaction): 


 The date and time of day 


 The patient’s name, for a drug administered to a patient 


 Receipt of drugs (using a red pen) should state: “Received from….” or “Collected from….” or “Retrieved 
from….” or “Transferred from….” ; the amount received and the order number from the requisition book 
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 Medication supplied to a patient (discharge medication or returned ‘patient’s own medication’) or 
administered to a patient must state: The patient’s name, the name of the prescriber and the amount 
supplied or administered which should be written as: 


 Millilitres (mL) for liquids 
 Discrete units for solid dosage forms (tablets or capsules). An example is: 1 or 0.5 (if the 


medication can be divided) OR the dose (e.g.,10 mg or 5 mg) 
 Discrete units for ampoules or injections (e.g.,1 or 0.5) OR as the dose (e.g.,10 mg or 5 mg) 


 The amount being discarded and destroyed i.e., only part of the ampoule or tablet has been administered 
to the patient 


 The amount being destroyed i.e., destruction of a drug which has become “unusable”. “Discarding or 
destroying partially used accountable drugs” and point number 8.2 “Expired, broken or contaminated 
accountable drugs” for further details 


 The balance remaining in the drug register after the transaction. This should match the actual balance 


 Any overage (excess) of liquid medication is accounted for by adjusting the balance upwards with an 
additional entry on the next available line on the drug register page 


 Liquids should not be decanted for measuring by anyone other than a registered pharmacist 
 Accurate reconciliation of the balance on hand should occur each time a new bottle is opened 


 Any deficit must be recorded and reported as described in points 9 and 14 


 The full and legible signature of the person making the entry (either receiving, administering or destroying) 
or carrying out a balance check 


 


 The full and legible signature of the person who witnessed its receipt, its administration to a patient, the 
discarding and destruction of the remainder 


 The name of the prescriber 


 Footnotes should contain: An asterisk to acknowledge the entry it relates to; Date and Time of the 


corresponding entry; Explanation of the error/incident; 2 full signatures to identify the administering and 


witnessing staff agree with the explanation given (*written in error is insufficient explanation) 


1.2 Signature register 
A ‘signature register’ should be maintained by the registered nurse/midwife in charge of the patient care area with 
the names and signatures of the authorised persons eligible to access the S8 and S4D medication storage unit(s). 
Authorised persons include a registered nurse/midwife assigned to the patient care area, an authorised prescriber 
assigned to the patient care area or a registered pharmacist. This register is to be stored apart from the Schedule 
8 drug register. (Appendix 2) 


A person making an entry in an accountable drugs register: 


 Must not make any false or misleading entry, noting that ALL entries MUST be legible and true and correct 


 Must use their FULL SIGNATURE or usual signature in a drug register, so that the person signing can be 
identified. Initials ARE NOT acceptable. Any person making an entry or witnessing MUST record their 
signature details in the Signature Register for that area/ward.   


 


 Must not make any alterations, obliterations or cancellations (including crossing out or drawing a line 
through an entry) 


 In the event of a mistake, it MUST be left as it is, marked with an asterisk, and a note explaining the error 
made at the bottom of the page of the register, signed and dated. The entry is then rewritten correctly and the 
incorrect entry brought to the attention of the second person who will be witnessing the transaction who must 
countersign the footnote. 


1.3 Loss of an accountable drugs register 
The loss or destruction of a accountable drug register MUST be reported IMMEDIATELY to the Director of 
Pharmacy & Director of Nursing or, where there is no pharmacist on-site, the Director of Nursing or Nurse or Midwife 
in charge (or delegate) of the facility or the Service Manager (or the most senior line manager for the facility). 


An IIMS report must be completed. The Director of Pharmacy or, where there is no pharmacist on-site, the 
Director of Nursing or Nurse or Midwife in charge (or delegate) of the facility or the Service Manager (or the most 
senior line manager for the facility, must notify the Pharmaceutical Services Unit within 24 hours, using the online 
notification form of the fact and of the circumstances of the loss. Refer to NSW Health PD 2013_043 Medication 
Handling in Public Health Facilities Section 6.17 for more details. 


The nurse or midwife in charge (or delegate) must immediately carry out a balance check of all accountable drugs 
held in stock and enter the particulars in a new accountable drug register. 


1.4 Discrepancies in an accountable drugs register 



http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html

http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html
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If there is a discrepancy in a ward accountable drugs register, it MUST be reported IMMEDIATELY to and 
investigated by the nurse or midwife in charge (or delegate) of the ward. 


The Director of Pharmacy and/or the Director of Nursing or nurse or midwife in charge (or delegate) of the facility 
must be notified if the discrepancy cannot be accounted for. 


Refer to NSW Health PD 2013_043 Medication Handling in Public Health Facilities Section 6.16 noting that loss of S8 
and S4D must be reported to Pharmaceutical Services Unit using the Notification of Loss or Theft of Accountable 
Drugs (S8 and S4D substances) online form.  


A clinical IIMS report must be completed for all accountable drug discrepancies. 


A discrepancy could include any of the following: 


 Incorrect balance 


 Loss of an accountable drug 


 Suspected diversion 


Where further action is necessary, the manager should follow the procedures outlined in HNELHD PD2006_007  
PCP:1 Managing a complaint or concern about a Clinician 


1.5 Transferring a stock balance within an accountable drugs register 
When transferring a stock balance to another page, both entries must be signed and countersigned by Persons 
Authorised. Write the new page number in the index. 


1.6 Nil balance in an accountable drugs register 
If a page has a nil balance, do not rule this page “off” unless the register is no longer in use (see below). This page 
can be used in the future if the ward needs to request more of this particular drug. 


 


1.7 Closing off an accountable drugs register 
When finishing a register, all incompletely used and any unused pages, must be ruled off. Persons authorised must 
transfer all drug balances over to the new register. The closed off register is retained and stored securely by the 
ward for a minimum of 10 years from the date of the last entry. 


In order to assist with meeting record retention requirements, the start, finish and discard or destruction dates are 
to be recorded on the cover of the accountable drugs register. 


 
2). Supply of accountable drugs 
Supply of all accountable drugs to ward and clinical areas must be on the written requisition of a medical officer, 
dentist or of the registered nurse or midwife in charge (or delegate) of the ward in which the drug is to be used or 
stored. 


Supply of erythropoietin will be limited to three days’ supply for dispensed inpatient supply and will not be available 
as ward stock to general ward areas.   


Transfer of Accountable Medications from patient care areas to facilities outside of HNE Health is not permitted 
within the legislative and policy framework. Any requests for medications made by facilities outside of HNE Health 
must be referred to the relevant Pharmacy Department.  


 
Patients who require urgent access to medications that cannot be provided by a Residential Aged Care Facility or 
Nursing Home should be referred to the relevant Emergency Department for triage and assessment. 
 
3). Delivery of accountable drugs 
When accountable drugs are delivered to the ward or clinic area they must be handed to a registered nurse or 
midwife who must sign and date a receipt, which is then held in pharmacy. The pharmacist and registered nurse or 
midwife must sign the accountable drugs into the ward accountable drugs register, along with an authorised 
witness, check the balance and place the drugs into the drug cupboard, safe or refrigerator as appropriate. 


3.1 Delivery to regional hospitals 
Dispatch has to be by courier to a named person, usually the Director of Nursing of the facility. 


The paperwork accompanying the accountable drugs must be signed when received by a Registered Nurse. It 
must then be faxed to the dispatching Pharmacy Department as soon as possible following receipt and the original 
returned to the dispatching Pharmacy Department by internal mail. 


Some sites may have a different process in place that assures the security and accountability of accountable 
medications. 


 



http://www0.health.nsw.gov.au/policies/pd/2013/pdf/PD2013_043.pdf

http://www.health.nsw.gov.au/pharmaceutical/Pages/lost-stolen-drugs.aspx

http://www.health.nsw.gov.au/pharmaceutical/Pages/lost-stolen-drugs.aspx

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0010/48628/PD2006_007_PCP_1_MCCC.pdf

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0010/48628/PD2006_007_PCP_1_MCCC.pdf

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0010/48628/PD2006_007_PCP_1_MCCC.pdf
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4). Transferring accountable drugs between patient care areas 
If an accountable drug needs to be transferred from one patient care area to another, this procedure must be done 
by the pharmacist or a registered nurse/midwife. In facilities where an After Hours Manager (AHM) is available, this 
person should be involved in the process. 


If an accountable drug is transferred it must be in the same container as received from the pharmacy. Any 
unpacking out of the original container can lead to medication errors due to the mix-up of different drugs, strengths, 
batch numbers and expiry dates. 


However, if the ward or area holding the accountable drug needs it for a patient, one dose may be transferred as 
described above to another patient care area’s accountable drugs register. In this situation, the Director of Nursing 
or Nurse in Charge (or delegate) or AHM and registered nurse must be involved in the whole process including the 
immediate administration to the patient. 


For those facilities with an on-site Pharmacy Department the transfer of accountable drugs between patient care 
areas is not to occur during the pharmacy’s opening hours. 


 
5). Transferring patient’s own accountable drugs between patient care areas 
Patient’s own accountable drugs should be returned home with a relative or carer as soon as possible. If this is not 
possible (or deemed to be safe) then the drugs must be transferred with the patient whenever this occurs. Patient’s 
own accountable drugs must be transferred as per Patient’s Own Medications PD2013_043:PCP32. Patient 
identification sticker/label should not be applied to the patient’s own accountable drugs brought into hospital – 
tamper-evident bags may be used as an alternative. 
 
Note: Where a patient is admitted with deliberate self-poisoning, the discharging medical practitioner should be 
consulted before the patient’s own accountable drugs that were brought into the hospital are returned to the 
patient from ward storage. 


 


6). Storage of accountable drugs 
The Director of Pharmacy of a hospital is responsible for the storage of all accountable drugs at a hospital other 
than those that have been supplied to patient care areas. If there is no pharmacist at a hospital/facility then the 
responsibility is that of the Director of Nursing or Nurse in Charge. 


All accountable drugs must be stored apart from all other drugs in a separate sturdy cupboard (or metal safe), 
which is securely attached to the wall or floor and locked when not in use. The lock should be one that ensures 
appropriate security (for example, a five lever lock). 


Erythropoietin must be stored in a lockable refrigerator, or a refrigerator which is located within a locked room 
such as a locked treatment room or pharmacy department. Erythropoietin supplied as ward stock to a dialysis 
unit or specialist renal ward must be stored in a locked refrigerator. 


Within clinical areas, the key to this cupboard, safe or fridge must be kept separate from all other keys and kept on 
the person of the Nurse in Charge of the ward or clinical area or their delegate (who must be a registered nurse or 
midwife). This nurse should hold the keys for the entire shift and only hand them to another person when leaving 
the ward. 


This limits the number of staff holding the keys to two per shift. 


Accountable drugs should be stored in original pharmacy packing or original manufacturers packaging. 


PD 2013_043 Medication Handling in NSW Public Health Facilities allows for an S4D drug to be held on an 
emergency or resuscitation trolley, allowing this stock to be exempt from the above requirements for locked 
storage. 


This decision is one that can be made at a facility level. 


The stock level is kept to a minimum and is checked and accounted for in the accountable drugs register in the 
same way as other S4Ds. 


The emergency or resuscitation trolley must be checked regularly and located in a position where 
unauthorised access is unlikely. 


However, under circumstances where there is a need to access an S4D urgently, it is recommended that the 
ward or clinical area ensure access by the rapid response team to the relevant S4Ds by having them available in 
their locked cupboard or safe. 


 
7). Administration of accountable drugs 
When a registered nurse or midwife administers an accountable drug to a patient, another person must be present 
to witness the procedure. 



http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0019/128044/PD2013_043_PCP_32_Patients_Own_Medications.pdf

http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html
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The witness must be present during the entire procedure (as detailed below): 


 Removal of the accountable drug from the medication storage unit 


 Recording in the accountable drugs register 


 Transfer to the patient 


 Administration to the patient 


 Discarding and rendering unusable any unused portion of the drug 


The witness to the administration and discarding or destroying must be a person with knowledge of medicines – 
this can be a registered nurse or midwife, a medical officer, a pharmacist or an EN with medication endorsement. 


Doses must be prepared for immediate administration to a single patient and not retained for later use due to the 
risk of potential contamination, potential instability or potential mix-up with other medications and to maintain the 
security of the medication. 


Syringes containing accountable medication must always be under direct supervision of the registered nurse or 
midwife or medical officer who drew it up. 


If a medical officer or registered nurse or midwife is administering repeated doses of a drug (e.g., morphine) 
according to patient response, the remainder (e.g., balance in the syringe) must be discarded or destroyed if the 
medical officer or registered nurse or midwife is unable to stay with the patient. 


 


8). Discarding or destroying partially used accountable drugs 
Intravenous or epidural infusions or “patient controlled analgesia” 


The contents of partially used intravenous or epidural infusions or “patient controlled analgesia” should be 
destroyed by Persons Authorised. Expel the contents of the syringe or infusion bag onto absorbent paper and then 
dispose of into a pharmaceutical waste container. 


These solutions must NOT be returned to the Pharmacy Department for destruction. 


A record MUST be made of the destruction, either in the patient’s notes or on the patient’s medication 
chart. 


General information 
Where only a portion of a dose form of a Schedule 8 medication is required for administration, the unused portion 
must be rendered unusable and discarded in the presence of the witness to the administration. 


To render a part tablet or capsule unusable crush in a mortar with a small amount of water or alcohol and pour 
slurry onto absorbent paper and put intopharmaceutical waste container.. 


An entry recording the discard must be made in the drugs register.  


Any unused portion of an injectable medication must not be discarded in the original container, but drawn up into a 
syringe and the contents expelled into a pharmaceutical waste container in the presence of the witness. 


The discarding of any unused portion of a Schedule 8 medication by an anaesthetist must also be recorded in the 
patient’s anaesthetic record. 


Ampoules or vials 
All the contents of an ampoule or vial should be drawn up initially into a syringe. If the required dose is less than 
this, then expel the excess onto absorbent paper and dispose of this into a pharmaceutical waste container, in 
the presence of a witness, and record the discard or destroy in the drugs register. 


Any unused portion of a parenteral drug must not be discarded and destroyed in the original ampoule or vial. 


If mixing with other agents in the same syringe (for example in palliative care settings, ICU), the other 
component(s) can be drawn up after the accountable(s) drug or transferred from one syringe to another using a 
“transfer” connector or similar. 


Tablets 
Where only half a tablet is administered, the unused half must be destroyed by rendering it unusable and then 
discarding into a pharmaceutical waste container in the presence of a witness. The destruction must be 
recorded in the drugs register. 


Transdermal patches 
When a ward accountable transdermal patch is removed from a patient, the patch is folded in half (adhesive sides 
together) and destroyed by discarding into a pharmaceutical waste container. Patients should be discouraged from 
removing the patch to ensure proper disposal. The used transdermal patch must be removed in the presence of a 
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witness, even if it is not to be replaced. 


Fentanyl patches, even after being used or when expired, contain sufficient fentanyl to cause life threatening 
respiratory depression in an opioid naïve person, if absorbed. If the active layer of the patch does come into 
contact with the skin, it should be washed immediately with soap and water. 


Particular care must be taken to ensure that a S8 transdermal patch is not left in the patient’s clothing or bed linen 
or dropped onto the floor thereby providing the opportunity to apply or misappropriate the patch. 


Accountable transdermal patches found to be missing from a patient’s skin, must be considered a lost 
accountable drug and must be reported via IIMs; to the Director of Nursing and Director of Pharmacy; and to 
the Ministry of Health’s Pharmaceutical Services using the Notification of Loss or Theft of Accountable Drugs 
(S8 and S4D substances) online form 
http://www.health.nsw.gov.au/pharmaceutical/Documents/loststolen.pdf 


Medication Handling in NSW Public Health Facilities - NSW Health: recommends: Cut each sachet with the 
patch enclosed into several pieces. Disperse in a small quantity of hot soapy water, then dispose of the 
solution in a sharps container. 


Partially used infusions 
Any remaining Schedule 8 medications in replaced or discontinued infusions (e.g., intravenous, epidural or patient 
controlled analgesia preparations) must be discarded in the presence of a witness in a safe manner that renders 
the drug unrecoverable. 


To render the infusion unrecoverable pour onto absorbent paper and discarded into a pharmaceutical waste 
container. A large volume may have to be discarded into the sewer. 


 


The quantity of the discarded portion must be recorded in the patient’s health care record (as applicable in the 
circumstance), signed and dated by the registered nurse/midwife and countersigned and dated by a witness to the 
procedure. 


Partially used S8 lozenges (e.g., fentanyl) 
Partially used S8 lozenges must be disposed of in a pharmaceutical waste container by a registered 
nurse/midwife in the presence of a witness. 


The discarding should be recorded in the patient’s health care record, signed and dated by the administering 
registered nurse/midwife and countersigned and dated by the witness. 


8.1 Unused and refused accountable drug doses (oral and injectable)  
If an accountable drug is refused by the patient or an accountable drug injection has been drawn up and is no 
longer required; these are to be discarded onto absorbent paper and disposed of into the appropriate bin (all 
liquids are to be expelled from the syringe and solid oral doses crushed if possible).The entire process is to involve 
Persons Authorised. 


In the accountable drugs register, asterisk the appropriate entry and footnote at the bottom of the page with an 
explanation of why the dose was refused or why the injection was discarded and destroyed, signed by the two 
people involved and dated. The reason the medication was not administered to the patient must also be 
documented in the patient’s notes or on the patient’s medication chart. The registered nurse or midwife in charge 
(or delegate) should be notified. Pharmacy does not need to be notified.   


8.2 Expired, broken or contaminated accountable drugs 
The term “unusable” refers to drugs which are expired, broken or contaminated – this is distinct from balances 
remaining after part of an ampoule or tablet is administered. This would also include patient’s own medication that 
is no longer required by the patient or has been left in the hospital, open bottles of tablets/capsules and liquids, 
packs where the expiry date or batch identification are unclear. 


Once an accountable drug becomes “unusable”: 


 It must immediately (or on the next working day) be reported by the nurse or midwife in charge of the 
ward, to the Director of Pharmacy (or delegate) or where there is no pharmacist on site, the Director of 
Nursing or the nurse or midwife in charge (or delegate) of the Hospital. 


 The “unusable” S8 drug is quarantined at the bottom of the patient care area safe in a specimen jar or 
plastic tray (placed in a clear plastic bag) and sealed with clear tape and labelled with contents, date, name 
and signature of the person who identified it as unusable. 


 The “unusable” accountable S8 drug must continue to be recorded on the same page in the accountable 
drug register, until it is destroyed, to ensure that it remains appropriately accounted for.  A footnote detailing 
how the S8 drug became unusable and who identified as unusable should be made with a date and time 
(and IIMs number, where a reportable incident has occurred) 


 Loss in broken or damaged vials and ampoules, that cannot be supplied or used, must be reported as a loss 



http://www.health.nsw.gov.au/pharmaceutical/Documents/loststolen.pdf

http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html
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of an accountable medication, as described in section 6.16 of the NSW Health PD2013_043. 


Destruction of out of date, unwanted and patient’s own accountable S8 drugs in a patient care area 


 Wards in hospitals with an on-site pharmacist 
 The “unusable” drug can ONLY be destroyed by a pharmacist and countersigned by the registered 


nurse or midwife who witnesses the destruction of the drug 
 A request for the destruction must be completed and forwarded to the Pharmacy Department. 


Following the destruction by the pharmacist, the request is to be retained by the Pharmacy 
Department servicing that site 


 Wards in hospitals without an on-site pharmacist 
 If there is no on-site pharmacist at the hospital the Director of Nursing or the nurse or midwife in 


charge of the hospital may destroy the Schedule 8 or Schedule 4 Appendix D drug. An entry in the 
drug register must be dated and signed by the Director of Nursing or the nurse or midwife in charge 
of the hospital and countersigned by the registered nurse or midwife (or other person) who 
witnesses the destruction of the drug 


 A request (using a requisition or similar) with details of the destruction must be completed and 
signed by the Director of Nursing or the nurse or midwife in charge of the hospital and the nurse or 
midwife who witnesses the destruction. After destruction of the drug, the original request detailing 
the destruction is to be forwarded to the relevant Pharmacy Department servicing that site 


 In hospital Pharmacy Departments – Pharmacy stock only 
 The unusable drug must be processed through iPharmacy using the Disposal Register function at 


the time of expiry or becoming unusable. This is to ensure that the correct stock information is 
available in iPharmacy. 


 The unusable stock is to be transferred to the appropriate page/book allocated for destruction of 
schedule 8 medications and, if not being destroyed immediately, must packaged in such a way 
that it cannot be placed into the normal stock supply.   


 Schedule 8 medications within the pharmacy department may be destroyed by the director of 
pharmacy of the Pharmacy Service (or delegate) in the presence of a registered pharmacist, 
registered medical practitioner or registered nurse/midwife who has been authorised by the 
facility’s director of nursing for this purpose.  


 


8.3 Destruction of “unusable” accountable S4D drugs in a patient care area 
 Whilst there is no legal barrier to a registered nurse destroying unusable accountable S4D drugs on the 


ward in the presence of a witness, it is recommended that destruction of these drugs is handled in the 
same manner as Drugs of Addiction S8, to avoid confusion and limit the risk of misappropriation 


 
 If there is no on-site pharmacist at the hospital the Director of Nursing or the nurse or midwife in charge of 


the hospital may destroy the Schedule 4 Appendix D drug. This process must be witnessed by either 
registered nurse, registered medical practitioner or an EN with medication endorsement. 


 A request (using a requisition or similar) with details of the destruction must be completed and signed by 
the Director of Nursing or the nurse or midwife in charge of the hospital and the nurse or midwife who 
witnesses the destruction. After destruction of the drug, the original request detailing the destruction is to 
be forwarded to the relevant Pharmacy Department servicing that site 


 


8.4 Destruction of unusable or unwanted accountable S8 drugs of addiction in the hospital 


Refer in particular to the NSW Poisons and Therapeutics Goods Regulations 2008 clause 126A Destruction of 
unusable or unwanted drugs of addiction in public hospitals. 


The Director of Pharmacy** or if no such position exists, the Director of Nursing or the nurse or midwife in charge of 
a facility (i.e., the person responsible for controlling drugs of addiction at the hospital) is able to destroy any  
unusable drug of addiction at the hospital but only in the presence of one of the following: 


 A pharmacist 


 A registered medical practitioner 


 An authorised nurse or midwife 


 A registered dentist 


 


8.5 General Notes relating to the “destruction” of accountable drugs 


 Authorised nurse or midwife means a registered nurse or midwife who is in charge of a ward at a hospital 
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or who is authorised by the Director of Nursing of the facility to oversee the destruction of drugs at the 
hospital for the above purpose 


 The Director of Pharmacy of the facility servicing the site may authorise another pharmacist in writing to 
be delegated to fulfil this role 


 The destruction must be recorded in the drug register and must include: 


 The date of destruction 


 The name, professional registration number and signature of both the person authorised to destroy 


the accountable S8 drugs of addiction and the person who witnessed the destruction 


 Accountable S4 drugs refers to: 


 S4D drugs including, but not restricted to, barbiturates, benzodiazepines (including midazolam), 


, erythropoietin and anabolic steroids 


 Other S4 drugs deemed accountable. Across HNELHD, combination codeine phosphate 30 mg and 
paracetamol preparations and oral tramadol formulations are also to be treated as accountable drugs. 
In selected facilities, additional medicines may be designated as accountable at the discretion of the 
local Quality Use of Medicines Committee 


 
9). Lost or stolen accountable drugs (Refer to NSW Health PD 2013_043 Section 6.16) 
ALL incidents involving lost or stolen accountable drugs MUST be reported immediately to the Director of Nursing 
or nurse or midwife in charge of the hospital (or delegate). 


This includes all medication that cannot be supplied or used such as:- 


 Loss of liquid by spillage, and 


 Loss in broken or damaged bottles and ampoules, and 


 Loss is believed to be attributed to the irretrievable amount retained in the measuring apparatus used (such 
as the repeated measuring of a small dosing using a syringe which is associated with discarding of a small 
quantity in the ‘dead space’ of the syringe). 


The Director of Pharmacy must also be notified immediately in business hours or, if after hours, an email sent with 
all details of the incident and investigation. 


The Director of Pharmacy must notify the Pharmaceutical Services Unit on the Notification of Loss or Theft of 
Accountable Drugs (S8 and S4D substances) using the online form  


The incident is to be immediately investigated. The person in charge of the investigation is to ensure that Work 
Health and Safety (WH&S) considerations are always paramount. All investigative actions must occur within WH&S 
boundaries. A clinical IIMS incident (medication-related) report must be completed. 


Where further action is necessary the manager should follow the procedures outlined in HNELHD PD2006_007  
PCP:1 Managing a complaint or concern about a Clinician 


 


10). Collecting accountable drugs from the Pharmacy Department 
If accountable drugs are collected from the Pharmacy Department, a registered nurse or midwife must sign and 
date a receipt confirming the quantity of the medication supplied, with a copy of the receipt being kept in Pharmacy and on 
the ward. Upon return to the ward the registered nurse must immediately record the drugs of addiction into the ward 
register in the presence of a Person Authorised as a witness.  
 
Alternatively the registered nurse can bring the ward accountable drugs register and the ward accountable drugs 
order book to the pharmacy. The record of receipt will be documented and signed for by the nurse or midwife and 
the pharmacist (using a red pen). In the box where the balance check is normally written, the pharmacist will write 
“balance not checked”. 


Upon return to the patient care area, the registered nurse or midwife ,must write the date, time, new balance and 
balance check on the next line for the new stock being received along with a Person Authorised and this entry will 
be signed by both parties. 


 
11). Obtaining accountable drugs after hours 
The options for supply of these drugs when the Pharmacy is closed are: 


 Transferring from another patient care area or facility (by After Hours Manager) 


 Using the patient’s own supply if brought into hospital 



http://www.health.nsw.gov.au/pharmaceutical/Pages/lost-stolen-drugs.aspx

http://www.health.nsw.gov.au/pharmaceutical/Pages/lost-stolen-drugs.aspx

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0010/48628/PD2006_007_PCP_1_MCCC.pdf

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0010/48628/PD2006_007_PCP_1_MCCC.pdf

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0010/48628/PD2006_007_PCP_1_MCCC.pdf
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 Contacting the on call Pharmacist 


It is also possible for a suitable alternative to be prescribed in the interim until the Pharmacy Department reopens. 


 
 
 
12). Discharging patients with S8 and S4D drugs 
Patients requiring an accountable drug on discharge should be encouraged, whenever possible, to collect their 
medications from Pharmacy immediately prior leaving the hospital. This will also allow medication counselling by a 
Pharmacist. Wherever possible, the prescription should be sent to the Pharmacy Department prior to the patient’s 
discharge time. 


Discharge medications which include an accountable drug must have that accountable drug recorded in an 
accountable drugs register whenever the medication is delivered to the patient care area, unless it is given 
directly to the patient who is discharged immediately from the hospital (adapted from advice received from NSW 
Health Pharmaceutical Services Unit). 


For accountable discharge medications that cannot be collected from the Pharmacy Department by the patient 
immediately prior to discharge, a registered nurse or midwife is able to collect the medication from the Pharmacy 
Department with the accountable drugs register (containing a “patient’s own” medications section) or it can be 
written up in the relevant accountable drugs register upon return to the patient care area. The medication should 
be treated as “patient’s own” and stored in the drug safe. 


A note should be written by the registered nurse or midwife on the patient’s discharge checklist (or a similar form of 
communication) to ensure that accountable drugs that are stored separately from other discharge medications are 
signed out of the register and given to the patient on discharge. 


When the accountable drug discharge medication is entered into the accountable drugs register prior to a patient’s 
discharge, it should be signed out of the register by two registered nurse or midwives or one registered nurse or 
midwife and one EN with medication endorsement and given to the patient immediately prior to discharge. 


If a patient is transferred to another HNELHD facility, accountability for S8 and S4D discharge drugs must still 
occur. Contact the Pharmacy Department or HNELHD unit where the patient is to be transferred. Determine if the 
S8 and S4D drug is stocked at the other site in order to avoid the need to send the accountable drug. 


 
Example of entry in ward accountable drugs register: Patients own discharge medication: 


13). Patient’s own accountable drugs 
Patient’s own accountable drugs that are brought into hospital should be given to the patient’s relatives to take 
home. If this is not practical or the patient is agreeable to the use of his or her own medication (e.g., if the drug is 
not available and it has to be ordered) then these drugs must be entered into the ward accountable drugs register 
by Persons Authorised. 
 
Where a patient is admitted with deliberate self-poisoning, the discharging medical practitioner should be 
consulted before the patient’s own accountable drugs that were brought into the hospital are returned to the 
patient from ward storage. 
 
Patient identification sticker/label should not be applied to the patient’s own accountable drugs brought into 
hospital – tamper-evident bags may be used as an alternative. 
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13.1 Accountability of patient’s own accountable drugs in a patient care area 
Refer to the Patient’s Own Medications- Handling and Storage in Hospital PD2013_043:PCP 32 for details on the 
procedure for these medications.  


 


 


 


13.2 Destroying patient’s own accountable drugs in a patient care area 
If the medication is to be destroyed, a pharmacist must be involved in the process. 


 


        


Hospitals without an on-site pharmacist can destroy “patient’s own” in a similar manner to other accountable drugs 
that have been considered “unusable” according to the relevant section above under “Expired, broken or 
contaminated ward accountable drugs”. A record is to be made of the destruction in the patient’s progress notes. 
 
14). Balance checks 
The nurse or midwife in charge (or delegate) of the patient care area must ensure that the balance held of all 
accountable drugs is checked by Persons Authorised (using a red pen). The balance check must be done at least 
once every 24 hours and ideally at the change of each shift. The nurse or midwife in charge of the ward should be 
involved in the accountable drug check at the start of their shift. Ideally, this shift change check should also involve 
the nurse or midwife in charge of the previous shift as part of the handover. 


14.1 Liquids 
If an unsealed liquid accountable drug bottle is in use then a visual check can be conducted every 24 hours and 
when administering the drug. A visual check is a visual approximation of the volume of the bottle. 


At the end of a bottle: 


 The balance must be reviewed 


 Any overage remaining is to be measured before opening a new bottle and the balance adjusted and 
witnessed accordingly. Alternatively, overage must be considered “unusable” and dealt with according to 
section “Expired, broken or contaminated accountable drugs” 


 NO negative variance is considered acceptable 


 Any incorrect liquid balances must be immediately reported to the Director of Pharmacy or, where 
there is no pharmacist on-site, the Director of Nursing or nurse or midwife in charge (or delegate). If 
the balance shows a negative variance, the same process is followed as lost or stolen accountable 
drugs (refer to section on “Lost or Stolen Accountable Drugs”). 


 
15). Supply of methadone and buprenorphine for the treatment of opioid dependence 
For security and safety reasons, methadone syrup for the management of opioid dependence should only be 
supplied to patient care areas as unit doses per individual patient, not as a stock bottle. Exceptions can be made 
when considered necessary and a small emergency stock of a minimal range of unit doses of methadone syrup 
may be held in a designated ward in liaison with the Pharmacy Department. 
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Due to easier accountability, stocks of buprenorphine tablet preparations may be held in patient care areas, if 
necessary. 


Public opioid treatment program clinics or administration points may hold stock quantities of methadone and 
buprenorphine. 


Note: Hospitals that have opioid treatment program clinics or administration points for clients on the NSW opioid 
treatment program should ensure that auditing of register records and drug storage is carried out in these areas by 
persons independent of the unit staff in the same manner as ward audits. 


 


16). Accountable drug audits 
Appendix 2 provides a sample Schedule 8 and Schedule 4 Audit Record Form. 


Regular monthly audits of patient care area accountable drugs registers are to be undertaken. This audit is the 
responsibility of the nurse or midwife in charge of that area. Persons who are independent of the patient care 
area’s nursing staff are to be involved in these audits. 


Any errors, omissions or discrepancies noted during drug register audits must be investigated by the nurse or 
midwife in charge of the patient care area and appropriate action taken. 


Refer to section “9). Lost or stolen accountable drugs” for detailed information 


All unaccounted for discrepancies must be reported as a medication-related clinical IIMS. The Director of 
Pharmacy and the Director of Nursing or nurse / midwife in charge of the facility (or delegate) notified. 


A monthly report on the accountable drugs register audits and corrective actions taken is to be sent by each ward or 
nurse/midwife in charge of that ward to the facility Director of Nursing (or delegate). The Director of Nursing will 
table a report of the collective accountable drug audit results for that facility at the relevant Executive, Management 
and Drug Committee meetings. 


 
Compliance, Implementation and Monitoring 


Compliance with this PCP is mandatory. 


Communication: Communication of the roll out and of any updates to this PCP is by email to all Medical, Nursing & 
Midwifery and Pharmacy Staff. 


Implementation: CE News, update on the “What’s New in Medication Safety” intranet page; education and training 


to be carried out by educators for Medical, Nursing & Midwifery and Pharmacy Staff. 


 


References 


 Australian Commission on Safety and Quality in Health Care NSQHS – Standard 4 Medication 
Safety   


 Poisons and Therapeutics Good Act 1966   


 Poisons and Therapeutics Regulation 2008   


 NSW Health PD 2013_043 Medication handling in New South Wales Public Health 
Facilities   


 PD2006_007 PCP:1 Managing a complaint or concern about a clinician   


 HNELHD CG 13_23 Transdermal Medication Prescribing and Administration   


 PD2013_043:PCP 24 Inter-facility Transfer Process for Patients Requiring Accountable Medications en route   


 Safety Information 003/11  Safe Storage of Accountable Medicines  


 GNC STRAS 13_092 Assistant in Nursing – Witnessing of S4 and 
S8 Medications  


Monitoring 


 This PCP will be reviewed at least every 3 years or sooner if needed due to legislative or policy change 


 Incident reports via IIMS and complaints will be monitored 


 Audit reports will be reviewed as described above 


Appendices 


Appendix 1: Some easy rules for staff to follow 


Appendix 2: Accountable Drug Register template (sample) 


Appendix 3: Sample Schedule 8 and Schedule 4 Audit Record 


Feedback 



http://www.safetyandquality.gov.au/wp-content/uploads/2011/09/NSQHS-Standards-Sept-2012.pdf

http://www.safetyandquality.gov.au/wp-content/uploads/2011/09/NSQHS-Standards-Sept-2012.pdf

http://www.austlii.edu.au/au/legis/nsw/consol_act/patga1966307/

http://www.legislation.nsw.gov.au/fullhtml/inforce/subordleg%2B392%2B2008%2BFIRST%2B0%2BN

http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html

http://www0.health.nsw.gov.au/policies/pd/2013/PD2013_043.html

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0010/48628/PD2006_007_PCP_1_MCCC.pdf

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0019/119620/HNELHD_CG_13_23_Transdermal_Medication_Prescribing_and_Administration.pdf

http://intranet.hne.health.nsw.gov.au/__data/assets/pdf_file/0017/111815/PD2013_043_PCP_24_Interfacility_transfer_patients_requiring_accountable_medications.pdf

http://internal.health.nsw.gov.au/quality/sabs/pdf/SI_003_11.pdf

http://intranet.hne.health.nsw.gov.au/?a=117863&amp;now=1378697802

http://intranet.hne.health.nsw.gov.au/?a=117863&amp;now=1378697802
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Any feedback on this document should be sent to the Contact Officer listed on the front page. 
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Appendix 1 
 


SOME EASY RULES FOR STAFF TO FOLLOW: 


1. Two staff must be present when accessing the accountable drugs safe or locked refrigerator 


2. The keys to the safe/refrigerator are to be kept on the person of the nurse or midwife in 
charge or their delegate who must be a registered nurse or midwife. Accountable drug 
keys for the safe/refrigerator must be kept separate from other keys 


3. Balance checks must be completed at least once every 24 hours 


4. Patient’s own accountable medications which are to be retained in a patient care area, 
including discharge medications, must be signed into and out of the register and accounted 
for as in point 5 and 13 


5. Two staff must be involved in the process of transferring accountable drugs between patient 
care areas. This can be a pharmacist or the After Hours Manager (if a pharmacist is not 
available) and a registered nurse or midwife 


6. All staff designated as Persons Authorised for a patient care area must sign the signature 
identification register 


7. Two staff must be present for the drawing-up, administration and discarding and 
destruction of all accountable medications 


8. The nurse or midwife manager must investigate all discrepancies, losses or breakages and 
a clinical IIMS must be completed. It is NEVER OK to conclude that the medications must 
have “fallen into the sharps or garbage bin”. Garbage bins must not be located directly 
under the accountable drug safe.  


9. For all unexplained discrepancies, a list of all staff who had access to the safe over 
the period in question must be sent to the Director of Pharmacy 


10. Restrict access to drug storage areas to clinical staff only 
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Appendix 2 Accountable Drug Signature Register (sample) 
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Appendix 3         Sample of audit monthly record (page 1) 
 


 


 
 


Hospital / Ward: ……………...……..  MONTH: ……………    YEAR: ……………… 
 


Audit of the Ward Registers of Drugs of Addiction must be completed by the nurse or midwife in charge of every clinical area at least once a month.  


For transparency, an ‘independent’ from outside the ward should also to be involved in the audit. 


Reviewers should choose 2 random consecutive days of the month and audit ALL register entries for those days for all forms of oxycodone and morphine  


PLUS at least one other S8 PLUS one S4D medication PLUS One “Patients’ own” Accountable drug (a different drug each month).  
 


Book 
and 


Page 
No. 


Drug, 
Strength and 


Form 


Discrepancy Noted 


Balance 
checked 
daily (D) 
or per 


shift (PS) 


Addition/su
btraction  


or balance 
error 


Broken/ 
unusable/di
scarded/des


troyed 
medication 


Stock 
transfer 
& ward 


Each 
entry has 


two 
signatures 


Verify 
signatures 


of staff 
 


Errors 
corrected 
properly 


Balance 
correct 
carried 
forward 


Other (e.g., patient name, date 
or time, MO name) 


           


           


           


           


           


           


Corrective actions 
required – please 


circle 


NUM/NIC 
Feedback 


to staff 


Investigate 
 & feedback 


to staff 


Breakages 
reported?  


Y/N 
 


If > 2/day 
ALERT!! 


Confirm 
with 


receiving 
ward 


Investigate 
&  


feedback 
to staff 


Investigate 
& feedback 


to staff  
(purpose of 
detecting 
forgeries) 


Altered, 
obliterated & 


cancelled 
entries - 


Investigate & 
feedback to 


staff 


Investigate 
& feedback 


to staff 
 


Accountable Drugs Monthly Audit  
 







Accountable Drugs – Handling and Recording PD2013_043: PCP 13  


Version Five  April 2017        Page 18 


 


Circle  to indicate: compliance or non-compliance for each of the following auditing issues 


Verify the drug register contents/index page against the corresponding drug register 
pages  


Compliance Non-compliance 


S8 & S4D Ward Drug Registers checked at least every 24 hours & correct 
Compliance 


Non-compliance 


Entries recording stock received from Pharmacy are checked against Accountable Drug 
Requisition book carbon copy pages (Pharmacy distribution records)  


Compliance 
Non-compliance 


Witness’s signature present for all drug balance checks 
Compliance 


Non-compliance 


Patient’s Own accountable medication checked at least 24 hours 
Compliance 


Non-compliance 


All staff signatures appear on the signature list held by the Nurse-in-Charge 
Compliance 


Non-compliance 


Using current pages of the S8 register for the drugs of addiction audited, 
reconcile three patient’s doses with the entries on the chart   


Compliance 
Non-compliance 


Using current pages of the S8 register for parenteral dosage forms, reconcile three 
discarded quantities with the entries in the patients’ chart.  


Compliance 
Non-compliance 


All oral liquids must have an “actual balance” undertaken at the end of every bottle 
Compliance 


Non-compliance 


For all discrepancies the nurse or midwife in charge must: 


Discuss discrepancies with nursing staff involved and provide training. Performance management should occur for repeated discrepancies. 


For serious &/or repeated discrepancies (or concerns): 


Ensure documentation IIMS report completed                  Date completed: ……………………. 


Report to Director of Pharmacy             Date reported: …………………….. 


Report to Director of Nursing             Date reported: …………………….. 


 
Corrective actions…………………………………………………………………………………………………………………………………………. 


Audited by (print name): ………………………..………………….. Signature: ………………………….  Date: ………………… 


Independent Witness (Print name): ………………………………. Signature: ………………………….  Date: ………………… 


Audit results should be loaded onto your agreed local Nursing Network Drive location once completed. 
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Note: Over time links in this document may cease working. Where this occurs please source the 
document in the PPG Directory at: http://ppg.hne.health.nsw.gov.au/ 


 


RISK STATEMENT  


 This PCP outlines the procedures to be followed in regard to patient’s own medications. 


 Australian data have shown that having a patient’s own medications available when medications 
are initially charted results is a significant reduction in prescribing errors


1
 


 Having the patient’s own medications available within the hospital facilitates an accurate medication 
history on admission, medication reconciliation at discharge and improves continuity of care. 
However, these medications remain the patient’s personal property and must be handled 
appropriately. 


 In addition, a patient’s own medication may be used for their treatment if they are on a medication 
that is not available within the hospital. 


Risk Category: Clinical Care & Patient Safety 


 


Significant changes in this update: 


 State Coroner’s Court of NSW recommendations added: 


Addition of “Where a patient is admitted with deliberate self-poisoning, the discharging medical 
practitioner should be consulted before the patient’s own drugs that were brought into the hospital are 
returned to the patient from ward storage.” 


 State Coroner’s Court of NSW recommendations added: 


Addition of “Patient identification sticker/label should not be applied to the patient’s own drugs brought 
into hospital – tamper-evident bags may be used as an alternative.” 


 


A set procedure for the handling of patient’s own medications will reduce the chances of the patient’s 
medications, including accountable drugs, going missing while in the hospital. 


 
Principles 


Whenever possible, patients should be encouraged to bring their own medications to the hospital with 
them to assist an accurate medication history on admission. It is preferable that after the medication 
history has been taken, the medications are returned home with a carer or relative. Medications should 
only be kept at the hospital for the duration of the patient stay if there is no one deemed 
acceptable/appropriate to take the medication home or if any of the medications are not available within 
the hospital. 


 
Receipt and storage of patient’s own medications 


When a patient is admitted to the hospital, nursing/midwifery staff should ask whether or not they have 
brought medications in with them. If medications have been brought in, these should be made available 
for review by the Medical Officer admitting the patient. 


The patient’s own medications which are not able to be returned home with relatives/carers, should be 
stored appropriately. Allowing medications to remain with the patient is generally discouraged as this 
can lead to patients taking their own medications in addition to those administered by nursing staff.  


If the patient’s medications are already in a patient’s own bag (e.g., NSW Ambulance TABLETS bag) they 
can be kept in the same bag; however, if they are packaged in another container (e.g., shopping bag, lunch 
box), this should be placed in a hospital “patient’s own” bag. General medications should be placed in a 
dedicated “patient’s own” storage area in the patient care area until they can be returned to the patient’s 
home. This storage area should be locked to prevent unauthorised access.  Patient medications should 
be checked for items that require special storage: 


 Medications that required refrigeration should be placed in the patient care area fridge 


 Accountable medications should be placed in the patient care area drug safe after being signed into 
the register (see section below for more information) 


.  


It should be documented in the patient’s clinical record that their own medications have been stored  and 
a “Patient’s Own Reminder Card” (Appendix 1) may be completed and placed with the patient’s medication 
chart, or a notation made on the Patient’s Care Board, to facilitate return of medications. 



http://ppg.hne.health.nsw.gov.au/
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Where a patient is admitted with deliberate self-poisoning, the discharging medical practitioner should be 
consulted before the patient’s own drugs that were brought into the hospital are returned to the patient from 
ward storage. 


 
Patient’s own accountable medications 


If a patient brings accountable medications (including Schedule 8 and Schedule 4 Appendix D medications) 
with them into hospital, these must be stored in the unit drug safe. 


To streamline the process of checking these drugs, tamper-evident bags (e.g.,“Patient’s Own S8 Medication 
Security Bags” and “Patient’s Own S4R (Schedule 4 Recordable) Medication Security Bags”) may be used 
for patient’s own accountable medications only. In lieu of separately accounting for each item, patient’s 
own accountable medications may be sealed in one of these bags and the bag checked as a single item.  


 


The initial receipt of the medications must be clearly documented, including but not limited to, 
drug name, strength and quantity. 


The “S8” and “S4R” labelled tamper-evident security bags may be used interchangeably. There is 
no need to separately account for bags of Schedule 8 and Schedule 4 Appendix D medications. 


Note: For each of these procedures, it is expected that the registered nurse or midwife and a suitable 


witness are present for the entire transaction. 


 


Patient’s own accountable medications NOT in a sealed tamper-evident bag 
 Patient’s own accountable medications must be signed into the patient care area Register of Drugs 


of Addiction on a new page by two clinicians 


 The name and strength of each accountable medication should be listed on the one page, with the 
quantity of each drug checked 


 These medications must be individually balance checked by two registered clinicians (or a registered 


nurse and an endorsed enrolled nurse) at least once a day. 


 Patient identification sticker/label should not be applied to the patient’s own drugs brought into 


hospital – tamper-evident bags may be used as an alternative. 
 


Receiving patient’s own accountable medications using a patient’s own tamper-evident 
bag 
 


1. In the patient care area Register of Drugs of Addiction, on a new page, document the type and 
quantity of medications received from the patient. These should be listed on a single page (see 
example below and page 14 for further detail). Write the patient name and MRN. 


 
2. Complete a “Patient’s Own Accountable Medications: Bag Contents” form  


3. Fold the list and place it in the bag so that the entire list of medications can be viewed through the 
back of the bag, without the need for opening the tamper-evident bag 


4. Place the accountable medications in the bag and seal as per the manufacturer’s instructions (see 
Appendix 6 – Patient’s Own Medication Security Bag – User Guide) 


5. Document the bag number in the ward register (see example in point 1 above) 


 


Checking patient’s own accountable medications using a patient’s own tamper-evident bag 


Patient’s own accountable medications that are in a sealed Patient’s Own tamper-evident bag do not need 
to be removed from the bag for routine balance checks. 


When performing a balance check on the contents of the ward safe, these bags should be checked as 
follows: 


1. Confirm the tamper-evident seal on the bag(s) is intact 


2. Confirm the patient’s own tamper-evident bag has not been cut or punctured in any way 


3. Confirm the number (quantity) of bags against the record in the patient care area register 


4. Write the unique bag number(s) (from underneath the barcode) from the bag(s) into the 
prescriber column for the check 


5. Confirm the unique bag number(s) are the same as previously recorded in the patient care area 
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register 


An example of checking documentation for sealed Patient’s Own bags is shown below: 


 


 


 


If a patient’s own tamper-evident bag needs to be opened during the patient’s hospital stay: 


Occasionally a patient’s own tamper-evident bag may need to be opened during the patient’s hospital stay, 
for example to use one of the patient’s own medications. 


In this case, the bag needs to be opened (as if it were to be returned to the patient), the item(s) required 
transferred to a separate page (so that they can be used) and the remaining items sealed in a new bag 
and continue to be accounted for on the same page. The patient’s own accountable medication which is ‘in 
use’ should not be returned to a sealed bag until such time as it is no longer required to be used for that 
patient.  


 


See separate sections regarding how to open the current bag and how to seal a new bag. An example of a 
patient care area register entry is shown below: 


 
 


  
 


Returning patient’s own accountable medications to the patient or their carer (including on 
discharge) 


Where possible the patient’s own accountable medicines should be given to a carer or relative to take 
home as soon as possible during the hospital stay. Two clinicians must be involved in this entire 
process. 


When a patient is being discharged, two clinicians should return the accountable medications to them, 
unless the patient has no further need for them and agrees to them being destroyed, which will be attended 
by pharmacy.   


If not in a sealed tamper-evident bag, two clinicians must remove the medications from the safe, account for 
each medication individually, sign these out of the Accountable Drug register and give them to the patient 
or carer. 


If those medications have been stored in a tamper-evident bag, the procedure should be as follows: 


1. Confirm how many bags are in the safe for the patient. 
Open the safe and remove the bag(s) required 


2. Confirm the unique bag number on each bag  


3. Confirm the tamper-evident seal and that the bag is intact 


4. Open the bag at the marked point 


5. Document “Returned to «patient or carer name»”. 


Document the type and quantities of medication in the bag. 
Confirm this coincides with the record of what was placed in the bag 


6. Document the unique bag number that the medications were removed from. 
See example below: 
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7. Hand medications to the patient or their carer 


8. Document the return of patient’s own medications in the progress notes 


 


If the contents of the sealed accountable medications bag are no longer required by the 
patient (e.g., deceased patient or ceased medications) 


1. Confirm the unique bag number on each bag and that each bag remains sealed 


2. Request a pharmacist or other authorised person (e.g., Director of Nursing/Health Service 
Manager, where no Pharmacist is employed) to attend the patient care area to destroy the 
medications 


3. Continue to balance check the drugs until they are destroyed by Pharmacy (or other authorised 
persons) 


When destroying the bag contents the pharmacist (or other authorised person) should: 


1.  Open the bag at the marked point 


2.  Document the type and quantities of medication in the bag 


3.  Confirm this matches the initial record of what was placed in the bag 


4. Document the unique bag number that the medications were removed from. See example below: 
 


5. On the same page, enter each of the items from the bag separately 


6. Destroy the medications as per PCP 13 Accountable Drugs – Handling and Recording 


 


 
 
Return of a patient’s own medications at discharge 


Document the return of the patient’s own medication to them in their clinical record and, also in the dedicated 
section at the bottom of the Reminder Card if used. 


 
At the time of discharge, the nurse/midwife caring for the patient should confirm whether or not the patient 
brought medications into hospital with them (e.g., by looking for a Patient’s Own Medications Reminder 
Card in the bedside chart, or checking the patient care board). 


 If the patient did bring medications in with them and they have not already been returned, they 
should be returned and documented as such on the bottom of the form 


 It is recommended that the form is kept by the patient care area for a short period (e.g., a month) in 
case there is a query regarding whether or not medications were returned 


 
USING A PATIENT’S OWN MEDICATIONS IN THE HOSPITAL 


A patient’s own medication may be used in their treatment within the hospital (provided they are not 
unusable – see below) under the following circumstances: 


 The medication required (or its generic equivalent) is not available within the hospital, including 
cases where the patient has a specialised formulation made specifically for their use 


 The medication is time sensitive and cannot be sourced within the hospital in a timely manner (e.g., 
regular medication for Parkinson’s disease in a newly admitted patient) 
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Under what circumstances are a patient’s own medications unable to be used?  


These include: 


 Methotrexate tablets brought in by patients must not be used within the hospital
3
. 


A strict protocol is in place for oral methotrexate to minimise the risk of iatrogenic overdose with this 
drug, including the proviso that all oral methotrexate used within the hospital must be supplied from 
the Pharmacy Department 


 Drugs for the treatment of opioid dependence: 


o Single dose packs of methadone syrup (i.e., “take away” doses) 


o Buprenorphine/naloxone sublingual tablets (Subutex) 


 Medication that is labelled with another patient’s name (e.g., the patient’s spouse) 


 Medication which is not in its original packaging. This would include: 


o Medications that have been packed into a dose administration aid e.g., Webster-pak
® 


(or 
similar) or a dosette box 


EXCEPT where the medication remains in its original foil container within the pack and is 
clearly labelled with the contents, batch and expiry date (e.g., cyclosporin capsules) 


o Medications that the patient (or someone else) has re-packed into a smaller container 


However, these medications remain useful for confirming a patient’s medication history. 


 


TRANSFERRING A PATIENT’S OWN MEDICATIONS 


When a patient is transferred to another patient care area, their own medications should be transferred with 
them. However, as there are specific issues in relation to accountable medications, these require a modified 
procedure. 


When a patient is being transferred to another patient care area: 


1. The nurse caring for the patient should confirm whether or not the patient brought medications in 
with them (e.g., asking the patient or by looking for a Patient’s Own Medications Reminder Card) 


2. If the patient did bring medications in with them and they are still in the patient care area, these 
should be transferred and documented as such on the bottom of the form. 
See special procedure below for accountable medications 


3. It is recommended that the form is stored in the patient care area for a short period (e.g., a month) 
in case there is a query regarding whether or not medications were transferred 


 
Transferring a patient’s own accountable medications in a tamper-evident sealed bag  


Patient’s own accountable medications may only be transferred between patient care areas in the hospital in a 
sealed tamper-evident bag by an authorised person (registered nurse or midwife, pharmacist, medical officer). 
This should be done at the time of patient transfer. 


The sealed bag cannot be given to a person who is not an authorised person such as a wardsperson. 


Process: 


Two registered nurses/midwives (or a registered nurse/midwife and a medication endorsed EN) from the ward 
transferring the patient must:  


 Check the patient specific tamper-evident bag(s)  


 Confirm the unique bag number  


 Ensure that the tamper-evident seal and the bag are intact 


 Document the transfer of the tamper-evident bag(s) in the Drugs of Addiction Register as “Transferred 
to «new ward»”  
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The authorised person transferring the patient’s own accountable medications should: 


 Notify the accepting ward by telephone that the patient is being transferred with patient’s own 
accountable medications. 


On arrival in the new ward, the authorised person who has transferred the patient’s own accountable 
medications in the tamper-evident sealed bag, together with another registered nurse/midwife from the 
receiving ward must: 


 Check that the tamper-evident bag(s) matches the transferred patient’s name and MRN  


 Ensure that the tamper-evident seal and the bag are intact 


 Immediately sign the tamper-evident bag into the Drugs of Addiction Register in the Patient’s Own 
section  


 Lock the bag in the ward safe 


Audit processes: 


The Nurse Unit Manager and an independent manager must audit the ward Drugs of Addiction registers at 
least monthly and randomly select a quarter (or up to 10) of all patient’s own accountable drugs transfers and 
check the destination ward’s Drugs of Addiction registers to ensure the correct sealed bag has a corresponding 
entry into the Drugs of Addiction Register for that patient.   
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Appendix 1 – Patient’s Own Medications Reminder Card 
 


PATIENT’S OWN MEDICATIONS: 
REMINDER CARD 


 


 
COMPLETE DETAILS OR AFFIX PATIENT LABEL HERE 


 


Ward: Date:   


NO patient’s own medications brought in 
 





 


OR 


Medication locations (please tick or initial) In Out 


Ward “Patient’s Own” storage area 


Ward refrigerator 


Ward safe (accountable medications: S8 & S4D) 


Bedside drawer or with patient 


Medication trolley or room cupboard 


Other: _ 


   


Total number of bags/containers: 
  


 
Staff Name: _ Sign:    


Returned to patient  / Transferred to _  


Staff Name: _ Sign: Date:    


Modified from Henricks, de Clifford & Vuong (2012)
4
. 


MRN 


FAMILY NAME 


GIVEN NAME 


D.O.B. / /    
 


MALE FEMALE 
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Appendix 2 – Contents for Patient’s Own Tamper-evident Bag 
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PATIENT’S OWN S4R MEDICATION SECU 


Patient’s Receipt 
PATIENT’S LABEL 


Date:____ /____ /____ 


 
AAE0005306 


Tamworth Hospital – 
TEST, Test 


1 Test Street Testtown
DOB 10/10/1920  Fem 
Dr A Squiggle  No Ch 


PATIENT’S OWN S4D MEDICATION
SECURITY BAG 


Tamworth   


 
 
 
 
 
 
 
 


S4D 
 


 
TO REMOVE CONTENTS - CUT ALONG BOTTOM DOTTED LINE BAG_S4R 340 


 


N0116243 


9999 
ale  W7  10/10/2008


arge 


RITY BAG 


 


AAE0005306 


Appendix 3 – Example Labelling of a Patient’s Own S4D Bag 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 


 


PATIENT’S LABEL 
 
AAE0005306 


 


Tamworth Hospital – N0116243 
TEST, Test 


1 Test Street Testtown 9999 
DOB 10/10/1920  Female  W7  10/10/2008 
Dr A Squiggle  No Charge 
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Appendix 4 – Example Drug Register Entries Using Patient’s Own Tamper- Bag 
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 Appendix 5 – Patient’s Own Medication Tamper-evident Bag – User Guide 
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Appendix Seven 


 


Clinical Audit Tool  


 (National Standard 1: 1.7.2 The use of agreed clinical guidelines by the clinical workforce is monitored) 


 


Criterion 
no. 


Criterion Exceptions Definition of terms and/or 
general guidance 


Data source  Frequency Position 
Responsible 


1 Percentage of transfers which 
have been completed correctly, 
including entries in both the 
destination ward drug register 
and the sending wards drug 
register as described in “Audit 
Processes” within this PCP. 


None Standard = 100% Ward drug 
registers 


Monthly Nurse Unit 
Manager for each 
ward 


 






_1573029293.pdf
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IMPLEMENTING STANDARDISED KEY PRINCIPLES IN ALL FORMS 
OF CLINICAL HANDOVER 


PURPOSE 
The policy mandates the implementation of standard key principles for clinical 
handover, by all clinicians in the NSW Health system, regardless of a patient’s clinical 
diagnosis, location or the time of day. Compliance with the standard key principles for 
clinical handover will improve the transfer of information, accountability and 
responsibility for patient care. Compliance with this policy will improve patient outcomes 
and experience.  


MANDATORY REQUIREMENTS 
Health service implementation  
Area Health Services, Justice Health, the Ambulance Service of NSW and the 
Children’s Hospital at Westmead must develop and implement a plan for the 
implementation of standard key principles for clinical handover consistent with the 
principles as summarised in attachment 1. 
Health services should include General Practice, private health care providers and 
residential aged care facilities in implementation plans of the standard key principles for 
clinical handover. 
Health service evaluation 
Health services must monitor and evaluate local clinical handover on a regular basis 
with feed back of evaluation results provided to staff in accordance with the evaluation 
framework at attachment 2.  
Training and Orientation 
Health services must incorporate the standard key principles for clinical handover into 
the orientation programs of all new clinical staff. 
Health services must implement an education program regarding the standard key 
principles for clinical handover for all current clinical staff.  


IMPLEMENTATION 
Roles and responsibilities of the NSW Department of Health: 


• Provides advice and assistance for the implementation of this policy including 
maintaining the website and eLearning support. 


• Monitors and evaluates the health system implementation of standard key 
principles for clinical handover.  


Roles and responsibilities of Chief Executives: 
• Assign responsibility, personnel and resources to implement the standard key 


principles for clinical handover. 


• Report on the implementation and evaluation of standard key principles for 
clinical handover to the NSW Department of Health. 
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Roles and responsibilities of the health service executives responsible for clinical 
operations and governance: 


• Ensure successful implementation of the standard key principles for clinical 
handover across their services. 


• Monitor and evaluate the implementation of standard key principles for clinical 
handover across their services and feedback evaluation results to staff.  


• Ensure the standard key principles for clinical handover are incorporated into 
orientation programs for new clinical staff. 


• Educate clinical staff in the use of the standard key principles for clinical 
handover. 


Roles and responsibilities of hospital, facility, clinical stream, unit managers and 
heads of departments: 


• Locally implement the standard key principles for clinical handover. 


• Evaluate compliance with the standard key principles for clinical handover. 


• Annually monitor and evaluate local clinical handover processes in line with the 
standard key principles for clinical handover. 


Roles and responsibilities of all clinicians: 
• Ensure their work practices are consistent with the standard key principles for 


clinical handover.  
 


REVISION HISTORY 
Version  Approved by Amendment notes 
July 2009 Director-General Creation of new policy directive for the implementation of 


standard key principles for clinical handover 


 


ATTACHMENTS: 
1. Standard Key Principles for Clinical Handover: 2-page summary document. 
2. Standard Key Principles for Clinical Handover: Evaluation framework. 
 
The following materials are provided on the clinical handover website:  
• Standard Key Principles for Clinical Handover: Implementation Toolkit. 
www.archi.net.au/e-library/clinical/nsw-handover   
 
• Standard Key Principles for Clinical Handover: Implementing Change – Templates.  
www.archi.net.au/e-library/clinical/nsw-handover   
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Attachment 1: Standard Key Principles for Clinical Handover: 2-page summary 
document. 
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2.  Standard Key Principles for Clinical Handover: Evaluation framework 


Evaluation method Responsibility Why needs to 
be collected Target How 


reported 
Data sent 


to 
Frequency of 


reporting Comments 


Health System RCA and IIMS data 
review, where clinical handover 
was identified as a contributing 
factor 


NSW Department of 
Health 


- Report generated by 
Clinical Excellence 


Commission 


Case for change 
highlights high 
number of RCA 
incidents where 
patient care was 


drastically impacted 
by ineffective clinical 


handover 


First 12 months 
baseline data, 
then reduce 


Table of incident 
occurrence. 


Key recurring 
themes 


highlighted. 


Specific RCA 
events explored 


further with 
Public Health 


Organisations, 
as required 


Data reviewed 
by Acute Care 


Taskforce.  


Data sent 
back to AHS  


Quarterly 


Self reporting nature of 
data limitations. 


May experience an initial 
rise in incidents due to 


awareness. 


Submission of Area Health Service 
implementation and evaluation 
plan for the standard key principles 
of clinical handover by Area Health 
Services, Justice Health, NSW 
Ambulance and the Children’s 
Hospital at Westmead. 


Chief Executives, or 
delegate, of: 


- Area Health 
Services 
- Public Health 
Organisations 
- Justice Health 
- NSW Ambulance 
- The Children’s 
Hospital at Westmead 


To evaluate and 
monitor health agency 


implementation of 
standard key 


principles in clinical 
handover. 


30th November 
2009 


Implementation 
and evaluation 


plan 


Health 
Services 


Performance 
Improvement 


Branch 


HSPIB@doh.h
ealth.nsw.gov.


au 


Once – by 30th 
November 2009 


Listed health agencies 
must maintain 


implementation and 
evaluation plans. 


Current implementation 
and evaluation plans 
can be requested by 


NSW Health in relation 
to future review of RCA 


events. 


Area Health Service annual 
analysis of RCA and IIMS data, 
where clinical handover was 
identified as a contributing factor 


Chief Executives, or 
delegate, of: 


- Area Health 
Services 
- Public Health 
Organisations 
- Justice Health 
- NSW Ambulance 


 - The Children’s 
Hospital at Westmead 


Analysis or 
occurrence and 


causative factors 
related to incidents 
forms an important 


part of process review 
for improved patient 


safety. 


First 12 months 
baseline data 


Analysed and 
stored locally by 
Health Agency 


Data not 
required to be 


sent 
Annually 


Listed health agencies 
must maintain RCA and 
IIMS analysis reports. 


Analysis reports can be 
requested by NSW 
Health in relation to 


future review of RCA 
events. 
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The following table represents methods that are recommended for the evaluation and review of local clinical handover processes.  


Evaluation method Responsibility Why needs to 
be collected Target How 


reported 
Data sent 


to 
Frequency of 


reporting Comments 


Length, timeliness and location 
of handover – Template 6 - 
http://www.archi.net.au/e-
library/clinical/nsw-handover 
Patient participation in 
handover – Template 6 - 
http://www.archi.net.au/e-
library/clinical/nsw-handover 
Whether key principles are 
incorporated into handover – 
Template 3 - http://www.archi.net.au/e-
library/clinical/nsw-handover 
Whether local standard protocol 
items were included in handover 
– Template 6 - 
http://www.archi.net.au/e-
library/clinical/nsw-handover 
Staff experience surveys – 
Template 4 - http://www.archi.net.au/e-
library/clinical/nsw-handover 
Patient experience surveys – 
Template 5 - http://www.archi.net.au/e-
library/clinical/nsw-handover 


Recommended 
for local 


evaluation and 
process review 


Relates to 
standard key 
principles for 


clinical 
handover 


Local 
baselines for 
improvement 


Locally 
informing 
annual 


review of 
clinical 


handover 
processes 


Local 
usage 


As per local 
governance 


requirements 


These items are 
described in the 
“Annual Check 
up” at Appendix 


C of the 
Implementation 


Toolkit 
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ENGAGEMENT & OBSERVATION IN MENTAL HEALTH INPATIENT 
UNITS 


PURPOSE 


The purpose of the policy is to identify the minimum requirements for mental health 
inpatient units relating to levels of observation. The policy will guide and direct clinicians 
in relation to their responsibilities pertaining to observation. 


The aims of these requirements are to ensure that observation levels and engagement 
are adequate to assess and address the risk of harm to patients or others. 


MANDATORY REQUIREMENTS 


The policy mandates the practice of assessments by Medical Officers to provide 
direction to nursing staff regarding the level and purpose of observation required for 
individual patients. 


Nursing staff actively contribute to this assessment, and may increase the level of 
observation for a patient if required. 


If a patient’s observation level is increased by nursing staff due to clinical deterioration 
or concern, this must be escalated and result in a medical review as soon as possible. 


The policy requires ongoing multidisciplinary reviews of observation and engagement 
levels for individual patients to ensure they are responsive to the needs of the 
consumer.  


The outcomes of patient observation and engagements must be contemporaneously 
documented to inform the continuing and regular review of the observation level. 


Observation levels must take into account other risk mitigation factors of the mental 
health inpatient unit such as ward programs, allied health programs and the clinical 
environment. 


Local procedures must include an evaluation process that mandates audits of 
observation and engagement practice. These audits will include random inpatient unit 
visits.  


Reports on the outcomes of these audits should be reported to the mental health 
director. 


IMPLEMENTATION 


Chief Executives ensure that mental health directors are aware of the policy directive 
and have a timeframe for full implementation. 


Mental health directors review local procedures and practices to determine alignment 
with this policy and if differences are found, local procedures are updated or developed 
that clearly outline mandated responsibilities for medical and nursing staff in accordance 
with this statewide policy. 


Mental health directors ensure that an evaluation process is adhered to to ensure 
compliance to this policy. 
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Mental health directors ensure that all staff are aware of this policy and procedures 
which must include random inpatient unit visits and documentation audits. 


 


REVISION HISTORY 


Version  Approved by Amendment notes 


July 2017 
(PD2017_025) 


Deputy Secretary, 
People, Culture 
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Initial document 
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1 BACKGROUND 


1.1 About this document 


This policy identifies the minimum standards of observation and engagement to 
consumers within mental health inpatient units. 


This policy replaces previous guidance on mental health nursing observations within the 
Suicide Risk Assessment and Management Protocols – Mental Health Inpatient Unit 
(NSW Department of Health, 2004). 


The policy ensures that engagement and observation levels continue to assess and 
manage the risk or concern of harm to a consumer or others.  


The policy enables a shared definition and understanding across NSW to improve 
consumer safety and focus upon consumer centred care. 


Local procedures should be developed that align with the procedures, definitions and 
documentation requirements outlined within this policy. 


The policy is relevant to all mental health clinicians involved in the engagement, 
observation, assessment and review of consumer’s within NSW mental health inpatient 
units. 


 


1.2 Key definitions 


Observation 


Observation through engagement is the purposeful gathering of information from 
consumers to inform clinical decision making. It is the formal and objective assessment of 
a person’s condition – physical, mental, social. Observation is not passive nor does it 
predominantly include watching consumers from a distance. Undertaking observations 
requires nurses to be person centred and engage therapeutically with inpatients. 


Observations through engagement are for safety, protection from harm and maintenance 
of wellbeing. It provides an opportunity to develop rapport and contribute to ongoing 
assessment and recovery. 


The purpose of observation is to provide optimum care, to escalate and manage 
deterioration in a timely way and to ensure safety of the environment in which the care is 
being provided.  


Observation is indelibly linked with clinical assessment. Observation informs ongoing 
decisions about care and must be a continuous feature of the care of people in mental 
health inpatient units.  


The principles of observation in mental health inpatient care include engaging with 
people during purposeful observation which actively contributes to comprehensive care. 
There are several principles that underlie the practice of observation: 
 


 Observation is multifaceted 


 Observation and assessment are interrelated 
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 Observation is grounded in therapeutic engagement with the person 


 Appreciation of how inpatient environments influence behaviour 


 Observations are communicated between colleagues 


 There is a clear process of documentation that is timely and descriptive. 
 


Ongoing engagement with the consumer, family and carers support shared decision 
making around continued observation and care planning  


Nursing Observation through engagement in psychiatric inpatient care, Victoria 
Department of Health, 2013. 


The following definitions of observation levels are designed to provide a common 
language and state wide understanding of the differing levels and requirements for the 
management of each observation level. 


 


Level 1: Constant Observation  


Arm’s length: The most restrictive form of observation to mitigate the highest risk or 
concern for a consumer. At all times a nurse must be within one metre of the consumer; 
or  


Visual: A highly restrictive form of observation to mitigate a consumer assessed at high 
risk of harm. At all times, the consumer must remain under the visual observation of a 
nurse.  


 


Level 2: Observation every 15 minutes – this level of observation is significantly 
restrictive to mitigate risks for consumers who are assessed as being at a high level of 
concern. Nurses must regularly engage and randomly observe consumer’s on this level 
at least every 15 minutes (at a minimum).  


 


Level 3: Observation every 30 minutes 


This level of observation should include random and regular checks of a consumer’s 
location and activity within the unit at least every 30 minutes (at a minimum). 


 


Level 4: Observation every hour  


This level of observation should include random and regular checks of a consumer’s 
location and activity within the unit at least every 60 minutes (at a minimum). 


 


Level 5: Observation every two hours 


This level of observation should include random and regular checks of the location and 
activity of the consumer every two hours (at a minimum). 
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1.3 Policy context 


This policy aligns with Standard 2 of the National Standards for Mental Health Services, 
2010. 


This policy supports the implementation of Standard 2: Safety which promotes the 
optimal safety and wellbeing of consumers in all mental health settings.  


This Policy identifies the requirements of staff to regularly review the level of risk or 
concern related to a consumer and their level of observation. This policy does not relate 
to the Physical health care of consumers and/or physical observations required. 
Directives and Guidance for the Physical Health care of mental health consumers may be 
found in the Physical Healthcare within Mental Health Services Policy (PD2009_027).  


This policy is supported by the Transfer of Care from Mental Health Inpatients Policy 
(PD2016_056); Aggression, Seclusion and Restraint in Mental Health Facilities Policy 
(PD2012_035) and Clinical Care of People who may be Suicidal Policy (PD2016_007). 


Responsibilities and minimum requirements relating to observation of consumers during 
episodes of restraint and seclusion are attended to within the Policy Directive Aggression 
Seclusion and Restraint in Mental Health Facilities in NSW (PD2012_035). 


 


2 OBSERVATION AND ENGAGEMENT 


2.1 Observation includes engagement with the consumer as well as visual observation. 
 


2.1.1 Consumer observation must be purposeful and include person centred 
engagement. 
 
2.1.2 Levels of observation must be allocated according to an individual’s 
assessments and needs and not at set levels for a whole unit or a point of care 
(e.g. at admission). 
 
2.1.3 Staff allocating and maintaining observations should explain to the consumer 
their level of observation and the requirements relating to this level of observation 
to ensure engagement and participation of the consumer in their health care. 


 
2.2 A consumer’s assessment, management and care plan need to reflect the 
multidisciplinary teams planning and inform the level of observation and engagement 
required for individual consumers. 
 
Nurses must record the observation and engagement in the medical record. This 
documentation must include: 
 


 the level of observation 


 the observation and engagement undertaken 


 assessment of the consumer’s mental state 
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Consumer’s identified as being at higher levels of concern or changeability require more 
frequent observation, engagement and assessment.  
 
2.3 Clinical handovers between multidisciplinary teams must include assessments of 
observation and engagement levels. 
 
2.4 Nursing clinical handover for each consumer must include the level of observation 
and the engagement and assessments undertaken to ensure a safe transfer of care and 
clear understanding of the plan for the receiving nurses.  
 
2.5 The Nursing Unit Manager (or delegate), along with the medical director (or delegate) 
are responsible for determining if the levels of observation set for all consumer’s in that 
unit are appropriate, and are reviewed. 
 


2.6 Where there are insufficient nursing resources to undertake observation and 
engagement, the Nursing Unit Manager (or delegate) will escalate to the responsible 
Nurse Manager. Where avenues for staffing are exhausted a collaborative decision by 
the Nursing Unit Manager (or delegate) and local nursing administration will direct 
distribution of current resources while other arrangements are made. 


 


3 NURSING SPECIFIC RESPONSIBILITIES 


3.1 The Nursing Unit Manager or delegate is responsible for ensuring that all nursing 
staff are aware and able to fulfil their responsibilities for completing the agreed 
observation of all inpatients within the unit. This includes the prioritisation of observations 
within the unit and ensuring nurses are allocated and where required (e.g. Observation 
level 1, fatigue management, etc.) share the observation responsibilities.  
 
3.2 The Nursing Unit Manager or delegate must randomly review throughout a shift that 
observation levels are being undertaken and documented as prescribed. 
 
3.3 Nurses may at any time increase the level of observation for an individual consumer 
based on assessment or concern. 
 
3.4 This increase must be escalated to the responsible medical officer and/or through 
nursing management and result in a medical review as soon as practicable in line with 
local clinical deterioration procedures. 
 
3.5 Documentation of observations are to be recorded on locally developed forms that 
align with the requirements of this policy. Each Level of Observation (i.e. 1, 2, 3, 4 and 5) 
will require a separate form. These forms must form part of the consumer’s medical 
record when completed.  
 
3.6 Engagement and assessment must be recorded contemporaneously in the medical 
record in line with the documentation requirements listed within this policy. 
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3.7 Tick box observation forms must not be used because they do not adequately 
document the consumer’s level of risk or record the observation.  
 
3.8 The Observation form must allow the nurse to document the actual time the 
observation took place and clearly identify the nurse completing the observation. 
 
3.9 Minimum observations documented on the observation form must include the 
consumer’s location and activity at the time of being seen. 
 
3.10 The medical record will reflect the engagement with the consumer and the resulting 
assessment.  
 
3.11 The documentation of each engagement and assessment must be inclusive of the 
consumers’ mental state, current risks and concerns (both subjective and objective), 
interactions with staff and other persons, and be reflective of the targeted rationale for 
observation. 
 
3.12 Observations must be conducted regularly according to the assessment of the level 
of risk or concern. It is recommended that staff occasionally undertake additional rounds 
between the prescribed times so that consumers cannot discern a pattern/set routine. 
The risk of set routines in observation is that a consumer may harm themselves, or 
others, between regular and predictable observation times. 
 
3.13 Where an observation has been missed, the reason must be documented on the 
consumers observation form by the responsible nurse. 
 
3.14 The observation level, engagement and resulting assessments of each consumer 
must form part of each clinical handover. 
 


4 MEDICAL OFFICER RESPONSIBILITIES 


4.1 Assessments must be conducted and documented by medical officers to determine 
the level of observation required for individual consumers. Decisions should be made 
with the multidisciplinary team, consumer and where possible the family and or carers to 
ensure collective input and decision making.  
 
4.2 Active feedback to the consumer, family and carers regarding observation levels and 
assessment ensures ongoing and collective engagement of all parties within care 
planning.  
 
4.3 The level of observation, its rationale and reviews of the level of observation must be 
clearly documented by the responsible medical officer within the medical record so 
clinicians may easily identify the level of observation and the ongoing targeted nursing 
assessments required as part of this observation level. 
 
4.4 Only medical officers may reduce an observation level, this should occur in 
consultation with the multidisciplinary team. 
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4.5 Once an observation level is allocated or changed, the management and care plans 
must indicate the level of observation and direction to nursing staff. This direction should 
include what should be targeted in ongoing engagement and assessment. 
 
4.6 All decisions regarding the allocation or changes to observation levels must be 
documented within the medical record by the responsible medical officer.  
 
4.7 Observation levels will take into account other risk mitigation factors of the local 
environment such as ward programs, physical environment, allied health or peer 
programs etc. 
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5 LEVELS OF OBSERVATION 


Level Description of level of supervision Documentation requirements Review 


Level 1 - 


Constant 
Observations 
(Arms 
Length) 


At all times a nurse must be within one 
metre of the consumer.  


Assessment of the safety of the 
consumer and nursing staff must be 
taken into account when allocating this 
level of observation.  


The observation of a consumer on this 
level should where possible be inclusive 
of gender and culturally appropriate 
allocation of nursing staff. 


This level of observation requires a 
skilled and knowledgeable nurse as the 
indication and outcome of this level of 
observation is constant assessment. 


A consumer on this level of observation 
should not be allocated leave from the 
unit unless the purpose of leaving the 
unit is to attend to medical 
care/treatment. 


Contemporaneous documentation must be 
undertaken by nursing staff within the medical 
record. 


This level of observation is supported through four 
contemporaneous documented assessments per 
shift through the outcome of active engagement 
by nursing staff. 


The assessment must be targeted to reflect the 
management/care plan directed and documented 
by the medical officer/multidisciplinary team with a 
purpose to inform ongoing review of the 
observation level. 


During all periods where a consumer is asleep, 
the nursing staff must be able to view the 
consumer’s respiratory rate, activity during 
sleep/night hours (e.g. awake, asleep, laying on 
side, snoring etc.) and this be contemporaneously 
documented within the medical record. 


At least daily by the 
responsible medical officer 
in collaboration with the 
Nursing Unit Manager or 
delegate. 


Level 1 - 


Constant 
Observations 
(Visual) 


At all times the consumer must be within 
the line of sight of the nurse responsible 
for undertaking the observation.  


This level of observation requires a 
skilled and knowledgeable nurse as the 
indication and outcome of this level of 


Contemporaneous documentation must be 
undertaken by nursing staff within the medical 
record. 


This level of observation is supported through four 
contemporaneous documented assessments per 
shift through the outcome of active engagement 


At least daily by the 
responsible medical officer 
in collaboration with the 
Nursing Unit Manager or 
delegate. 
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observation is constant assessment. 


The observation of consumers on this 
level should where possible be inclusive 
of gender and culturally appropriate 
allocation of nursing staff. 


Consumers on this level of observation 
should not be allocated leave from the 
unit unless the purpose of leaving the 
unit is to attend to medical 
care/treatment. 


by nursing staff. 


The assessment must be targeted to reflect the 
management/care plan directed and documented 
by the medical officer/ multidisciplinary team with 
a purpose to inform ongoing review of the 
observation level. 


During all periods where a consumer is asleep, 
the nursing staff must be able to view the patient’s 
respiratory rate, activity during sleep/night hours 
(e.g. awake, asleep, laying on side, snoring etc.) 
and this be contemporaneously documented 
within the medical record. 


Level 2 - 15 
Minute 
Observations 


This level of observation should only be 
used infrequently due to:  


 the challenge it poses to regular 
engagement. 


 the pattern of this observation 
becoming easily identifiable by 
consumer’s who may use the 
time between observation 
opportunistically and impulsively. 


Therefore, this level may be used as a 
step down from Level 1 observations or a 
step up from Level 3. 


Should escalation from Level 3 to Level 2 
be instigated by nursing staff, discussion 
with the Nursing Unit Manager (or 
delegate) and medical officer should 
occur immediately to assess whether an 


Contemporaneous documentation must be 
undertaken by nursing staff within the medical 
record. 


This level of observation is supported through four 
contemporaneous documented assessments per 
shift through the outcome of active engagement 
by nursing staff. 


The assessment must be targeted to reflect the 
management/care plan directed and documented 
by the medical officer/ multidisciplinary team with 
a purpose to inform ongoing review of the 
observation level. 


During all periods where a consumer is asleep, 
the nursing staff must be able to view the patient’s 
respiratory rate, activity during sleep/night hours 
(e.g. awake, asleep, laying on side, snoring etc.) 
and this be contemporaneously documented 


At least daily by the 
responsible medical officer 
in collaboration with the 
Nursing Unit Manager or 
delegate. 
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observation Level 1 is required to 
mitigate the identified risk or concerns.  


This level of observation should include 
random and regular checks of a 
consumer’s location and activity within 
the unit at least every 15 minutes. 


The nursing staff should check the 
location and action of the person 
preceding and following the point of 
nursing handover. 


Consumers on this level of observation 
should not be allocated leave from the 
unit unless the purpose of leaving the 
unit is to attend to medical 
care/treatment. 


Consumers on this level of observation 
should be actively engaged in the unit 
program and as a result, regularly seen 
and engaged with throughout each shift 
by multiple clinicians. 


within the medical record. 


Level 3 - 30 
Minute 
Observations 


This level of observation should include 
random and regular checks by nursing 
staff of a consumer’s location and activity 
within the unit at least every 30 minutes. 


The nursing staff should check the 
location and action of the person 
preceding and following the point of 
nursing handover. 


Periods of inpatient leave are to be inline 


Contemporaneous documentation must be 
undertaken by nursing staff within the medical 
record. 


This level of observation is supported through two 
contemporaneous documented assessments per 
shift through the outcome of active engagement 
by nursing staff. 


The assessment must be targeted to reflect the 
management/care plan directed and documented 


At least weekly, led by the 
responsible medical officer 
in collaboration with the 
Nursing Unit Manager or 
delegate. 
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and compliant to directives within the 
appropriate NSW Policy Directive.  


Consumers on this level of observation 
should be actively engaged in the unit 
program and as a result, regularly seen 
and engaged with throughout each shift 
by multiple clinicians. 


 


by the medical officer/ multidisciplinary team with 
a purpose to inform ongoing review of the 
observation level. 


During all periods where a consumer is asleep, 
the nursing staff must be able to view the patient’s 
respiratory rate, activity during sleep/night hours 
(e.g. awake, asleep, laying on side, snoring etc.) 
and this be contemporaneously documented 
within the medical record. 


Level 4 - 
Hourly 
Observations 


This level of observation should include 
random and regular checks by nursing 
staff of a consumer’s location and action 
within the unit at least every 60 minutes. 


The nursing staff should check the 
location and action of the person 
preceding and following the point of 
nursing handover. 


Periods of inpatient leave are to be inline 
and compliant to directives within the 
appropriate NSW Policy Directive  


Consumers on this level of observation 
should be actively engaged in the unit 
program and as a result, regularly seen 
and engaged with throughout each shift 
by multiple clinicians. 


 


Contemporaneous documentation must be 
undertaken by nursing staff within the medical 
record. 


This level of observation is supported through a 
contemporaneous documented assessment per 
shift through the outcome of active engagement 
by nursing staff. 


The assessment must be targeted to reflect the 
management/care plan directed and documented 
by the medical officer/ multidisciplinary team with 
a purpose to inform ongoing review of the 
observation level. 


During all periods where a consumer is asleep, 
the nursing staff must be able to view the patient’s 
respiratory rate, activity during sleep/night hours 
(e.g. awake, asleep, laying on side, snoring etc.) 
and this be contemporaneously documented 
within the medical record. 


At least weekly, led by the 
responsible medical officer 
in collaboration with the 
Nursing Unit Manager or 
delegate. 


Level 5 - 
Two Hourly 


Consumers on this level of observation 
are considered by the treating team to be 


Contemporaneous documentation must be 
undertaken by nursing staff within the medical 


At least weekly, led by the 
responsible medical officer 
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Observations 


 


at minimal risk. 


Consumers on this level of observation 
should be actively engaged in the unit 
program and as a result, regularly seen 
and engaged with throughout each shift 
by multiple clinicians. 


The nursing staff should check the 
location and action of the person 
preceding and following the point of 
nursing handover and at least every two 
hours. 


Periods of inpatient leave are to be inline 
and compliant to directives within the 
appropriate NSW Policy Directive) 


record. 


This level of observation is supported through a 
contemporaneous documented assessment per 
shift through the outcome of active engagement 
by nursing staff. 


The assessment must be targeted to reflect the 
management/care plan directed and documented 
by the medical officer/ multidisciplinary team with 
a purpose to inform ongoing review of the 
observation level. 


During all periods where a consumer is asleep, 
the nursing staff must be able to view the patient’s 
respiratory rate, activity during sleep/night hours 
(e.g. awake, asleep, laying on side, snoring etc.) 
and this be contemporaneously documented 
within the medical record. 


in collaboration with the 
Nursing Unit Manager or 
delegate. 
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6 SERVICE / DISTRICT LEVEL POLICES AND REVIEWS OF 
EFFECTIVENESS 


6.1 Local procedures are to be developed which include the directions within this policy. 
 
6.2 The local procedure should clearly outline the importance and purpose of overnight 
nursing observations and balance the consumer’s need for sleep hygiene with safety. 
 
6.3 The local procedure must outline the minimum standard of documentation relating to 
night time observations in relation to description and respiration as identified within this 
policy. 
 
6.4 Services must ensure that observations are undertaken effectively. 
 
6.5 Random inpatient unit visits and documentation audits should be conducted to 
ensure that observations and regular engagement are being undertaken effectively. The 
results of these audits will form an ongoing component to the monitoring and evaluation 
of this Policy Directive. Services must build the capacity of their workforce to ensure that 
observations are: 


a.  Grounded in therapeutic engagement that is facilitated through empathy and 
understanding of a persons lived experience 
 
b.  Conducted in a way that fosters a therapeutic relationship between nurses and 
the people for whom they provide care. 


 


7 LIST OF ATTACHMENTS 


Attachment 1: Implementation Plan – Engagement and Observation within Mental Health 
Inpatient Units 
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Introduction 


NSW Health is committed to providing safe and effective care to consumers within mental health 


inpatient units. To support this, the Policy Directive Engagement and Observation in Mental Health 


Inpatient Units has been developed to provide a consistent language and expectation surrounding the 


ongoing assessment of mental health consumers in mental health inpatient units. The Policy Directive 


guides the application of observation levels reflective of the changing needs of individual consumers 


which is supported through timely review and contemporaneous documentation.   


To ensure a consistent application of the NSW Health Policy Directive Engagement and Observation in 


Mental Health Inpatient Units, the Ministry of Health has developed an implementation plan (The Plan). 


The Plan is to provide Districts and Networks, with mental health inpatient units, guidance relating to 


the enactment of this policy and processes to provide timely evidence that the mandates within this 


Policy Directive have been accommodated into practices of mental health units across NSW Health.  


Potential barriers identified that may impede the successful implementation of the policy include: 


 Lack of awareness of the new policy by responsible managers and clinicians 


 Lack of buy in by managers and clinicians 


 Reliance on clinicians to take the lead with implementation 


 Long standing culture of observation within mental health units being a primarily “visual 


checking” of a consumers location 


 Not supporting a change from existing language and expectations surrounding local procedures 


for observation within mental health inpatient units to the new Policy Directive 


The Plan sets out a number of actions to support the successful implementation of the policy 


throughout NSW Health. 


The Plan will assist in delivering: 


 Local engagement and ownership 


 Communication to all clinical staff to develop a shared understanding of its purpose 


 Assurance of local procedure development  


 A feedback process to provide local evidence of implementation 


 A feedback process to evaluate and review the Policy Directive 
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Strategies to deliver the objectives of the Policy Directive 


 Actions Target Group Outcome Who When 


Accessibility Policy published through the 
policy distribution system. 


All mental 
health 
inpatient 
clinicians 


Policy is 
accessible via the 
NSW Health 
website 


Ministry of 
Health 


July 2017 


Commitment Letter to Mental Health 
Directors and Local Health 
District Directors of Nursing 
& Midwifery from the Chief 
Nursing & Midwifery Officer 
and Director of the Mental 
Health Branch introducing 
the policy and confirming 
NSW Health’s commitment 
to safe and effective 
healthcare within mental 
health inpatient units 


Mental Health 
Directors 
 
Local Health 
District 
Directors of 
Nursing & 
Midwifery 


Stated leadership 
commitment 


Ministry of 
Health 


July 2017 


Communication Information relating to the 
release of the policy and 
local implementation 
strategy via a number of 
differing communication 
options  


Mental Health 
Managers, 
and Clinicians 


All responsible 
staff are 
introduced to the 
policy and the 
local 
implementation 
plan 


Health 
Organisations 


July 2017 


Local 
engagement & 


ownership 


Local Health 
Districts/Speciality Networks 
to nominate an individual 
responsible for 
implementing the policy 
within the organisation 


Health 
Organisations 


Targeted 
implementation 
plans and 
ownership. 
Identification of a 
single point of 
contact between 
the Ministry and 
LHD/SN 


Health 
Organisations 


July 2017 


Monitoring State Wide Audit process of 
the Policy Implementation 
and outcomes  


Health 
Organisations 


Process to 
identify 
implementation 
status and 
evidence of local 
procedural 
documents. 


Ministry of 
Health 


Quarterly 
submission to 
Nursing & 
Midwifery 
Office 


 Local Implementation  Health 
Organisations 


Process to 
identify local 
implementation 
status 


Health 
Organisations 


Monthly until 
complete 
implementation 
of Policy 
Directive 


Evaluation & 
Review 


Use of Audit results and final 
report of the Chief 
Psychiatrist Review of 
Seclusion, restraint and 
Observation of patients with 
a mental illness in NSW 
Health facilities 


Health 
organisations 


Evidence based 
improvement to 
the policy 


Ministry of 
Health 


Ongoing 
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		Clinical Handover Principles – Mental Health Nursing – Inpatient Units



		Leader Instruction

· Each handover must have an allocated leader.

· The primary role of the leader is to keep the focus on the purpose of the handover using the content below as a guide.

· The leader should ensure that the environment is conducive to an effective handover i.e. private and free of distractions, and that the relevant resources are in place e.g. medical records, summary sheets, electronic journey boards etc. 



		Structure: ISBAR

		Content item (Minimum)



		Introduction

Situation

		· Introduction

· Patient name and relevant identification details

		Common to all forms of nursing handover (e.g. age, sex, room number, physical description (if required).



		Background 

		· Clinical Status

		Inclusive of relevant clinical history, current diagnosis, presenting circumstances, legal status.



		

		· Summary of key nursing interventions

		Includes completed and recommended nursing interventions (e.g actions related to Care Plan, PRN medications).



		Assessment

		· Observation level and management strategies

		Reference, rationale and outcomes of current level of engagement and observation. Identification of risks/concerns and management of same.



		

		· Engagement and interactions

		Outcomes of engagement and assessment (subjective and objective). Interactions with clinical staff and others.



		

		· Consumer and carer requests

		Activities/programs, visits, follow up of actions/results.



		

		· Changes to treatment/care plan

		E.g. changes to medication, changes to engagement & observation levels, amendments to discharge planning.



		Recommendations

		· Care instructions 

		Engagement & Observation Level.

Leave status.

Actions for follow up for upcoming shift/s.







[bookmark: _GoBack]*The items above provide guidance to the minimum content required for an inpatient nursing to nursing clinical handover. Items may not be removed but certain content items may be added to reflect different clinical settings (e.g. Psychiatric Intensive Care Units, Child and Adolescent Units etc.).  
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