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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES 2018
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report (*denotes Aboriginal Australian)
	AMONE M
	MARA A
	

	BARTHOLEMEUSZ L
	MARTIN Q
	

	‘BLNG’ and ‘DG’
	MCDONALD M
	

	BURTON-HO, A
	McGROREY SMITH J
	

	CAMPBELL A
	PEDEN T
	

	CHIANG J
	PEGUM  M
	

	CREE S
	PERRIN M
	

	EBERLE
	RANA M
	

	FENIKA JUNIOR TAUTULIU FENIKA
	RICHARDSON G
	

	FIFI H
	RR
	

	FW
	RUSSELL G
	

	GALEA D A
	SHORTLAND STK
	

	HENDERSON I
	SINGH
	

	HOANG P T
	SLAGER B
	

	HODGE S
	SPRINGWOOD/ MOUNT VICTORIA FIRES
	

	HOWARD D
	STANDEN M
	

	JEFFREY CP
	TEELOW S
	

	JIBBA M
	THREE DEATHS IN THE NORTHERN BEACHES LGA
	

	JT (a child)
	TOPIC C
	

	KIRNAWI S
	TRAN BUI SW
	

	KS
	W
	

	KHAWAJI K
	WOODCROFT P
	

	LAU P
	YOUNG CJD
	

	MA
	WRIGHT, J
	

	MC
	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Manusiu AMONE 


	Deputy State Coroner  Lee 

12- 15 March 2018

22 June 2018
	I find that Manusiu Amone died on 25 November 2014 at Fairfield Hospital Prairiewood NSW 2176.  The cause of death was ischaemic hypoxic encephalopathy secondary to factors associated with the sudden onset of gasping respirations with difficulty in ventilating. Maniusu died from natural causes. 
	NSW Minister for Health 
	1. I recommend that consideration be given to the introduction of a policy applicable to NSW Health Pathology requiring that the postmortem examination of all reportable neonatal deaths be performed jointly by a forensic pathologist and a perinatal and paediatric anatomical pathologist in a forensic facility. 

2. In the event that Recommendation 1 is unable to be implemented due to reasonable workforce, and other, limitations, I recommend that consideration be given to the introduction of a policy applicable to NSW Health Pathology requiring that the postmortem examination of all reportable, non-suspicious, non-traumatic neonatal deaths occurring in NSW hospitals be performed by a perinatal and paediatric pathologist. I further recommend that, depending on the geographic location where the death occurred, that the postmortem examination be performed at The Children’s Hospital at Westmead, Sydney Children’s Hospital at Randwick, or John Hunter Children’s Hospital. 

3. In the event that Recommendation 1 is unable to be implemented due to reasonable workforce limitations, I recommend that consideration be given to the introduction of an annual training program, applicable to NSW Health Pathology, for Department of Forensic Medicine forensic pathologists in relation to the identification and potential significance of squames when performing neonatal postmortem examinations. 

4. In the event that Recommendation 1 is unable to be implemented due to reasonable workforce limitations, I recommend that consideration be given to the development and implementation of structured guidelines, applicable to NSW Health Pathology, to facilitate consultation between forensic pathologists from the Department of Forensic Medicine and perinatal and paediatric pathologists from paediatric pathology units at The Children’s Hospital at Westmead, Sydney Children’s Hospital at Randwick, or John Hunter Children’s Hospital regarding postmortem examination of all reportable neonatal deaths. I further recommend that such guidelines should provide for any such consultation to be appropriately documented, and for any resulting autopsy report to be jointly authored by the case forensic pathologist and consulting perinatal and paediatric pathologist. 


	Awaited 

	
	
	
	
	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Leonard BARTHOLEMEUSZ


	Deputy State Coroner  

Lee 

25 – 27 June 2018

13 July 2018

At Glebe 
	I find that Leonard Bartholomeusz died on 6 May 2013 at Prince of Wales Hospital, Randwick NSW 2031. Mr Bartholomeusz died from consequences of myocardial infarction with coronary artery atherosclerotic disease being an antecedent cause. Mr Bartholomeusz died in circumstances where he had suffered traumatic injuries following a fall, and where an ECG demonstrated that he had suffered a ST elevation myocardial infarction, on 30 April 2013.

	The General Manager, Prince of Wales Hospital 
	recommend that consideration be given to incorporating the contents of the 25 June 2018 memorandum from the Directors of Clinical Services and Nursing relating to proper processes for the performance of, filing of, and attendance on, an ECG into a policy directive, protocol, or guideline to provide for a greater degree of reliability, visibility and training in clinical practice. 


	By letter dated 25 February 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows: 
‘NSW Health advises that it is supportive of the recommendation, with SESLHD having completed an action to support the implementation of a clinical guideline to provide a greater

degree of reliability, visibility and training in clinical practice in the recording and review of ECGs.

Prince of Wales Hospital has developed and implemented a Clinical Business Rule (12 Lead ECG — Recording and Review) for the recording and review of 12 Lead ECG. The purpose of

this clinical business rule is to outline the correct procedure for recording a 12 Lead ECG to ensure that all ECGs are recorded and are made available to all members of the health care

team. This will also ensure that all ECGs are appropriately reviewed by medical officers responsible for the patient's care. As part of compliance and evaluation, SESLHD utilises web

based audit hosting platform 'Quality Audit Reporting System', and the Incident Information Management System (IIMS) to monitor incidents relation to unreviewed ECGs.

I trust that this response confirms NSW Health's commitment to a process of continuous improvement and delivering the best possible care to patients, and safety and quality in the

health system.’

	
	
	
	
	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘BLNG’ and ‘DG’


	Deputy State Coroner 

Grahame 

12-16 February

24 April 2018

8 June 2018 

At Glebe 
	That ’BLNG’ died between
11 AM AND 2.30pm on 10 April 2014 at her home in Sydney.  The cause of BLNG’s death is Sudden Unexpected Death in Infancy but otherwise undetermined. BLNG died in her cot. Her death was sudden and unexpected. Her sleeping environment contained known risk factors.

That ‘DG’ died between 3 am and 7.30 am on 30 June 2015 

at her home in Sydney. The cause of DG’s death is Sudden Unexpected Death in Infancy but otherwise undetermined. DG died in her bassinet. Her death was sudden and unexpected. 


	The Minister for Family and Community Services 

and the Secretary of the Department  of Family and Community Service (FACS)
	1. That FACS undertake a review of the types of Risk of Significant Harm (ROSH) reports currently being allocated, referred to services, or ‘closed for competing priorities’ at triage (including during weekly allocation meetings (WAMS)) so that the FACS Executive team, comprising senior officers at monthly executive meetings in districts) can better monitor, consider and review resource allocation and address the need for any procedural changes. 

2. That FACS require all Managers Client Services to use the Resource Management Dashboard to monitor and report to the Director, Community Services (using existing monthly executive meetings) on:

a) Children reported at ROSH who have an open plan at a CSC, with no triage activity and an allocation decision pending for over 28 days; and 

b) Children reported at ROSH where the report was closed after 28 days.

3. That the FACS Quarterly Business Review between the Deputy Secretary Northern Cluster and Deputy Secretary Southern and Western Cluster, which examines the performance of each district and allows for discussion  of any business risks is to include:

a) Monitoring of adherence to and progress of the Office of the Senior Practitioner’s serious case review and practice review recommendations;

b) Monitoring of adherence to weekly group supervision requirements in line with the group supervision framework,

c) A measure capturing the volume and geographic data of reports reported at ROSH but then closed in each CSC to be implemented (both on a monthly and quarterly basis).

4. That, on every occasion that a FACS Serious Case Review Panel is convened for a child death review, it undertakes critical assessment of any applicable FACS policy and comments on any deficiencies in the drafting, implementation and compliance with such police in the Serious Case Review Report prepared in relation to that death.

5. That FACS consider urgently amending its current policies that deal with allocation of a ROSH report that has  been assessed by a triager as requiring allocation to a caseworker (herein referred to as an ‘unallocated ROSH report’) to provide as follows:

a) An unallocated ROSH report cannot be closed prior to assessment of that report at a WAM or such other meeting at which the allocation of such reports at the CSC is considered (herein collecting referred to as a ‘WAM’).
b) If an unallocated ROSH report cannot be allocated (and an increase in capacity is not expected by the next WAM) the CSC is to record this information in the Resource Management Dashboard and ensure that the Director Community Services is notified. The Director Community Services must then consider the lack of capacity at the CSC and decide whether to allocate additional resources to that CSC to enable the report to be responded to. 

c) The closure of an unallocated ROSH report may only occur:
i. After a triage assessment of the level of risk in the report;
ii. After consideration has been given to allocation at a WAM;

iii. After notification to the Director Community Services in accordance with b) above  has occurred;

iv. After consideration of an appropriate checklist of other options available (to ensure that a report is only closed as a last resort).

d) The closure of an unallocated ROSH report may not occur for ‘competing priorities’ (or equivalent concept) prior to the assessment of that report at a WAM.

	By letter received on 11 March 2020 from Mr Michael Coutts-Trotter, Secretary of Department of Communities and Justice, the Attorney General was advised of the following: 
Recommendation 1 – Supported

The Department has developed a report which includes data on ROSH reports allocated, referred or closed. The report assists district staff and executives to identify where there are issues with resourcing, policy or processes that prevent children who require a service from receiving one. This information is included in quarterly business reviews (QBRs) across all districts as well as incorporation into monthly performance dashboards provided to each districts executive team.  
Recommendation 2 – Supported

The Resource Management Dashboard (RMD) is a tool that assists DCJ (FCDS) district executive and operational managers understand both incoming and existing workloads, as well as operational targets. The RMD provides data on open ROSH cases with no triage activity and those closed after 28 days. 

RMD has been successfully rolled out to all District Executives, Directors Child and Family, Managers Client Services, Managers Casework and quality assurance teams. The use of RMD is advocated throughout DCJ as a tool which can provide information and operational insights to drive best practice and to achieve better outcomes for children and families. 
Recommendation 3 – Supported

DCJ (FCDS) QBR’s between the Deputy Secretaries, Cluster Operations and their district executives, is a structured discussion based on a range of business objectives, including: budgeting, performance across housing and child protection services, out of home care, accreditation, carer compliance, practice quality, group supervision, People Matter Employee Survey and Culture, Premier’s Priorities and any emerging themes that may be specific to an individual district. 

All serious case reviews and provided to the relevant district executive team, including the Deputy Secretary. The Office of the Senior Practitioner now includes review recommendations in QBR’s to ensure accountability by districts in providing a timely and purposeful response to the issues identified in serious case reviews. 

Data on group supervision participation has been provided to district Executives through their RMD since November 2018. This data is also included in the reports that support QBRs. 

The report developed (see recommendation 1) provides information to each district executive team about the number of ROSH reports that do and do not proceed to field assessment, allowing greater oversigh by executives into case allocation, referral and closure. 
Recommendation 4 – Supported

The terms of reference for the Serious Case Review Panel were updated on 21 June 2018 to reflect the Coroner’s recommendation. 
Recommendation 5 – Supported

In a response to the Deputy State Coroner on 24 September 2018, the then Minister for Family and Community Services advised the department would consider recommendation 5 as part of the Their Futures Matters reforms. 

In late 2019, DCJ 9FCDS) commenced a review of 17 practice mandates, including the Triage Practice Mandate. The review of the Triage Practice Mandate will take into account the recommendations made by the Coroner. 
By letter dated 27 September 2021 from Mr Michael Coutts-Trotter, Secretary of Department of Communities and Justice, the Attorney General was advised that DCJ reviewed its Triage and Assessment Practice Mandate. The new mandate is now published and
is being implemented.
The revised Triage and Assessment Practice Mandate requires:

a. Children who are the subject of a ROSH report with a less than 24 hour response recommendation are to be prioritised for a face-to-face safety assessment.

b. The Manager Client Services (MCS) must be advised if the child cannot be seen within 24 hours.

c. All unallocated ROSH reports requiring a face-to-face safety assessment are required to be considered for allocation at a weekly allocation meeting or equivalent peer review meeting, and cannot be closed prior to this.
d. An MCS must consult with two managers casework before approving the closure of any ROSH report (with a less than 24 hour response recommendation) when the child has not been seen.
e. e. The closure reason and rationale must be recorded in ChildStory.
In addition to the revised Triage and Assessment Practice Mandate, DCJ is engaged in a number of other projects aimed

at increasing the number of children seen by caseworkers and the quality of child protection assessments. These include the Child Protection Assessment Review Project (commenced in March 2021); the Greenfields Project (being piloted in Blacktown and Nowra Community Services Centres); the Collaborative Support Pathways Project (about to enter phase three); and the Helpline Advanced Screening Program (based at the Child Protection Helpline).

	FUTURE – Next response
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	Name of Deceased & File No.
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Venue & Coroner
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	Recommendations made to:
	Recommendations
	Response

	Alissa CAMPBELL
	Deputy State Coroner  

Grahame

21-25 May 2018

27 July 2018

At Glebe
	Alissa Campbell died on 14 July 2015 at 29 Judge Street, Woolloomooloo NSW. Ms Campbell died from multiple drug toxicity resulting in an accidental drug overdose. Those around her did not immediately recognise the danger she was in and for that reason medical intervention was tragically delayed. 
	NSW Minister of Health
	1. I recommend that urgent consideration is given to raising the priority for the introduction of Real Time Prescription Monitoring (RTPM) in NSW. 

2. I recommend that the Ministry plan and publish a timetable for the scheme’s commencement. 
	By letter dated 1 March 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:
“NSW Health advises that it is supportive in principle of the introduction of a national system of RTPM for the control of drugs listed in the Schedule 8 of the Poisons and Therapeutic

Goods Regulation 2008 (NSW), and we recognise that this system would further enhance the regulatory framework for prescription medication in NSW. A timetable for the implementation of a national RTPM is being progressed through an Implementation Steering

Committee established under the auspices of Australian Health Ministers' Advisory Council (AHMAC) and has representatives from the Ministry of Health and eHealth NSW.

Further to this, work has commenced in support of the recommendation which includes a strategic review of options for a system of RTPM in NSW, and the implementation of the

Electronic Reporting and Recording of Controlled Drug system (ERRCD). The ERRCD uses contemporary software to issue drug authorisations and allows NSW Health to monitor authorities by prescribers for prescriptions of certain drugs to patients. In addition it enables intervention by NSW Health in the event where a prescriber seeks authority for a patient who has been identified as having an existing authority.

NSW Health continues to progress the integration of the NSW authorisation system to a federated model through a National Data Exchange (NDE) with all Australian states and territories. Under this approach, there is commitment for the development and adaptation of existing local drug authorisation systems which will receive and broadcast prescription and dispensing events to prescribers, dispensers and all jurisdictions.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jasmine CHIANG 


	Deputy State Coroner  Lee

16 March 2-18

22 June 2018 

At Glebe 
	I find that Jasmine Chiang died on 18 April 2014 at Bankstown Lidcombe Hospital, Bankstown NSW 2200.  Jasmine died from hypoxia resulting from primary idiopathic pulmonary hypertension of the newborn which was probably secondarily complicated by pulmonary haemorrhage. Jasmine died from natural causes. 
	NSW Minister for Health 
	1. I recommend that consideration be given to the introduction of a policy applicable to NSW Health Pathology requiring that the postmortem examination of all reportable neonatal deaths be performed jointly by a forensic pathologist and a perinatal and paediatric anatomical pathologist in a forensic facility. 

2. In the event that Recommendation 1 is unable to be implemented due to reasonable workforce, and other, limitations, I recommend that consideration be given to the introduction of a policy applicable to NSW Health Pathology requiring that the postmortem examination of all reportable, non-suspicious, non-traumatic neonatal deaths occurring in NSW hospitals be performed by a perinatal and paediatric pathologist. I further recommend that, depending on the geographic location where the death occurred, that the postmortem examination be performed at The Children’s Hospital at Westmead, Sydney Children’s Hospital at Randwick, or John Hunter Children’s Hospital. 

3. In the event that Recommendation 1 is unable to be implemented due to reasonable workforce limitations, I recommend that consideration be given to the development and implementation of structured guidelines, applicable to NSW Health Pathology, to facilitate consultation between forensic pathologists from the Department of Forensic Medicine and perinatal and paediatric pathologists from paediatric pathology units at The Children’s Hospital at Westmead, Sydney Children’s Hospital at Randwick, or John Hunter Children’s Hospital regarding postmortem examination of all reportable neonatal deaths. I further recommend that such guidelines should provide for any such consultation to be appropriately documented, and for any resulting autopsy report to be jointly authored by the case forensic pathologist and consulting perinatal and paediatric pathologist. 


	Awaited 

	
	
	
	
	
	

	FUTURE – Next response
	



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Sandra CREE 


	Deputy State Coroner Lee

4-7 September 2018 

22 October 2018 

At Dubbo and Glebe 


	I find that Sandra Cree died on 17 April 2016 at Dubbo Base Hospital, Dubbo NSW. Mrs Cree died from a ruptured abdominal aortic aneurysm, with coronary artery atherosclerosis being a significant condition contributing to her death, but not relating to the condition which caused it. Mrs Cree died from natural causes. 


	To the Chief Executive, Rural and Remote Medical Service (RaRMS) 

	I recommend that consideration be given to the development of a written procedure or policy which provides for the means by which General Practitioners/Visiting Medical Officers (GPs/VMOs) are provided with the password to access the laptop provided for by RaRMS at the Lightning Ridge Multi-Purpose Service. I further recommend that consideration be given by RaRMS to the development of a similar written procedure or policy in relation to any other hospital where it provides a computer to allow GPs/VMOs to remotely access GP records. 


	Awaited 

	
	
	
	To the Chief Executive, Western New South Wales Local Heath District (WNSWLHD) 

	1) I recommend that a direction should be given to WNSWLHD clinicians, receiving emergency calls from other hospitals about possible patient transfers, that they should comprehensively document in the pre-arrival notes information provided to them by the transferring hospital, including all information as to the patient’s history and suspected diagnosis. 
2)  I recommend that a direction should be given to WNSWLHD clinicians, receiving emergency calls from other hospitals about possible patient transfers, that they should comprehensively document in the pre-arrival notes information provided to them by the transferring hospital, including all information as to the patient’s history and suspected diagnosis.

3)  I recommend that consideration be given to the issuing of a policy directive requiring receiving WNSWLHD clinicians to review a Patient Transfer Form where a critically ill patient has been received from another hospital. Where the patient has been received from the Lightning Ridge Multi-Purpose Service (LRMPS) the receiving clinician should also review the electronic notes of LRMPS. 


	

	
	
	
	To the Chief Executive, Ambulance Service of New South Wales 

	1) I recommend to the Chief Executive that the Aeromedical Control Centre should prepare a written policy requiring a State Retrieval Consultant to take a full handover from the referring clinician with care of a patient to be retrieved from a medical facility. This requirement does not prevent the State Retrieval Consultant’s supplementary discussions with other health practitioners at the facility. 
2)  I recommend that the Aeromedical Control Centre provide express written guidance to State Retrieval Consultants that they must expressly inform the senior clinician with care of a patient and the most senior retrieving practitioner of: (a) their preferred diagnosis as well as any secondary diagnosis; and (b) the appropriate facility to which to transfer a patient as soon as forming a view about that matter. 
3)  I recommend that consideration be given to revision of current Aeromedical Control Centre policy documentation, including work instructions, to clearly identify which officers bear the ultimate responsibility in relation to: (a) the clinical management of patients to be retrieved; and (b) and in the decision as to where to transfer patients to. 

4) I recommend that consideration be given to providing an express definition in any relevant Aeromedical Control Centre policy documentation, including work instructions, as to what is meant by requiring State Retrieval Consultants to provide active input in all actual or potential medical retrievals. 

5)  I recommend that comprehensive training be provided to all relevant Aeromedical Control Centre staff in relation to any current policy documentation, including the revision of any such documentation that might be made in accordance with Recommendations 3 and 4. 

6)  I recommend that consideration be given to the introduction of an express written policy requiring a Consultant to Consultant handover at the change of each shift, and that comprehensive training be provided to all State Retrieval Consultants and Clinical Coordinators in relation to such a requirement. 
6)  I recommend that consideration be given to informing the Royal Flying Doctor Service (South Eastern Section) of any applicable protocols, contained in internal NSW Ambulance documentation, relevant to the potential use of permissive hypertension in a medical retrieval setting where a patient has ruptured an aneurysm. 
7) I recommend that consideration be given to the introduction of an express written policy requiring that, in all medical retrievals, a handover be provided by the Aeromedical Control Centre to the hospital to which a patient is being transferred to. 


	

	
	
	
	To the Chief Executive, Royal Flying Doctor Service (South Eastern Section) 


	I recommend that consideration be given to the need to provide explicit written guidance to clinicians regarding the potential use of permissive hypertension in a medical retrieval setting where a patient has ruptured an aneurysm. 


	

	FUTURE – Next response
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	Name of Deceased & File No.
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Venue & Coroner
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	Kenneth EBERLE


	Deputy State Coroner Russell

At Glebe

31 May 2018 – 1 June 2018

21 September 2018 


	Kenneth Eberle died on 14 January 2016 on the Great Western Highway beside Dukes Oval at Emu Plains. The cause of death was blunt force injury to the head. That injury was the result of a tree falling on the car in which he was a passenger as it was driven along the Great Western Highway at Emu Plains. 
	Penrith City Council
	I recommend that Penrith City Council adopt, and continue to implement, an appropriate tree management plan incorporating the principal features of the Council’s Draft Street and Park Tree Management Plan, identified by its issue date of 26 March 2018, suitable amended to provide for the frequency of assessment of trees to be based on risk and for persons performing those risk assessments to be qualified to at least Australian Qualification Framework Level 5 and to hold a Tree Risk Assessment Qualification or similar. 
	Awaited. 

	
	
	
	
	
	

	FUTURE – Next response
	



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Junior TOGATUKI (aka Fenika TOGATUKI)
2015-268972

	Deputy State Coroner  

O’Sullivan

26-28 February 2018

1-2 March 2018 

17 April 2018

13 July 2018 

At Goulburn and Glebe
	That Fenika Junior Tautuliu Fenika died on 12 September 2015 at the High Risk Management Correctional Centre, Goulburn NSW.

The cause of death was massive blood loss caused by incised wounds of the left upper extremity. 

The manner of death was that Junior Fenika used a razor to cut himself and then used the intercom system in his cell at 9.17pm and 9.23 pm to alert a Corrective Services Officer that he had done this.   I am not able to determine his intentions at the time he cut himself. If Corrective Services Officers had responded appropriately to the intercom calls, it is likely that he would have received medical treatment and his death would have been prevented. 

	The Minister for Corrections, the Minister for Health and the Commissioner of CSNSW 

	1.That CSNSW and Justice Health undertake a review to determine whether the  number of beds available for the treatment of mentally ill patients is adequate for the demand for such beds by those in the NSW Correctional System and whether additional beds may be provided for those who are mentally ill and in need of various levels of mental health care. This review should include in patient, step down and low acuity beds Statewide. 
	By letter dated 25 February 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:

Recommendation 1 – Not Supported
‘The Justice Health and Forensic Mental Health Network (JH&FMHN) recognises that a review of the demand for Mental Health beds will provide further support in the improvement of the treatment and care of mental health patients in the correctional system. A proposal for the review of the number of beds available for the treatment of mentally ill patients will be presented at the CNSW and JH&FMHN Interagency meeting which will be convened on 28 February 2019. This proposal is also inclusive of a

plan to increase the proportion of specialist mental health services delivered by telehealth whilst the proposal is under consideration.

Further to this, JH&FMHN has proposed to the CSNSW Commissioner in April 2018 the development of a step-down area in a correctional centre for sentenced inmates diagnosed with a severe and enduring mental illness. This area would have a similar function to an existing area in the Metropolitan Remand and Reception Centre in Silverwater Correctional Complex, Silverwater for remand and sentenced inmates. CSNSW has confirmed their support for this recommendation in principle, with agreement had to further examine the matter once the new correctional centre beds at Parklea Correctional Centre and other locations are operational

The Commissioner of CSNSW’S response – Not supported 

The establishment of mental health beds is within the domain of the Minister for Health and the clinical management of mentally ill patients in prison is the responsibility of Justice Health. Section 109 of the Mental Health Act 2007 provides that the Secretary of Health may establish declared mental health facilities and may designate the purposes of specific classes of a mental health facility.

In establishing the category of a ‘correctional patient’ under section 41 of the Mental Health (Forensic Patients) Act 1990, there was no expectation that these individuals would be managed in correctional centres, but rather it was regarded as desirable for these patients to be managed in mental health facilities outside of correctional centres.

For this reason CSNSW does not support the making of a recommendation to the Minister of Corrections about the creation of additional mental health beds in correctional centres. 

However, it is to be noted that CSNSW and Justice Health (JH) have been working together to improve services throughout the state. The JUST Connect Team will be on boarding two Justice Health locations so they can supply services across the state.  The two locations for initial scheduling are the JH Officers at Olympic Park and Long Bay Complex Malabar. This access is to complement the existing facility where JH counsellors are using iPads to interview inmates of the HRMCC.  This expansion of the iPad program has been operating for approximately three months and assists JH with remote access to offenders in the HRMCC. 

Due to the success of the Joint Working Group to discuss the David Dungay joint recommendations, a joint Senior Level Working Group  between JH and CSNSW will be formed in relation to joint coronial recommendations.

	
	
	
	Corrective Services NSW (Knock-Up System) 


	2. That steps be undertaken to improve the audio-quality of the Knock-up System at the High Risk Management Correctional Centre (HRMCC). 
3. That the Local Operating Procedures at the HRMCC be amended to require a Corrective Service Officer, in the Control Room or elsewhere, who receives an unclear knock-up call to reverse knock-up the caller to clarify the reason for the knock-up. 
4. That a Corrective Services Officer who receives a knock up call records the call, the action taken (if any) and the officers involved. 

5. That all Corrective Services Officers at the HRMCC be provided with regular training on COPP and Local Operating Procedures including new Local Operating Procedure HRM/002. 

6. That Rovers on C and B Watch enter the HRMCC deck and open the hatch to the external door of each cell to conduct a visual check on the welfare of the inmate at least once per Watch. That additional security support for the Rovers be provided, if necessary, in order to do so. 

7. That Rovers on C and B Watch inspect the rear yards of cells at the HRMCC on their rounds and report anything unusual to the Night Senior, including the escape of blood or water from cells. 

Access to Razors 

8. That CSNSW formally consult with a Justice Health Mental Health Nurse as to whether an inmate at the HRMCC should have access to razors, other sharps or obvious ligatures where the inmate has recently engaged in or threatened self-harm or suicide, or has been supervised by a Risk Intervention Team (RIT).

Family Visits 

9. That CSNSW streamline the process for approving visits for inmates in the HRMCC. 

	Recommendation 2 – Completed 

The Local Operating Policy now makes clear that an officer in the control room must reverse the knock up call with the inmate to determine the reason for the knock up and to verify if uncertain.
An online training module for COPP is in place as of 21 May 2018 and new LOPS or changes are informed to staff at daily briefings. 

Recommendation 3 – Completed 
Local Operating Procedure (LOP) had been completed to reflect this recommendation 
Recommendation 4 – Completed 
Local Operating Procedure (LOP) has been completed to reflect the recommendation.

Recommendation 5 – Completed 
Assistant Commissioner’s Memorandum (Custodial Corrections) 2018/14 ‘On-line training package- navigating the Custodial Operations Policy and Procedure (COPP)’ dated 2 May 2018. 

The Memorandum was published on 10 May 2018. 

Recommendation 6 – Not Supported 
Recommendation 7 – Completed 

Local Operating Procedure (LOP) has been completed to reflect the recommendation.

Recommendation 8 – Completed 
CSNSW has consulted extensively with JHFMHN in relation to improving communication between agencies in relation to the use of the Health Problem Notification Form (HPNF) and in developing their policy with referral to the NSW COPP Policy and Procedures 3.7 Management of Inmates at risk of self harm or suicide.  When an inmate is removed from risk intervention protocols (RIT) a new HPNF is issued. The HRNF will stipulate such conditions as agreed by the RIT discharge plan.

COPP section 3.7.7.2 Discharge from a RIT Management plan  ‘The RIT Discharge Plan must identify for all staff involved in the future management of the inmate any specific future triggers for increased risk of suicide or self harm. The RIT discharge plan should also provide management strategies relevant to minimising the inmate’s future risk of suicide or self harm including recommendations regarding long-term cell placement options, referrals and coordinated service provisions between CSNSW and JHFMHN’. 

JHFMHN policy will clearly define what information advice or recommendations will be relayed to custodial staff for the more effective management of inmates. 
In consultation with JHFMHN in reviewing and developing policies for both agencies, the policies better clarify criteria for placement and management of an inmate in an assessment cell (i.e inmates at significant risk of self harm or suicide take precedence on placement in an Assessment cell).
Recommendation 9 – Completed 
The Correctional Intelligence Group has undertaken enhancements to the Integrated Intelligence System that will enhance the automated functionality of the system by reducing processing times. 



	
	
	
	Justice Health & Forensic Mental Health Network (‘Justice Health’) and CSNSW 


	10. That CSNSW ensure that Justice Health are provided with: 

a) real time information about inmates in isolation at the HRMCC; 

b) appropriate access to inmates kept in isolation at the HRMCC by Justice Health staff; and 

c) access to telehealth facilities. 

and, on that basis, Justice Health are to amend Justice Health Policy 1.360 Segregated Custody to apply to those kept in isolation at the HRMCC and who have a mental illness, whether or not the patient is in segregation. 
	Recommendation 10 –Completed
By letter dated 25 February 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows:

‘JH&FMHN is supportive of this recommendation, with the provision of information based on the SMART principle i.e. 'specific, measurable, achievable, realistic and timely'. JH&FMHN

has collaborated with CSNSW to perform a number of test link-ups to Goulburn utilising a Virtual Meeting room which has proved successful. To ensure progress with this recommendation continues, this matter will be included as a regular item for discussion at the CSNSW and JH&FMHN Interagency meeting.

Discussions concerning the amendment of the 'Justice Health Policy 1.360 Segregated Custody 'will initially be proposed to the Network's Clinical Operations and Policy Steering Committees. The amendment will expand the types of inmates who require daily observation by Network clinical staff to include those who are held in isolation in the HRMCC, but not under a segregated custody direction under section 10 of the Crimes (Administration of

Sentences) Act 1999. This change will also support the increased levels of monitoring and care provided to patients, as registered nurses would be required to review patients in isolation on a daily basis, record findings and observations and act on the information in

accord with their clinical judgment. In addition, any clinically significant deterioration in patients' mental or physical health may be identified earlier, further minimising patient health

and safety risks.’

Commissioner for CSNSW response 

As per policy Section 3.4 Segregation – Justice Health must be informed when an inmate has been placed on a segregated custody direction. The recommendation has been actioned. 

Currently all inmates held in segregation are seen by Justice Health staff daily (mornings at HRMCC area). The recommendation has been actioned. 

The Mental Health Tribunal currently uses the HRMCC’s AVL and Justice Health can access the AVL suites via their Telehealth System even though there is no actual Telehealth system at the HRMCC. The HRMCC has an internal booking system requiring people to book via email or phone call and is available for use Monday – Friday. 
The new Segregation Housing Unit (SHU) at Long Bay will be able to accommodate HRMCC Inmates providing easier access for Justice Health Mental Health Teams based at Long Bay to see, in person, any inmate with mental health issues.  The cells there are of a safe cell design and have the potential to accommodate inmates at risk of self harm and will have 2 AVL suites available.

The new Multi-Purpose Unit (MPU) going into Goulburn CC will contain 2 safe cells and a step down cell with AVL suites on each deck (5 in total).

HRMCC will also have new AVLs installed on each deck (3 in total). With all the new AVL suites going into the HRMCC, MPU and SHU access to HRMCC inmates will increase, making it easier for medical staff wanting to access inmate and providing a better service to inmates houses in the HRMCC.  
Final update: 

Part C: Advice received from Manager, Service Support Centre, Audio Visual Unit – Health providers have electronic access to inmates. In areas where Telehealth is not available due to connectivity issues, Ipads and AVL are used. 
 

	
	
	
	Justice Health 


	11. Where the treating psychiatrist has concluded that isolation or segregation is adversely affecting the mental illness of a patient at the HRMCC the treating clinician, by way of a formal notification process, brings to the attention of the General Manager of the HRMCC the effect of isolation on an inmate’s mental health. 


	Recommendation 11 – Completed 
By letter dated 25 February 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General as follows:

‘JH&FMHN has developed a pro forma letter, with the drafting of a related procedure currently underway. This procedure will be included in the Custodial Mental Health Operational Procedure Manual and published on the Network's intranet for information. Further to this, education focussing on JH&FMHN staff working at Goulburn Correctional Centre will also be conducted.’

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Hugo FIFI


	State Coroner Mabbutt

12 July 2018

At Glebe 
	The person who died was Hugo Fifi, at 64 Fullagar Road Westmead on 18 April 2009. The cause of death was haemoperitoneum resulting from blunt force abdominal injuries. Mr Fifi was assaulted by persons unknown using a metal pole and sustained injuries that resulted in his death.
	Commissioner of Police 


	I recommend that the death of Mr Fifi be referred to the Unsolved Homicide Unit of the NSW Police Force Homicide Squad for further investigation. 
	On 25 October 2018, the Commissioner of Police advised the Attorney General that this matter has been referred to and accepted by the Homicide Squad Unsolved Homicide Unit and will be progressed at the earliest opportunity in accordance with protocols. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Darren Alexander  GALEA


	State Coroner 

Mabbutt

7 December 

At Glebe 
	That Darren Galea died on 16 January 2014 in the early morning, as a result of a gunshot wound to the head, at Bangor Park, Auburn. New South Wales, by a person or persons unknown. 


	NSW Commissioner of Police 
	I recommend that the death of Darren Galea be referred to the Unsolved Homicide Unit of the NSW Police Force Homicide Squad to be dealt with in accordance with its procedures and protocols for review and potential reinvestigation. 
	By letter dated 8 February 2019, the Commissioner of Police advised that Attorney General  as follows: 
“This matter has been referred to and accepted by the Unsolved Homicide Squad for review and potential reinvestigation’. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Pete Tan HOANG
	Deputy State Coroner
Mabbutt

12-16 February 2018

20 April 2018

At Glebe 


	Pete Tan Hoang died on 7 September 2014 at Dunmore Street, Croydon Park, New South Wales The cause of death was multiple gunshots. The manner of death was Homicide. Mr Hoang was shot five times by a person or persons unknown. 
	NSW Commissioner of Police
	I recommend that the death of Mr Hoang be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation. 
	On 30 July 2018, the M J Fuller APM, responded  to the Attorney General as follows:
“I can confirm that the matter has been referred to the Unsolved Homicide Team for attention and has been captured on the unit’s database and will be progressed at the earliest opportunity”.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Stephen HODGE 


	DSC O’Sullivan 

12-16 February 2018

20 April 2018

At Newcastle 


	That Stephen Paul Hodge died on 9 September 2015 in the course of a police operation at Warners Bay in NSW.  The cause of death was the combined effect of gunshot injuries to chest and abdomen. The manner death was by police shooting in circumstance where Mr Hodge advanced upon police with a knife.  
	Commissioner of Police 
	That consideration be given to the greater integration of mental health informed training into tactical operations training with an emphasis on specific de-escalation techniques practiced by role play exercises. 
	On 11 September 2018, M J Fuller APM, advised the Attorney General, as follows:
“The NSW Police Force supports the Coroner’s recommendation. I can advise that a significant body of being undertaken by the NSW Police Force to have the best information and training provided to police, including:

· Formulating appropriate reality based scenarios and training for inclusion in the next Operational Safety & Skills Training Directive for annual Mandatory Training for all NSW Police

· Discussion on the broader implications of Mental Health across the existing Tactical Options model

· Operational Safety Instructors participating in the Four-Day Mental Health training to ensure maintain both mental health training and accreditations

· Undertaking a desktop review to examine the current approaches to de-escalation and non-fatal outcomes in dealing with first responder interaction with persons in mental health crisis.

· An increased number of police participating in the Four Day Mental Health training gaining experiential leaning and exposure to scenarios (role plays) involving de-escalation.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Three deaths in the Northern Beaches LGA 

	Deputy State

Coroner 
Grahame 

4-5 June 

2018

31 July 2018 

At Glebe

	Identity A died on 12 May 2016 at Shelly Beach Manly NSW. 

He died from multiple injuries consistent with a fall from height. 

A’s death was intentionally self- inflicted. He died after jumping from a cliff.

Identity B died between 9 -10 September 2016 at Fairfax Walking Trail, North Head NSW. 

He died from multiple injuries consistent with a fall from height. 

B’s death was intentionally self- inflicted. He died after jumping from a cliff.

Identity C died between 30 March and 7 April 2017 adjacent to Blue Fish Point, North Head, NSW. 

He died from multiple injuries consistent with a fall from height. 

C’s death was intentionally self- inflicted. He died after jumping from a cliff. 


	NSW Police Force 
	1. That the NSW Police Force works to develop a short training course focused on the skills required for de-escalating situations where a person is threatening self-harm by jumping from a height. The course should be designed for, and offered to, first-response officers in those commands with the highest incidence of suicide by jumping from heights. 
2. That the NSW Police Force continue to engage with the telecommunication industry to improve the access of police to technology that will allow reliable and real time tracking of people thought to be threatening self-harm on North Head at Manly. 


	By letter dated 25 February 2019, the Commissioner for Police advised the Attorney General  as follows:

Recommendation 1
NSWPF through the Mental Health Intervention Team deliver a four day mental health training course to frontline police officers.  Subjects covered include signs and symptoms of mental illness, personality disorders and cognitive disabilities, suicide and self -harm, operational safety, critical incidents and police welfare. 

There are three scenarios that place officers in challenging situations that require them to hone their communication skills. The scenarios account for 60% of the last day of training and includes assessment and feedback. The officers are faced with a cliff top, private residence or public place situation that requires them to make assessment, engage the subjects and utilise their newly acquired skills and understanding around mentally ill or disordered persons. 

The one-day mental health workshops available to police recruits include mental health awareness, responding to mental health incidents, communication strategies and de-escalation techniques and suicide and self-harm. Policing students also undertake reality based (scenario) training at the Police Academy. Two scenarios involve de-escalation of force and an emphasis on effective communication to resolve incidents successfully. 
All commands including those that experience incidents of ‘self-harm from height’ are required to induct all new employees, whether upon transfer or promotion, of specific performance expectations. The induction process includes information about local environmental factors which is another touchpoint for the delivery of local performance requirements and education surrounding skills necessary for local police officers.  Nevertheless, NSWPF is reviewing its Corporate Induction Package to strengthen instructions to all Commands to adequately communication information about operational environments that may involve mental health issues, including opportunities where there is a prevalence of suicide from height incidents. 

In addition to these training products the NSWPF is developing a customised e-learning module ‘Persons at risk of heights’ to form part of an ongoing cache of STOPAR (Stop, Think, Observe, Plan, Act, Review) model training packages. The NSWPF is of the view there are heights sufficient for a person to commit self-harm at multiple locations across NSW and training should not be restricted to first responders at commands where self-harm is more prevalent. As such, once developed, it is envisaged that the STOPAR de-escalation package will de disseminated state wide. 

Recommendation 2

The NSWPF considers that a number of amendments are required in the telecommunications area and has made previous requests to the Commonwealth. 

The National Communications Emergency Work Group envisaged that the Automatic Mobile Location (AML) will go live in Australia in the later part of 2019. AML involves identifying available handsets during time critical incidents across large areas. This will enable the Triple Zero operators to obtain the Global Positioning System (GPS) location of the caller in real time.  It is crucial AML technology has the capacity and supporting legal framework to track the mobile phone of a person nominated by another e.g concerned relative, friend, government department.  The NSWPF is of the view that AML will to some meaningful extent address the Coroner’s findings and importantly, minimise the risk of loss of life.
The Northern Beaches Police Area Command is participating in a Near Field Technology Trial that will be managed by Community Care Northern Beaches with partners including Life Line, Northern Beaches Police and Northern Beaches Council.  A technology company has been engaged and is in the final stages of preparation for the Proof of Concept trial. 

Representatives from the NSWPF also attend Inter-Agency Technical Group (IATG) meetings. The IATG enables collaboration of information on technology used within telecommunication interception agencies and monitoring centres across Australia. It is not expected that these discussions will solve all problems but will provide an important sharing of knowledge and experiences between law enforcement agencies. 

At the national level, NSWPF has requested an agenda item for a special forum which is administered by the Department  of Home Affairs involving law enforcement and Telecommunications Carriers to meet more frequently to assist law enforcement  and industry needs. This will allow law enforcement agencies access to senior carrier representatives to work towards solutions to emergency situations.

The NSWPF will continue to work with Government and non-Government agencies in pursuing/ reviewing new technologies and legislation to protect persons from injury or death.’


	
	
	
	National Parks and Wildlife 
	3. That the National Parks and Wildlife Service consult with appropriate experts to ensure that suicide prevention strategies are incorporated into the North Head Landscape Concept Plan before the plan is finalised and implementation begins. Suicide prevention strategies considered should include the following: 

a. Restricting access to potential jumping sites through use of appropriate barriers or structural design, 

b. Encouraging help-seeking. For example, through the use of signs with numbers for support services, the installation of phones that link directly to support services, or the use of Near-Field Technology, 

c. Increasing the likelihood of intervention by third parties. For example, by increasing the likelihood that other people will be present, or the installation of CCTV cameras at likely jump sites. Consideration should also be given to numbering signs around the park so that if a by-stander is reporting a person that appears to be considering self-harm they can easily communicate their location within the park. 


	Awaited 

	
	
	
	Northern Beaches Council 

	4. That the Northern Beaches Council, Community Safety Committee, support and assist the Northern Beaches Police Local Area Command in lobbying Telstra, Optus and other relevant telecommunications companies to install a telephone tower or other appropriate technology on the North Head to improve the ability to track the mobile phones of people threatening self-harm on the North Head. 

5. That the Northern Beaches Council continue to auspice and support the Community Safety Committee. 

6. That the Northern Beaches Council, Community Safety Committee work with all relevant stakeholders, including the NPWS, Police Local Area Command and Lifeline to determine suitable places on the North Head to trial Near Field Technology. 


	

	
	
	
	Catholic Archdiocese of Sydney 

	7. That the Catholic Archdiocese of Sydney, consider the implementation of suicide prevention strategies around the cliff tops at Shelly Beach. The Catholic Archdiocese should be guided by the Northern Beaches Council, Community Safety Committee. Strategies considered should include: 

a. Restricting access to potential jumping sites through use of appropriate barriers or structural design, 

b. Encouraging help-seeking. For example, through the use of signs with numbers for support services, the installation of phones that link directly to support services, or the use of Near-Field Technology, 

c. Increasing the likelihood of intervention by third parties. For example, by increasing the likelihood that other people will be present, or the installation of CCTV cameras at likely jump sites. 


	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Daniel 

HOWARD 


	Deputy State Coroner  Grahame

13-16 March 2017, 11-12 September 2017 

16 Feb 2017

At Glebe  
	That Daniel Howard died at approximately 10am on 17 August 2014 at Cobar District Hospital Cobar NSW.   The cause of death was crush injuries to the head, chest abdomen and pelvis. The manner of death was while bravely fighting a fire in his role as a retained firefighter for Fire and Rescue NSW, a wall of the New Occidental Hotel at Cobar having collapsed  on him during the fire. 
	Fire and Rescue Service NSW 

(FRNSW)
	1.That FRNSW provides a copy of these coronial findings to their Education and Training Unit and requests that consideration is given to using the facts of this tragedy as a case study in the training of retained fire fighters (RFF)  in relation to both structural collapse and incident control, in accordance to the new policies which have been developed. 
4. The FRNSW develop a mentoring program between permanent firefighters and RFFs to support and encourage professional development of RFFs, particularly at the level of Captain and Deputy Captain. 

3. That FRNSW review organisational capability statements every 12 months (including local critical risks) with a view to identifying gaps in essential knowledge so that appropriate evaluation and training programs can be effectively implemented. 

4. That FRNSW provide a copy of these coronial findings to the Emergency Information Coordination Unit, Spatial Service NSW, with a view to encouraging all relevant parties to assist in obtaining up to date spatial information across NSW immediately and to facilitate the ongoing update of such information on a quarterly basis. 

5. That FRNSW audits its internal policies to ensure that the timely notification of the official next of kin occurs in tragedies of this kind, and considers instituting a system where a support person is appointed to the next of kin where a casualty occurs. 


	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Indy HENDERSON


	Deputy State Coroner Magistrate Elizabeth Ryan
15-18 October 2018

17 December 2018
	That Indy Henderson died on 26 November 2016 at Manning Base Hospital, Taree NSW 2430.

The cause of death was multiple crush injuries to the chest and abdomen.

The manner of death was as a result of the collapse of a sandstone headstone which had not been properly affixed to its base.
	Minister for Planning and Environment (NSW)
	I recommend that the Department of Planning and Environment consider amending the development standards in clause 2.78 of the State Environmental Planning Policy (Exempt and Complying Development) 2008, known as the ‘Codes SEPP’, to provide that a development not comprise masonry construction higher than one metre from existing ground level.
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Christopher Phillip Jeffrey 


	Magistrate  Holmes sitting as Coroner

At Armidale 

29-31 October and 1 November 2018 


	I find  that Christopher Phillip

Jeffery died as a consequence of multiple injuries and post-mortem incineration

caused during a rnotor vehicle collision on 14 June 2016 at Uralla, New South

Wales.
	Commissioner of Police 
	That the Commissioner of Police, or his delegate, conduct an audit and review of standard operating procedures with a view to strengthening the security

arrangements for holding yards including those attached to police stations and the preservation of exhibits {including but not limited to the inspection and

identification of the contents of any wreckage or vehicle) in light of this matter.

	On 8 February 2019 the Commissioner of Police, MJ Fuller APM, advised the Attorney General  as follows:
“In response to the Recommendation, the following instruction has been included in the revised Exhibit Procedures Manual available on the NSW Police Force Intranet:

Searching of Vehicles and Wreckages

Wreckages or vehicles and vessels received as exhibits  must be thoroughly searched by exhibit officers in the presence of the OIC of the investigation or the conveying officer upon receipt at police stations and holding yards.

When vehicles  have been involved in serious or fatal MVAs police must search the wreckage for valuable or personal items within the vehicle and any human remains that may have been missed by crash investigators at the scene.

Valuable items located during the search should be properly recorded on EFIMS and retained by police until returned to the owner or next of kin (NOK). 

If human remains are located the station Duty Officer and the OIC of the investigation must be contacted and attend immediately and arrangements made to recover the remains. 
The instruction will also be disseminated to all NSWPF Exhibit Managers and Systems Duty Officer at the 2019 Exhibit Managers Conference. 

The NSWPF Command Management Framework (CMF) provides adequate instructions to police on how to inspect vehicle holding facilities to ensure that fences are sufficient in height and integrity to prevent unauthorised access to the yard. While no amendments to the CMF instructions need to be made, a state-wide email will be disseminated to all staff reminding them of these requirements. 

Magistrate Holmes also identified at Paragraphs 95-97 of the findings that it would be of significant benefit to include within Crime Scene Manuals pertaining to motor vehicle collisions an instruction to record not only what is located but also what was specifically searched for and not located. 

In response to this, the Crime Scene Manual (Specialist) was updated under section 19-4-1 Recording by Note Taking to include the following:

vi: Evidence that indicates the Point of Impact, including gouges, tyre marks, glass and debris. Recording should also include not only what is present but what was specifically searched for and unable to be found, (e.g tyre, gouge, debris and rim marks). The steps undertaken in this search should also be noted, that is, the use of alternative lighting (e.g oblique) may assist in locating evidence.


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘KS’


	Deputy State Coroner 

Lee

21- 24 May 2018

22 June 2018

At Ballina 
	I find that KS died on 18 March 2016 at East Lismore NSW 2480. The cause of KS’s death was gunshot wound to the head. KS died as a consequence of actions taken by him with the intention of ending life, during the course of a police operation 


	NSW Commissioner of Police 
	I recommend that consideration be given to using the experience of KS’s family during the events of 16 to 18 March 2016 (with appropriate anonymization, and conditional upon consent being provided by KS’s family) in an appropriate case study as part future training packages provided by the NSW Police Negotiation Unit to police negotiators to address the issues of adequate and appropriate information gathering from, and impartation of information to, family members of subject persons involved in a high-risk incident. 


	On 27 August 2018, the Commissioner of Police, MJ Fuller APM, advised the Attorney General  as follows:
‘The NSW Police Force supports the Coroner’s recommendation and I can advise that the Negotiation Unit is well underway in implementing the recommendation. Specifically, the high-risk incident involving the death of KS is  being used in a training exercise in the 2018-2019 Tactical Operations Regional Support annual training and accreditation sessions being delivered to all negotiators’.   

	
	
	
	
	
	

	FUTURE – Next response
	


 TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	KHAWAJI Khaled


	Deputy State Coroner Lee 

24 January 2018

At Glebe 


	That Khaled Khawaji died on 15 March 2013 at Greenacre NSW.  Death was caused by blood loss due to multiple gunshot wounds.  The gunshot wounds were inflicted when Mr Khawaji was shot six times by a person or persons unknown. 
	NSW Commissioner of Police 
	That the death of Khaled Khawaji be referred to the Unsolved Homicide Unit of the NSW Police Force, for further investigation in accordance with the protocols of the Unit.

	Response received on 7 May 2019 encl letter of 26 February 2018.
Recommendation of the matter has been referred to the Unsolved Homicide Team for attention and will be captured on the unit’s database and progressed at the earliest opportunity.

	
	
	
	
	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Samer KIRNAWI 


	State Coroner Mabbutt

10 December 2018 


	That Samer Kirnawi died on 19 August 2014 at Fairfield Hospital Fairfield.  

The cause of death was a stab wound to the chest.

The manner of death was homicide by a person or persons unknown.  
	Commissioner of Police 
	That the death of Samer Kirnawi be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad to be dealt with in accordance with its procedures and protocols and for review and potential re-investigation. 
	By letter dated 25 February 2019 the Commissioner of Police MJ Fuller APM advised the Attorney General  as follows: 

‘I can confirm that the matter has been referred to and accepted by the Unsolved Homicide Unit and will be progressed at the earliest opportunity in accordance with established protocols’.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Miata JIBBA 


	Deputy State Coroner Grahame 

9-10 April 2018

27 April 2018

6 July 2018 

At Glebe 
	Miata Jibba died on 13 September 2016. She died at Westmead Children’s Hospital as a result of complications of thermal injury. The manner of her death was an accidental fire in her home. It is likely that if there were adequate smoke alarms fitted in the property, Miata’s death could have been avoided. 
	Minister of Innovation and Better Regulation 
	1. That consideration is given to an amendment to schedule 1 of the Residential Tenancy Regulations in relation to the Standard Form Agreement to include a provision requiring landlords to replace batteries in smoke alarms at either the commencement of each new lease (or at a minimum annually) if the respective smoke alarm does not have a non-removable battery attached to it. 

2. That consideration is given to introducing a system where a Certificate of Compliance is included as part of the residential tenancy agreement for all residential dwellings certifying that the rental property has a valid smoke alarm(s) which comply with the current regulatory requirements. The Certificate of Compliance is to be certified by an appropriately qualified person in fire protection services and such certificate should certify the smoke alarm:
- has been properly installed in the correct location 

- has been tested and cleaned in accordance with the manufacturer’s instructions 

- is working effectively 

- contains an attachment with a diagram of the location of each smoke alarm inside the rental property. 

3. That consideration is given to introducing an amendment to the definition of “urgent repairs” in s62 of the Tenancy Act to specifically include a ‘smoke alarm that is not working’. 
4. That consideration is given to developing a Fire Fact Sheet for tenants and landlords which specifically and clearly outlines the responsibilities of both parties in relation to the maintenance of any smoke alarm. Without limiting such information, it is recommended that the fact sheet include relevant information on the following areas, 

- Explanations regarding how and when to test, clean and change batteries 

- Information containing photographs of different smoke alarm models and the different type of smoke alarm technologies which are currently on the market 

- Who a tenant should contact in the event a smoke alarm is suspected or found not to be working 

- What to do in the event a smoke alarm is activated, including what procedures might be adopted in the event of a fire 

- Who is responsible for fixing or replacing a smoke alarm 

- The time frame and powers of entry for which a landlord should correct or rectify any fault 

- Who to contact in the event of a fire or in the event a landlord has not rectified a fault within a reasonable time frame 

5. That urgent consideration is given to finding strategies to improve the education of real estate agents in relation to fire safety. Consideration should be given to the introduction of a mandatory CPD training obligation requiring all real estate agents and property managers to cover the topic of ‘risk management’ which would incorporate relevant information on the importance of smoke alarms and the current legislative requirements. The training should include case examples. I further recommend that the facts of this coronial investigation be included in the content of any material on this topic area. 
6. That consideration is given, in consultation with the relevant stakeholders, to making an amendment to the Property, Stock and Business Agents (Qualifications) Order 2009 to introduce a competency of “risk management” for persons seeking a career or qualification in property services or property management within NSW.
	On 31 January 2019, the Minister for Innovation and Better Regulation, the Hon M Kean MP, advised the Attorney General  that:

Recommendation 1  - supported

The NSW Government is 0progressing this change as part of the implementation of the Residential Tenancies Amendment (Review) Act 2018. A corresponding regulation is being developed for consultation. 

Recommendation 2 – noted 

This recommendation would place avoidable regulatory burden and costs on landlords, managing agents and government resources. 

In correspondence to the Coroner in December 2017, the Commissioner committed to amending the prescribed condition report note to specify that for a smoke alarm to be checked as ‘working’ it must have been tested and found to be in working order. The NSW Government will implement this change to the prescribed condition report with alongside implementation of the the Residential Tenancies Amendment (Review) Act 2018.

Recommendation 3 – Supported 

New Section 64A of the Residential Tenancies Amendment (Review) Act 2018 – carry out repairs to smoke alarms as a matter of urgency – will address this issue.  Repairs to a smoke alarm includes the maintenance of a smoke alarm in working order by installing or replacing a battery. 

An amending regulation is currently being developed for consultation and will specify the time period for repairs and any repairs or alarm types that may be carried out by the tenant.

Recommendation 4 – Supported

The Residential Tenancies Amendment (Review) Act 2018 introduces an obligation for landlords or their agents to acknowledge that they have read and understood the contents of a prescribed information statement prior to entering a tenancy agreement. 

The amending regulation, which will include the landlord information statement, us currently being developed for consultation. 

Development of related fact sheets for tenants and landlords will occur during implementation of the above reforms.  This will include a fact sheet which outlines the responsibilities of tenants and landlords in relation to the maintenance of smoke alarms.  The suggested content areas will be considered for inclusion in consultation with key stakeholders, alongside information published by Fire NSW and the Department of Planning and Environment. 
Recommendation 5 – Supported 

This recommendation will be considered when CPD training requirements are finalised as part of the implementation of amendments to the Property, Stock and Business Agents Amendment (Property Industry Reform) Act 2018 and corresponding regulation.  This regulation is currently being  developed for consultation. 

Implementation of the Residential Tenancies Amendment (Review) Act 2018 and the development of accompanying regulation will also be used to develop guidance material for real estate agents to support the implementation of changes to condition reports, new requirements for repairs to smoke alarms and landlord information statements. 

Fair Trading publishes regular electronic newsletters, targeted at tenants, landlords and real estate agents (Letterbox, Property Matters and Strata Updates). Information reiterating the rights and obligations of landlords and tenants in relation to smoke alarms was published in Fair Trading’s Property Matters and Strata Updates e-newsletters in October 2018.
Recommendation 6 – Supported in principle

This recommendation will be considered as part of amendments to the Qualifications Order as part of reforms to the property industry through the the Property, Stock and Business Agents Amendment (Property Industry Reform) Act 2018.


	
	
	
	Real Estate Institute 


	7. That the Institute immediately contact all members and disseminate information regarding the findings of this inquest for purpose of advising and educating members in relation to the importance of smoke alarms being thoroughly checked during periodical inspections.
	

	
	
	
	Ministers for Innovation and Better Regulation, Planning and Environment, Local Government and Emergency Services


	8. That consideration is given to establishing and auspicing an inter-governmental committee or working party with representatives from all relevant departments or organisations with the objective of developing a co-ordinated approach to increasing public awareness of and compliance with fire prevention strategies in NSW. 
9. That the committee develop a document/ brochure similar to that proposed in recommendation 5 which can be utilised by Local Councils and disseminated when required throughout their municipalities. 

10. That the committee conduct an analysis and review of factors relevant to non-compliance in the community with a view to developing strategies which could be jointly or independently 

implemented to improve awareness and compliance with the legislation governing smoke alarms in all residential dwellings.
	Recommendation 8 – Supported 

The Department  of Finance, Services and Innovation has committed to working with the other relevant agencies on this recommendation. 


	
	
	
	Minister for Police and Emergency Services


	11. That the Minister give consideration for an award to be provided to Mrs Mary Kpaba for her enormous bravery and selflessness in returning inside her home, prior to the arrival of FRNSW and successfully retrieving her daughter Miata Jibba from a significant fire at 169 Hill End Road Doonside on 6 August 2016
	Letter from Minister for Emergency Services, Troy Grant to Commissioner Paul Baxter of Fire and Rescue NSW supporting recommendation of bravery award to Mrs Mary Kpaba and to consider such nomination.

	
	
	
	Minister for Planning 
	12. That consideration is given to amending the Environmental Planning and Assessment Regulation 2000 to commence the staged introduction of changes to the current law in relation to all existing “residential buildings”. The new requirements should provide that smoke alarms are installed:

: 

a) In every bedroom and where bedrooms are served by a hallway, in that hallway, and all living or entertaining rooms 

b) In the case where there is more than one alarm required that they shall be interconnected by hard wiring or wireless signal. 

c) That all battery operated smoke alarms in existing dwellings be powered by a 10 year non removable battery or similar technology which does not require ongoing regular replacement. 


	

	
	
	
	Australian Building Codes Board 

(ABCB)


	13. That the ABCB support and introduce amendments to the National Construction Code and Building Code of Australia in relation to new buildings in line with the recommendation set out at recommendation 12 a).
	

	FUTURE – Next response
	The Real Estate Institute and Australian Building Codes Board are not NSW Government Agencies and as such, are not required to advise the Attorney General of any response to this recommendation. Any response which might be received by the Department of Justice will be recorded. 




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘JT’ 


	Deputy State Coroner 

Truscott

7-11 July 2008,

2 December 2015, 6 April 2018 

6 July 2018 

At Glebe 
	JT died aged 21 months on 19 March 2005 in Singleton, NSW,

as a consequence of Amitriptyline toxicity having been

deliberately administered anti-depressant medication

containing Amitriptyline by a known person.
	Commissioner of Police and 

Ministry of Health 
	That the Commissioner of Police NSW and the Ministry of Health

NSW in consultation with the State Coroner’s Office develop protocol, procedures and instructions for the making of Orders for

the taking of femoral blood samples prior to transfer of the deceased to Forensic Services, particularly in the case of a child’s whose death is sudden, unexplained or from a cause not immediately apparent.
	On 28 November 2018 the Commissioner for Police, MJ Fuller APM advised the Attorney General  as follows:

“The NSW Police Force understands that the State Coroner’s Officer has asked Health NSW to prepare a Policy Directive that directs medical practitioners to take femoral blood samples from any child whose death is sudden, unexplained or where the cause is not immediately apparent, prior to their transfer to the Forensic Medicine Mortuary.
All NSW Police Force Homicide Squad Investigation Co-ordinators and Forensic Evidence and Technical Services Command Crime Scene officers are aware of the proposed Policy Directive, however the NSW Police Force is not responsible for implementing this and will wait on formal advice from NSW Health as to when the Directive has been finalised.”

On 6 May 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:

“NSW Health acknowledges the intent of the recommendation to support the investigation into unexplained deaths. However the recommendation is unsupported due to the recognition of the specialist expertise required for post mortem pathology, and the potential for evidence to be compromised should the collection of femoral blood be performed in isolation of other post mortem procedures. 

The Deputy State Coroner recommended that the ‘Commissioner of Police NSW and the Ministry of Health in consultation with the State Coroner’s Office develop protocol, procedures and instructions for the making of Orders for the taking of femoral blood samples prior to the transfer of the deceased to Forensic Services, particularly in the case of a child whose death is sudden, unexplained or not immediately apparent.’

NSW Health understands that as part of the coronial post mortem investigations, forensic pathologists collect post mortem peripheral blood, with femoral blood being the optimal choice.  The collection of femoral blood is only possible through an invasive procedure performed by specialists experienced in post mortem collections procedures, and the identification and interpretation of post mortem pathology.

In support of best practices to ensure that all interventions made on bodies are correctly interpreted in their appropriate context, the collection of femoral blood should not be performed in isolation of other post mortem procedures, but integrated with the investigative approach by the forensic pathologist. Any invasive post mortem procedures conducted outside of a coronial forensic medicine setting would represent a deviation in forensic pathology investigation as there would be potential contamination to the body which would compromise evidence and the investigation. 
NSWHP has proposed an alternate action to address the intent of the recommendation, that is, changes to the NSW Health Policy  PD2010_054 Coroners Cases and the Coroners Act 2009 to allow the collection of pre-autopsy samples by Forensic Medicine staff upon admission at a Forensic Medicine site. This change is anticipated to assist the mitigating of risks connected with the post mortem redistribution timeframe, without compromising the quality of investigations. 
In addition, the Forensic and Analytical Science Service – Forensic Toxicology laboratory is progressing work in relation to Express Toxicology analysis procedures, with current priorities being method development and the validation phase.  This method will provide toxicology analysis on samples within 72 hours of admission to the Forensic Medicine facility and will assist in the early identification of cases where post mortem toxicology may be contributory to the cause of death. The projected implementation of this procedure is by December 2019. 


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Paul LAU


	Deputy State Coroner 

O’Sullivan 

5-9 February 2018

29 March 2018

At Glebe
	Paul Lau died on 19 June 2015 at Macquarie University Hospital NSW.  The cause of death was aspiration pneumonia caused by multiple drug toxicity. The manner of death was a prescribing error by an anaesthetist which led to Mr Lau receiving medication intended for another patient while he was recovering from ACL reconstruction surgery.


	The Macquarie University Hospital 
	1. That a working party be established to consider

lessons learned and possible reforms which could be implemented at Macquarie University Hospital (‘the Hospital’) as a result of the death of Paul Lau on 19 June 2015:

a. That the working party comprise a representative from at least Information

Technology (‘IT’), the Anaesthetics & Perioperative Services Department (‘Anaesthetics Department’), the Nursing

directorate, the Macquarie University Pharmacy

(‘the Pharmacy’) and the Patient Safety and Quality Manager.

2. That the working party consider, or in the alternative, the Hospital considers, the most effective way to

implement the following suggested reforms:

Presentation of Paul Lau’s Case

a. A staff seminar or seminars be conducted with

the participation of staff from at least the

Anaesthetics Department, nursing staff and the

Pharmacy about the missed opportunities to detect the prescribing error in Paul Lau’s case and the lessons learned from his death;

b. That the nursing staff involved in Paul’s care be

consulted about how that seminar be presented

and have the opportunity to address the seminar if they wish; and

c. That the seminar address, at a minimum,

communication, handover, opioid policy, observation of patients on high-risk medication, Schedule 8 checks and responding to patient deterioration.
TrakCare Changes

d. Give ongoing consideration to a method of verifying patient identity before medical

practitioners submit medication orders on

TrakCare, including specific consideration of:

i. Urgent short term methods of ensuring

patient identity verification if software changes are likely to be prolonged in

implementation; and

ii. The manual entry of the patient’s name prior to submitting a medication order;
e. A field/box labelled ‘current medications’ or

‘medications history’ (as determined appropriate) be included in the pre-anaesthetic assessment (see Tab 36C, Annexure C of Exhibit 1);
f. A field labelled “post-operative pain plan” (or

other description as determined appropriate) be

added to the Recovery Progress Notes template

(see Exhibit 5);

g. That investigation be undertaken into the

feasibility and efficacy of an alert when medications are added to a patient’s chart after the patient file is allocated to PACU/Recovery;

h. That representatives of at least IT and the

Anaesthetics Department consider the most

effective way of ensuring that TrakCare alerts

enhance patient safety without unduly

distracting or diverting anaesthetists; including

i. How to safely reduce the number of alerts;

ii. Removing the default ‘batch’ override system;

iii. Creating a hierarchy of alerts;

iv. Creating a distinct alert for identical duplicate “one touch” prescribing;

v. The effective use, if any, of font, format, sound, colour and placement for alerts;

and

vi. Known literature and clinical guidelines

on safe e-prescribing.
TrakCare Proficiency

i. That medical practitioner accreditation include a

TrakCare assessment process whereby it is

mandatory for a person separate from the user

to confirm that the user is proficient to safely

use the system;

j. That consideration be given to the most

appropriate person to conduct the assessment

and if the assessment would be more effective

in person or on-line; and

k. That TrakCare proficiency for anaesthetists be

assessed by the use of simulations or scenarios

designed in consultation with the Anaesthetics

Department.

Handover Practices

l. That a staff seminar or seminars be held

involving staff from nursing and the Anaesthetics Department about handover

practices which would include simulations of

handovers by staff, the provision of feedback

and discussion of mechanisms to enhance the

communication between nursing staff and

anaesthetics staff;

m. That an audit or audits be conducted in relation

to safe handover practices at the Hospital with

particular priority given to practices at PACU/Recovery;

n. That there be a minimum number of audits conducted annually at appropriate intervals; and
o. That the results of those audits be published on

the Hospital intranet and be held by the Nursing

Directorate.
Perioperative Management

p. That, at least, representatives of the

Anaesthetics Department and the nursing staff

consider mechanisms to provide safe and

effective perioperative management for

patients, including:

i. Monitoring of patients taking high risk

medications;

ii. Postoperative review of patients by anaesthetists in PACU/Recovery and on

the ward;

iii. The introduction of a pain service; and

iv. Relevant existing clinical guidelines including Australian and New Zealand

College of Anaesthetists guidelines, Clinical Excellence Commission

guidelines and any known proposed upcoming reform.
	Awaited. 

	FUTURE – Next response
	On  5 June 2018 the Minister for Health, the Hon Brad Hazzard MP advised the Attorney General  as follows:

‘NSW Health is supportive of the recommendations made ot the Macquarie University Hospital and advises that as they relate to their internal systems and practices, they are not applicable to the broader NSW Health System.  Further, the Ministry will oversee Macquarie University Hospital’s implementation of the coronial recommendations. This will involve regular engagement to ensure recommendation are actioned and implemented. ‘




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘MA’


	Acting State Coroner O’Sullivan 

26 - 30 June 2017, 17 -18 October 2017
2 February 2018

At Glebe 
	MA died at the Mental Health Inpatient Unit, Dubbo Base Hospital, Dubbo, NSW. 
MA, whilst he was an inpatient in the Mental Health Inpatient Unit of the Dubbo Base Hospital in Dubbo, died as a consequence of actions taken by him with the intention of ending his own life. 

The cause of death was neck compression consistent with hanging. 


	To the Chief Executive Officer of Western NSW Local Health District (‘WNSWLHD’) 


	1. I recommend that the WNSWLHD develop policies and procedures to ensure that an appropriate skill mix is available within the nursing staff in mental health units and, in particular, with the MHIPU at Dubbo Base Hospital, to enable patient engagement and observations to be properly performed. 

2. I recommend that the WNSWLHD develop practices and procedures to ensure the identification and communication by all mental health clinical staff of the rationale for the setting and/or changing of patient observation status and levels. 

3. I recommend that the WNSWLHD develop policies and procedures to clearly identify the nurse assigned responsibility for the conduct and the recording of a patient’s engagement and 
observations under the NSW Health Policy Directive: Engagement In Mental Health Inpatient Units and to ensure that the nurse assigned responsibility is clearly identified in the patient’s health care record. 

4. I recommend that the WNSWLHD develop policies and procedures to ensure that the responsible nurse documents patient engagements and observations when they occur and to avoid the practice of “block recording” of observations where observations are recorded collectively and subsequent to the time of actual observations. 
5. I recommend that the WNSWLHD develop and maintain regular ongoing education programs in relation to the development and/or maintenance of procedural knowledge and nursing skill sets relevant to the proper conduct of mental health patient engagements and observations. 

6. I recommend that the WNSWLHD develop and maintain an auditing program designed to test compliance with the NSW Health Policy Directive: Engagement and Observation in Mental Health Inpatient Units and, also, compliance with local procedures. 

7. I recommend that the WNSWLHD develop and maintain policies and procedures to ensure that the results of the auditing process are used to inform relevant ongoing education programs in relation to compliance by all mental health clinical staff with the NSW Health Policy Directive: Engagement and Observation in Mental Health Inpatient Units.

	By letter dated 28 February 2019, the Minister for Health, the Hon B Hazzard MP, advised as follows:
Recommendation  1 – supported and completed
WNSWLHD has made Policy Directive Engagement and Observation in Mental Health Inpatient Units (PD2017_025) available to staff within MHIPUs. This policy has been raised

at both staff and model of care meetings and team huddles, with in-service education delivered by a Clinical Nurse Consultant (CNC) providing further support to the increase of

staff awareness of PD2017_025. Other initiatives include:

• the development of an orientation and staff information booklet for the MHIPU, which outlines responsibilities of the Nurse In-Charge (NIC) and other relevant shift staff,

• the conducting of a skill mix set on all MHIPU staff,

• the development of a daily case management template to enable a NIC to allocate patients based on skill sets and the acuity of patients.
Recommendation 2 - supported and completed
The patient care levels are reviewed and adjusted as appropriate by a Psychiatrist and the NIC, with these recorded within a daily case management template. The modification of the Local Operating Protocol (LOP) Patient Morning Meeting Dubbo Mental Health Inpatients Units (LOP17-013) has enabled Nurse Unit Managers to now review patient care levels. The introduction of a Patient Morning meeting and handover process provides improved and clear visibility of each staff member's responsibilities during shifts, with patients now informed

of who their assigned nurse is, including education on observation and care levels. 

Furthermore, staff education on the setting or changing of patients' observation status and care levels is complete. An evaluation audit conducted by a CNC has assisted in the identification of areas which may require further staff education and training.
Recommendation 3 – supported and completed 

This recommendation has been addressed through the modification of existing LOPs and the development of the Patient Morning meeting handover as outlined in the aforementioned

summary under recommendation 2. As part of the monthly evaluation audits, the individual staff audits ensure rigor in compliance and supports improved awareness of responsibilities

of assigned nurses, including mandatory requirements for record management compliance.
Recommendation 4 - supported and completed 

In support of this recommendation, WNSWLHD has developed an educational resource which focusses upon the role of engagement in the observation process, the role of engagement and observation in the formulation of individual care planning and the nurse's role in the decision making process. This resource is distributed to staff post their in-service education sessions. In addition to this, information sheets relating to leave requirements that incorporate policy directives Transfer of Care from Mental Health Inpatient SeNices (PD2016_056) and PD2017_025 are now available in staff station areas and wards. The practice of block recording of observations has been addressed at staff meetings, with PD2017_025 reinforcing the mandatory requirements by staff for the recording of observations.

Recommendation 5 - supported and completed 

In support of the further development and maintenance of procedural knowledge and nursing skill sets relevant to mental health patient engagements and observations, WNSWLHD has

an active system of support in which a District Nurse Educator (DNE) provides monthly education to staff. The DNE also supports the CNC in the provision of ongoing education,

with staff able to link into training programs offered at Bloomfield campus. Further to this, WNSWLHD is progressing the engagement of a designated Clinical Nurse Educator as part

of the staff establishment at the MHIPU at Dubbo Base to provide ongoing support and education to all staff.

Recommendation 6 - supported and completed 

As aforementioned under recommendations 2 and 3, WNSWLHD has introduced an evaluation audit, which includes the auditing of individual staff members to ascertain levels of compliance and to assist in identifying areas which may require further education and training. An audit schedule to ensure ongoing staff compliance on the mandatory requirements outlined within PD2017_025 is complete.
Recommendation 7 - supported and completed 

The modification and development of the LOPs have been reviewed and endorsed by the LOP Committee and Mental Health Drug and Alcohol (MHDA) Executive education inservices

was made available to all MHIPU staff by the Nurse Educator. The introduction of all new, updated and rescinded Policy Directives, Guidelines and LOPs was communicated to

staff via MHDA facility meetings, ward meetings and educational in-services.
To further support the commitment in reducing the practice of seclusion and restraint in mental health services across the state, NSW Health is progressing work to address the 19

recommendations of the 'Review of seclusion, restraint and observation of consumers with a mental illness in NSW Health facilities'. This includes the release of the 'Mental Health Safety

and Quality in NSW: A plan to implement recommendations of the Review of seclusion, restraint and observation of consumers with a mental illness in NSW Health facilities' by NSW Health in May 2018. A public facing plan titled 'Mental Health Safety and Quality in NSW', with accompanying fact sheets is now available on the NSW Health website.’


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘MC’
	Deputy State Coroner  Lee

15-24 August 2018

31 August 2018

At Glebe
	‘MC’ died on 25 may 2015 at the Metropolitan Reception and Remand Centre (MRRC), Silverwater NSW 2128. The cause of MC’s death was hanging. Michael died whilst in lawful custody as a consequence of actions taken by him with the intention of ending his own life.  
	Commissioner for Corrective Services NSW; 

	I recommend that the consideration be given to collaboratively developing and implementing Local Operating Procedures for the Metropolitan Reception and Remand Centre. The procedures specifically relate to inmates from the Mental health Screening Unit (MHSU) who have been placed on a Risk Intervention Team (RIT) Management Plan. The procedures should address the following:

(a) Identify the circumstances in which a RIT should seek information from an inmate’s Justice Health treating team in order to formulate a RIT Discharge Plan, particularly in situations where the inmate is placed in an assessment cell that is not within the MHSU;

(b) How information relevant to an inmate’s RIT Discharge Plan is to be shared between the inmate’s Justice health treating team and a RIT; and

(c) The means by which any recommendation made by a psychiatrist that an inmate be subject to psychiatric review prior to discharge from a RIT Management Plan is to be communicated to a RIT. 
	Recommendation 1 – In Progress 
The Recommendation has been considered by CSNSW. The Governor, MRRC, will develop a Local Operating Procedure (LOP) for the Risk Intervention Team (RIT) Co-ordinator and consult with Justice Health in relation to their LOP on this same matter. 
Final update: 

General Manager, State-Wide Operations for Custodial Corrections confirmed via email that the LOP has been finalised and provided an electronic copy of the LOP. 


	
	
	
	The Chief Executive, Justice Health & Forensic Mental Health Network
	I recommend that the consideration be given to collaboratively developing and implementing Local Operating Procedures for the Metropolitan Reception and Remand Centre. The procedures specifically relate to inmates from the Mental health Screening Unit (MHSU) who have been placed on a Risk Intervention Team (RIT) Management Plan. The procedures should address the following:

(a) Identify the circumstances in which a RIT should seek information from an inmate’s Justice Health treating team in order to formulate a RIT Discharge Plan, particularly in situations where the inmate is placed in an assessment cell that is not within the MHSU;

(b) How information relevant to an inmate’s RIT Discharge Plan is to be shared between the inmate’s Justice health treating team and a RIT; and

(c) The means by which any recommendation made by a psychiatrist that an inmate be subject to psychiatric review prior to discharge from a RIT Management Plan is to be communicated to a RIT.

	Awaited 

	
	
	
	The Governor, Metropolitan Reception and Remand Centre 


	That the consideration be given to collaboratively developing and implementing Local Operating Procedures for the Metropolitan Reception and Remand Centre. The procedures specifically relate to inmates from the Mental health Screening Unit (MHSU) who have been placed on a Risk Intervention Team (RIT) Management Plan. The procedures should address the following:

(a) Identify the circumstances in which a RIT should seek information from an inmate’s Justice Health treating team in order to formulate a RIT Discharge Plan, particularly in situations where the inmate is placed in an assessment cell that is not within the MHSU;

(b) How information relevant to an inmate’s RIT Discharge Plan is to be shared between the inmate’s Justice health treating team and a RIT; and

(c) The means by which any recommendation made by a psychiatrist that an inmate be subject to psychiatric review prior to discharge from a RIT Management Plan is to be communicated to a RIT.
	Recommendation - In Progress
The recommendation has been considered by CSNSW. The

Governor, Metropolitan Remand and Reception Centre (MRRC) will develop a Local Operating Procedure (LOP) for the Risk Intervention Team (RIT) Coordinator and consult with Justice Health in relation to their LOP, on this same matter.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Aidan MARA 


	Deputy State Coroner 

O’Sullivan 

4-7 June 2018

29 June 2018

At Glebe  


	That Aidan Mara died on 29 July 2014 at Sutherland Hospital New South Wales.  The cause of death was Influenza infection (H3N2). The manner of death was cardiovascular collapse as a result of a combination of hypovolaemia (lack of volume in the vascular space) hypotension (low blood pressure) and hypoxaemia (low oxygen) in the setting of a warm shower (with possible vasodilation) and period without supplemental oxygen.
	South Eastern Sydney Local Health District 
	I recommend that a component of the training for nursing staff addresses the phenomenon of 

‘fixation errors’ particularly as it relates to assessment of result of monitoring equipment.
	By letter dated 1 March 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows: 
Recommendation – supported and completed 

‘South Eastern Sydney LHD advised that in support of the increase in knowledge of fixation errors amongst staff there have been a number of actions undertaken by the District, which includes the provision of four 'Fixation Error' education sessions between October and November 2018. These sessions were for all staff, with attendance inclusive of paediatric nursing and medical staff.

In addition to this, implementation of the education sessions has commenced across the organisation since January 2019. The development of an on-line HETI learning module by the Staff Education Department is planned for completion by December 2019. 

Other developments also include the introduction of the Children's Ward High Acuity Patient system, which provides increased rigor in the flagging of children of high acuity to ensure the delivery of increased monitoring and nursing care. NSW Health currently is an active participant in the ACI Paediatric Improvement Collaborative, which includes both Queensland and Victoria Health. This Collaborative has progressed the development of paediatric clinical guidelines for a number of topics, with over 80 converted to 'Statewide guidelines' to support a broader reach in audience.’

	
	
	
	
	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Quinn MARTIN
	State Coroner 

Mabbutt 

12 July 2018

At Glebe  


	Mr Quinn Martin died between 7 December 2012 and 31 December 2014 in Colo Vale NSW. The cause of death is undetermined. The manner of death was homicide by a person or persons unknown. 
	NSW Commissioner of Police 
	I recommend that the death of Mr Martin be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation. 
	On 6 August 2018, Mr M J Fuller APM, advised the Attorney General as follows:
“I can confirm that the matter has been referred to and accepted by the Homicide Squad Unsolved Homicide Unit and will be progressed at the earliest opportunity in accordance with protocols”. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Marlon McDONALD
	Deputy State Coroner 

Grahame

2 November 2018 

At Glebe  


	Marlon Shawn McDonald is dead. He died on or shortly after 5 September 2012. He died in NSW. His cause of death remains unknown His death is suspicious. I am unable to make further findings in relation to the manner of his death.
	NSW Commissioner of Police 
	I recommend that the death of Mr McDonald be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation. 

I recommend that the NSW Police Force apply for an support the provision of a reward relating to information which leads to the recover and return of Marlon McDonald’s remains to his family. 
	On 21 November 2018, Mr M J Fuller APM, advised the Attorney General as follows:

“I can confirm that the matter has been referred to and accepted by the Homicide Squad Unsolved Homicide Unit and will be progressed at the earliest opportunity in accordance with protocols. Consideration will be given as to whether an offer of a reward may assist the investigation of this matter”. 



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Tahlia PEDEN

	DSC

O’Sullivan 

At Glebe 

On 12-14 March 2018 

30 April 2018


	Tahlia Peden died on 28 November 2015 at Goulburn TAFE in Goulburn New South Wales.   The cause of death was hanging and the manner of death was by tying a rope around her neck and suspending herself from a railing with the intention of ending her life. 
	NSW Health/

Southern NSW Local Health District 
	1. That the Southern NSW Local Health District raise for discussion at the VAN Senior Executives Advisory Group Meeting procedures for SAS Client referral from district to district and for that purpose, a copy of these findings be provided to attendees to facilitate discussion. 

2. That a copy of these findings be provided to the NSW Health Team at the Joint Investigation Response Team (JIRT) Referral Unit (JRU) to consider clarification around reference to time frames in JRU documents that are referred to a NSW Health Service. 

3. That a copy of these findings be provided to any

committee overseeing the introduction of the Central Intake System and the audit of the use of the suicide risk assessment tool within the

Southern NSW Local Health District with a view to

ensuring that the proposed changes do not lead to any increased delay in client’s accessing SAS or mental health services within the District.
	By letter dated 28 February 2019 the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:
Recommendation 1 – Supported and completed 
The findings of the this coronial inquest along with the details of Talia Peden’s experience was presented to the Violence Abuse and Neglect (VAN) Senior Executives Advisory Group on 13 September 2018. The group had put forward specific procedures for Sexual Assault Services client referrals from district to district and these will be outlined in the new draft NSW Health Sexual Assault Policy and Procedures.  This state-wide policy will be finalised by mid -2019. 

The findings of this coronial hearing along with details of Tahlia Peden’s experience have also been tabled at the VAN Senior Managers Meeting on 20 February 2019 which is a state-wide forum of frontline managers, for review and discussion.  
Recommendation 2 – Supported and completed 
In response to this recommendation, a working party was established to review how timeframe information is provided by the JRU to all health services in Guidelines and Forms. The JRU Health Referral Form working group met on 20 September 2018 and the feedback provided resulted in a new draft form being developed.  The form is being presented at the upcoming VAN Senior Managers meeting for endorsement. 

Recommendation 3 – Supported and Completed 

These findings were provided to the Integrated Violence Abuse and Neglect Clinical Leaders and Central Intake Management staff, and based on this, they meet monthly to review referrals and to check progress of referrals within this system. 

In relation to clients accessing mental health sexual services following sexual assault services’ risk assessment, two preliminary overall audits have occurred and a full audit specific to risk assessment was finalised in January 2019. Meetings between the Southern NSW Local Health District Sexual Assault Service Clinical Leader and the Integrated Violence Abuse and Neglect services (IVANS) Manager have been held regularly to assess progress against the outcome of the audit. 

I trust that this response confirms NSW Health’s commitment to a process of continuous improvement and delivering the best possible care to patients, and safety and quality in the health system. ‘


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jaxon McGROREY- SMITH 


	Deputy State Coroner 

Lee 

29-31 October 2018

14 November  2018

At Glebe 
	I find that Jaxon McGrorey- Smith died on 18 November 2011 at New Lambton NSW 2305. The cause of death was neonatal encephalopatthy due to perinatal compromise. Jaxon died from natural causes. 

	NSW Minister for Health
	1) I recommend that a copy of the reports of Professor Dominic Wilkinson dated 7 September 2018 and 27 October 2018 be forwarded to the NSW Minister for Health, together with a transcript of the oral evidence of Dr Peter Campbell, Associate Professor Nick Evans, and Professor Wilkinson, given on 30 October 2018, for the Minister’s consideration regarding Recommendation 2.
2) I recommend to the NSW Minister for Health that, having regard to the material referred to in Recommendation 1, consideration be given to the following matters as they apply to any review of the NSW Health End-of-Life Care and Decision-Making – Guidelines (GL2005_057) (the NSW Guidelines): 

(a) Whether the NSW Guidelines ought to refer to palliative care professionals, and the role that such professionals might play in the end-of-life care and decision-making for infants and children; and 

(b) Whether the NSW Guidelines ought to refer to resuscitation plans and advance care plans in general, and for neonates less than 29 days old in particular. 
	By letter dated 25 August 2020, the Minister for Health and Medical Research, Brad Hazzard advised the following: 
Recommendation 1 – Noted
NSW Health advises that it has received a copy of the reports from Professor Dominic Wilkinson dated 7 September 2018 and 27 October 2018. NSW Health will have regard to the reports as part of the review referred to in the response to recommendation 2. 
Recommendation 2 – Supported in principle 

NSW Health supports this recommendation in-principle and is conducting a review of the NSW Health End-of-Life Care and Decision-Making-Guidelines GL2005_057 (the NSW Guidelines). 

The review into the NSW Guidelines will be finalised this financial year (2020/21 ). The review will consider what guidance is needed for NSW Health in relation to ensuring palliative care professionals are adequately involved in the care and decision-making for infants and children, including neonates less than 29 days old.
An ongoing focus for NSW Health is the specialist Paediatric Palliative Care Program, a state-wide service provided by Sydney Children's Hospital Network and John Hunter Children's Hospital, Newcastle. The program provides a consultation service to health care teams, community staff, carers and/or parents as needed to support them in their location of choice or with their goals of care. Consultation has occurred with neonatal health professionals to initiate the Last Days of Life Toolkit- Paediatric and Neonatal. The toolkit sets out a framework of care based on best practice to guide clinicians in the provision of high-quality end of life care to paediatrics and neonates. 
The toolkit emphasises that clinicians can contact the NSW Specialist Paediatric Palliative Care (PPC) services, including after hours, if they require further advice. Completion of a resuscitation plan or equivalent document is outlined as a mandatory principle for initiating the toolkit. 
NSW Health advises that the following actions have been untaken thus far in relation to the toolkit:
· Completion of the state-wide clinical consultation and initial simulation testing of toolkit

· Family information sheets are finalised with input from NSW PPC Programme Parent/Carer Representatives

· The NSW Health State-wide Forms Committee has approved the toolkit forms for piloting in the clinical setting

· Sydney Children's Hospital Network Clinical Governance Unit has approved a pilot of toolkit.

· Approval is being progressed for a pilot at John Hunter Children's Hospital.

· Planned next steps for 2020/21 include: pilot phases, toolkit updates and further roll-out, and the development of an eLearning education module.
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	Margaret (Margot) PEGUM


	Deputy State Coroner 

Ryan

3-5 APRIL 2018

26 April 2018

 
	That Margaret Pegum, aged 67 years, died on 6 July 2015 at the Prince of Wales Hospital Randwick, NSW, from complication arising from a bariatric intragastric balloon procedure.  The cause of death was sepsis as the result of gastric perforation. 
	To the Australian and New Zealand Metabolic and Obesity Surgery Society
	1. That consideration be given to developing guidelines concerning intragastric balloon procedures covering patient selection and exclusion criteria, indications and contraindications, risks, and appropriate follow up care and advice. 

2. That consideration be given to compiling a data registry with details and outcomes for all bariatric patients, aimed at providing clinicians and prospective patients with evidence-based information to guide decisions about the various bariatric options. 


	By letter dated 31 May 2019 the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:
Recommendation 1 – Supported 

NSW Health supports this recommendation and is undertaking consultation regarding its implementation.

Bariatric surgery is not a routine procedure performed within the NSW public hospital system, with Blacktown and Concord Hospitals the primary public hospitals which currently provide this service. The common recommendation for persons interested in this surgery is to explore less invasive ways of reducing body weight, such as exercise and maintaining a healthy diet. Prior to the consideration of bariatric surgery, patients are to complete a multidisciplinary metabolic clinic program designed to provide education on obesity, healthy eating, and exercise and weight loss options which may be inclusive of metabolic surgical procedures.
NSW Health recognises that a critical component of care post metabolic surgery procedures is the provision of physical and mental health support. A number of public hospitals across NSW provide access to multidisciplinary bariatric clinics (Camden, Royal Prince Alfred, Concord and Nepean Hospitals) for any guidance and further support required by patients. In addition to this, NSW Health has readily available the 'Get Healthy Information and Coaching Service', a free telephone and web-based service where advice and support is provided by health coaches who are qualified dieticians, exercise physiologists, psychologists and nurses.
Recommendation 2 - Supported

NSW Health supports this recommendation, noting that there is currently an Australian Bariatric Surgery Register owned by Monash University where individual clinicians provide clinical details of patients who have had this procedure. The primary aim of this register is to measure outcomes for patients undergoing bariatric surgery across practices in Australia, with the outcomes provided to a number of stakeholders, which includes hospitals and government bodies to support quality and safety improvements. An ongoing focus for NSW Health is the assurance that the established multidisciplinary model of care at bariatric clinics operating at public hospitals continues to offer patients with the necessary options for weight loss before the consideration of an intragastric balloon or gastric bypass procedure.
Furthermore, the Clinical Excellence Commission has developed the 'SEPSIS KILLS Program' which provides clinicians with tools and resources to assist in the recognition and management of sepsis. The program includes two online modules for both Inpatient and Emergency, which contain adult and paediatric case studies and information on sepsis pathways.


	FUTURE – Next response
	The  Australian and New Zealand Metabolic and Obesity Surgery Society is not a NSW Government agency and is not obligated to respond to the Attorney General  as required by Premier’s Memorandum 2009-12. Any response received will be recorded in this Table.
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	Michaela PERRIN 


	Deputy State Coroner  

Grahame 

24- 28  April 2017

27 – 28  November 2017
12 February

2018, 27 February 2018
At Glebe 
	Michaela Perrin died on 22 October 201 at Lismore Base Hospital. The cause of her death was sepsis. The death was avoidable and was caused by grossly inadequate medical care 
	To Northern NSW Local Health District
	I recommend that consideration is given to using Michaela's story of rapid deterioration from

maternal sepsis as a case study for educating midwives and other staff at the Lismore Base

Hospital Maternity Unit.
	By letter dated 1 March 2019, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General  as follows:

‘Northern NSW LHD (NNSWLHD) has developed an education video utilising the lessons learned from Ms Perrin's story which outlines the care features for early recognition, assessment and management of patients with sepsis. The video is available 24hrs a day, seven days a week on the NNSWLHD intranet site for staff education and Nursing and Midwifery staff are encouraged

to regularly review the video to ensure key performance indicators evaluating education outcomes and clinical management of sepsis are maintained.
Since June 2018 the video has been included as part of the Richmond Network Detect training and LHD service level education training sessions across Tweed, Grafton and

Lismore Hospitals. Since the inclusion of the video, seven Detect sessions and 12 LHD service level education sessions have been conducted with a total of 185 staff attending.

NNSWLHD is committed to ensuring the video continues to be utilised for education and training in sepsis across the LHD therefore regularly evaluates the video to improve its

accuracy and effectiveness.

In further support of statewide awareness of sepsis, the Clinical Excellence Commission has developed the 'SEPSIS KILLS Program' which provides clinicians with a number of tools and

resources to assist in the recognition and management of sepsis. The program includes two online modules 1). Inpatient SEPSIS KILLS which is for staff who work in an inpatient setting,

and 2). Emergency SEPSIS KILLS which is targeted towards clinicians who work in an Emergency environment. Both these modules contain adult and paediatric case studies and

information on the use of Sepsis Pathways.


	
	
	
	To the Health Care Complaints Commission


	I recommend that a copy of these findings be forwarded to the Health Care Complaints Commission (HCCC) so that consideration may be given to an investigation of Dr

Penaneuva's clinical conduct.
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	Malay RANA 


	State Coroner Mabbutt 

14 – 17 May 2018

6 June 2018

At Glebe 


	That Dr Malay Rana died on 28 April 2015 at Westmead Hospital New South Wales.  The cause of death was loss of airway control and blockage due to aspiration from complication of a small bowel obstruction. 

The manner of death was the failure to diagnose clinical deterioration while receiving treatment as a patient at Westmead Hospital.


	Minister for Health


	I recommend the establishment of a specialized ward for the care and treatment of patients diagnosed with cystic fibrosis at Westmead Hospital.

	By letter dated 28 February 2019, the Hon B Hazzard MP, Minister for Health, advised the Attorney General  as follows:

‘Westmead Hospital provides care to consumers living with cystic fibrosis (CF) as part of the

NSW Cystic Fibrosis Network as an Adult Specialist Cystic Fibrosis Centre. Patients with CF are treated and cared for within an existing model of care provided for respiratory patients.

Westmead Hospital has a Respiratory Ward with four dedicated beds which provides specialised care for CF patients, with a comprehensive specialist outpatient service available

to support this cohort of patients.
Following the death of Dr Rana, the Westmead Cystic Fibrosis Specialist Service (CFSS) and WSLHD Health Services Planning and Development conducted a local gap analysis,

including the documentation of results to ensure alignment with the Agency for Clinical Innovation CF model of care. The CFSS has also identified opportunities to progress a local model of care, with a number of recommendations made in relation to the further

development of funding for statewide service delivery, Hospital in the Home, the building of professional development in other services and educational material.

To further support this recommendation, I have personally met with Mr and Mrs Rana (Malay's parents) and Dr Odette Erskine in September 2018 to discuss the recommendation.

In addition to this, a meeting was convened in November 2018 with Malay's parents and a number of relevant health specialists to further discuss the provision of specialised CF care, and best practice guidelines at a local and international level.

	FUTURE – Next response
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	‘RR’


	Deputy State Coroner
Magistrate

Harriet Grahame

3 - 5 December 2018

19 December 2018

Glebe
	That RR died on 21 April 2015 at Bloomfield Hospital, Orange NSW.
The cause of death was neck compression.

The manner of death was intentionally self-inflicted. She died after hanging herself.
	Western New South Wales Local Health District (“WNSWLHD”)
	I recommend that:

1. WNSWLHD give consideration to extending the prohibited items list in the Adult Acute Unit to include ”Ribbons, cords, clothing belts, and clothing which has ties” in line with the restrictions currently in  place in the Mental Health Intensive Care Unit (MHICU); and

2. WNSWLHD give full consideration to the results of the Back to Base Oximetry Trial currently being undertaken by the Black Dog Institute and Hunter New England Local Health District when they become available, with a view to assessing whether the technology would be useful at Bloomfield Hospital.

	Response from the Hon Brad Hazzard
1. In June 2019, the Western NSW Local Health District revised the local operating procedure for Prohibited Items in the Adult Acute Unit to include “Ribbons, cords, clothing belts and clothing which has ties.” Discussion on the revised prohibited items list has occurred with staff, who were required to confirm knowledge of the procedure via signature. 
The NSW Health policy directive PD2017_025 ‘Engagement and Observation in Mental Health Impatient Units’ also outlines the requirements of mental health clinicians during their engagement and observation of consumers. Both of these practices assist in informing staff of ongoing planning and clinical decisions. 

2. This recommendation is supported by the Western NSW local Health District. The results of the collaborative trial between Hunter New England Mental Health Services and the Black Dog Institute have informed consideration of back-to-base pulse oximetry units at Bloomfield Hospital. 

I have been advised that the Western NSW Local Health District has contacted the lead researcher of the back-to-base plus oximetry trial to discuss findings outlined within the ‘Back-to-base pulse oximetry monitoring for suicidal behaviours in mental health care settings’ report. Due to the identified challenges with patient acceptability of the current technology, the Western NSW Local Health District has decided to consider future technological advancements prior to the implementation of such a system. As mandated by PD2017_025 ‘Engagement and Observation in Mental Health Inpatient Units’, clinical staff will maintain a standardised approach to the allocation and review of observation levels within mental health inpatient units. 

NSW Health will continue to invest in the provision of best practice crisis care and support, the building of local community resilience and further improving systems and practices to support the elimination of suicide and suicide attempts amongst people in inpatient and community care settings in NSW. The ongoing commitment towards supporting mental health consumers is evident through the new towards Zero Suicides initiatives which address the priorities of the ‘Strategic Framework for Suicide Prevention in NSW 2018-2023’.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Geoffrey RICHARDSON 


	Deputy State Coroner Lee

12-14 June 2018

6 July 2018 

At Glebe 
	That Sergeant

Geoffrey Richardson died on 5 March 2016 at Allandale NSW 2320. Sgt Richardson died from multiple injuries. Sgt Richardson suffered the  multiple injuries whilst on duty in the course of a police operation, when the police vehicle that he was driving failed to negotiate a sweeping bend, causing it to leave the road and impact with a tree. 
	NSW Commissioner of Police 
	1. I recommend that consideration be given to reviewing the current version of the NSW Police Force Safe Driving Policy to ensure that it provides: 

(a) an unequivocal definition of the term “termination” as it relates to pursuits; 

(b) clear indication as to whether, and in what circumstances, losing sight of a pursued vehicle amounts to termination of a pursuit; and 

(c) for consistency in language and instructions to police officers in relation to when a pursuit is terminated. 

2. I recommend that consideration be given to the establishment of a standard VKG broadcast at the termination of a pursuit to: 

(a) confirm the termination of the pursuit; 

(b) direct involved police officers to cease pursuing and stop following a pursued vehicle, and to return to driving at the legal speed limit; and 

(c) remind involved police officers of the requirement for approval to be given before a pursuit is re-initiated. 

I further recommend that the establishment of such a standard VKG broadcast to be incorporated into relevant training packages provided to both VKG Shift Coordinators and VKG dispatchers. 
	On 2 September 2019, the Commissioner of Police, MJ Fuller APM, advised the Attorney General as follows: 
Recommendation 1
‘The NSWPF Traffic and Highway Patrol Command and the State Pursuit Management Committee considered the Coroner’s recommendations during the review of the SDP.  While the wording of the SDP is considered adequate the application by police and radio operators of the policy suggests further training is warranted.  

The revised SDP wads approved on 26 June 2019 and was disseminated state wide to all members of the NSWPF.  A range of mandatory training  packages will be utilised to ensure all sworn and relevant unsworn members are aware of changes to the SDP. Within these packages the application of ‘termination’ of pursuits will be reinforced. This will ensure that:

There is a clear understanding of the term ‘termination’ as it relates to pursuits

NSW Police Force sworn staff are instructed during training of the application of ‘termination’ as it relates to pursuits in training; and 

Radio Operations Group will broadcast their messages on the ‘termination’ of a pursuit.

The Radio Communications Group has enhanced internal training procedures in line with the Coroner’s recommendations and the SDP. 
Recommendation 2

All NSWPF Radio Operations Group staff have completed Verint eLearning lessons that include changes to policy and procedures resulting from the Coroner’s recommendations. In addition, the suggested wording regarding the termination of pursuits has been placed at every console in the radio operations centres.
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	Glen RUSSELL

2015-125390

	Deputy State Coroner Stone 

26 June 2018

At Newcastle Court House 
	That Glen Russell died on 27 April 2015 while on remand at Cessnock Correctional Centre.

The cause of death was asphyxia arising from neck compression, which had been done with the intention of ending his life. 
	Justice Health and Forensic Mental Health Network  
	1) The current template for the "Reception Screening Assessment" form, in

circumstances where the patient answers "yes" to any of the 3 mandatory questions under the heading "Suicide risk assessment", be amended to also mandate the clinician record answers to the further clarifying question set out under each

mandatory question.

2) The current proposed clarification of the patient appointment priority rating

categories from 1 - 5 on the 'Patient Administration System" include clarification

of the rating categories so far as they apply to patients requiring mental health

assessments.

	Recommendation 1 – Supported
By letter dated 28 February 2019, the Hon B Hazzard MP, Minister for Health, advised that JH&FMHN has revised the Reception Screening Assessment (RAS) Form and mandated all of the questions under the Suicide Risk Assessment Section assessing the person's history of mental health illness, self-harm, suicidal ideation and mental health treatment. The revised RSA Form was implemented in November 2018 following endorsement by the Clinical Operations Committee and escalation to Information Management as a priority to ensure the revised RSA form was available in the Justice Health Electronic Health Service. The RSA Form will be reviewed and monitored by the Clinical Operations Committee to ensure adequate intake screening and assessment of suicide risk.
Recommendation 2 – supported 
By letter dated 28 February 2019, the Hon B Hazzard MP, Minister for Health, advised that JH&FMHN is supportive of this recommendation and prior to the Coroner's recommendation was undertaking a review of the Patient Administration System (PAS) Waiting List Priority Level Protocol. JH&FMHN has updated Section 7.4: Custodial Mental Health to include descriptors and conditions for each patient appointment priority rating to guide the clinical judgment of generalists and primary care nursing staff. The PAS Waiting List Priority Level

Protocol will be reviewed by the Clinical Operations Committee in November 2019 and subsequently will be reviewed every three years to ensure clinicians are managing waiting lists and patients are treated within clinically appropriate timeframes.

	
	
	
	Commissioner of CSNSW 


	1. That the current ongoing revision of the Operations Procedures Manual (or its replacement)  includes clarification for CSNSW officers on the interaction between (a) the safety and security requirements for officers opening cells in response to a cell alarm in maximum security centres  and (b) the duties of a first responding officers in a potential death in custody situation. 

2. That consideration be given to amending the current CSNSW Intake Screening Questionnaire to ensure that currently consolidated questions concerning self-harm  and suicide (both current plans and previous acts/ attempts) are separated into separate questions as follows:

· Do you have any current plans to hurt yourself?

· Do you have any current plans to end your life?

· Have you ever previously tried to hurt yourself?

· Have you ever previously tried to end your life?

3) That consideration be given to amending the current consolidation question in the CSNSW Reception Checklist concerning ‘current thoughts of self harm / suicide’ to have two discrete questions, one addressing current thoughts of self harm and one addressing current thoughts of suicide. 

4) That consideration be given to amending the current CSNSW “Intake Screening Questionnaire”, to ensure that currently consolidated questions concerning self-harm and suicide (both current plans and previous acts/attempts) are separated into separate questions as follows:

• Do you have any current plans to hurt yourself?

• Do you have any current plans to end your life?

• Have you ever previously tried to hurt yourself?

• Have you ever previously tried to end your life?
5) That consideration be given to amending the current consolidated question in the CSNSW “Reception Checklist” concerning “current thoughts of self-harm/suicide” to have two discrete questions, one addressing current thoughts of self-harm and one addressing current thoughts of suicide. (I note from the Commissioners submissions that this has already been revised).

	The following actions have been taken to address  Recommendation 1
The relevant OPM policy and procedures were reviewed and superseded on 16 December 2017 with the release of the Custodial Operations Policy and Procedures Manual (COPP). 
Responding to cell call alarms is referenced in COPP section 5.5. The new COPP details 

Which cell calls require staff to immediately respond to the cell (COPP 5.5.2.2)

The procedures for answering and responding to cell call alarms in minimum and medium security correctional centres, including minimum number of staff to attend the cell. (COPP 5.5.2.3)

The procedures for answering and responding to cell call alarms in maximum security correctional centres including minimum number of staff to attend the cell (COPP 5.5.2.4)
COPP 5.5.2.2 also states that the Governor of a correctional centre may develop a Local Operating Procedure (LOP) which must: 

· Identify which staff must respond to every cell call alarm 

· Cover the responsibilities on all shifts

· State if a third officer attending is to be armed

· Stipulate the number of staff required to attend the cell call alarm if different from the number identified in procedure tables. 

In addition, the Brush Farm Academy provides scenario based deaths in custody training to trainee officers such as ‘man down’ training, which was implemented following the death of a CSNSW officer in 2010 following assault by an inmate. The face to face training is mapped to Unit of Competency in the Cert III in Correctional Practice. 

The Serious Incidents Module provides trainees with information that captures all types of serious incidents within a Correctional Centre. These are delivered by way of theoretical components which are complemented by a series of serious incident practical training assessments in which participants are confronted with a number of scenarios including a ‘slash up’, non-compliant inmate and man down.  
Information concerning deaths in custody is also contained in the Facilitator Guide Session Plan 48 – Deaths in Custody. 
Recommendation 2
CSNSW reviewed and amended the Intake Screening Questionnaire.  Version 5 of the IQS was administered to Mr Russell in 2015. This version is no longer in use. 
IQS Version 6 (IQS6) is the current ISQ in use and was implemented in May 2017.  A changing of the wording of questions in the ISQ6 to separate self-harm and suicide, is possible in OIMS.  However it must be noted that changing the wording or adding questions in sequence in OIMS means a review of the entire questionnaire as its impacts on the answers and analysing the data of past ISQs – this will incur a cost. 

The ISQ will be revised in 2020. This follows the review being completed in 2019.  The revision of the ISQ will incorporate an analysis of separating out the questions pertaining to self-harm and suicide. JH & FMHN policy has been updated for protective custody. 

Recommendation 3
The reception checklist is now operational. 

Inmates on reception are now strip searched and officers note if the inmates has any marks on their body and their location such as tattoos and/or scars and record them on the IIO form.  The inmates is usually questioned in relation to any injuries or scars seen and reported accordingly in relation to the response. 

Currently the RSIO training covers the following information:

· The part of the screening is to assess an inmate’s risk of self harm and suicide at the time of reception. 

· An assessment of self harm/suicide requires the screener to weigh up all the information captured through the inmate’s responses to questions, comments, a visual assessment of the inmate, inmate’s current situation and any previous attempts. 

· Although the screener is not a mental health professional, within the limits of their training and experience the screener will need to make a decision which provides the safest space, observation regime, conditions and treatment to assist the inmate and manage the risk. 

· Interview skills to ask clear and specific questions to obtain relevant information related to self-harm and suicide. 
Staff new to screening are required to observe experienced screeners administering the ISQ 6. 
Recommendation 4 – Completed – Supported
CSNSW reviewed and amended the Intake Screening Questionnaire.  Version 5 of the IQS was administered to Mr Russell in 2015. This version is no longer in use. IQS Version 6 (IQS6) is the current ISQ in use and was implemented in May 2017.  A changing of the wording of questions in the ISQ6 to separate self-harm and suicide, is possible in OIMS.  However it must be noted that changing the wording or adding questions in sequence in OIMS means a review of the entire questionnaire as its impacts on the answers and analysing the data of past ISQs – this will incur a cost. The ISQ will be revised in 2020. This follows the review being completed in 2019.  The revision of the ISQ will incorporate an analysis of separating out the questions pertaining to self-harm and suicide. JH & FMHN policy has been updated for protective custody.
Recommendation 5 – Completed – Supported

The reception checklist is now operational.  Inmates on reception are now strip searched and officers note if the inmates has any marks on their body and their location such as tattoos and/or scars and record them on the IIO form.  The inmates is usually questioned in relation to any injuries or scars seen and reported accordingly in relation to the response.  Currently the RSIO training covers the following information:

•The part of the screening is to assess an inmate’s risk of self harm and suicide at the time of reception. 

•An assessment of self harm/suicide requires the screener to weigh up all the information captured through the inmate’s responses to questions, comments, a visual assessment of the inmate, inmate’s current situation and any previous attempts. 

•Although the screener is not a mental health professional, within the limits of their training and experience the screener will need to make a decision which provides the safest space, observation regime, conditions and treatment to assist the inmate and manage the risk. 

•Interview skills to ask clear and specific questions to obtain relevant information related to self-harm and suicide. 

Staff new to screening are required to observe experienced screeners administering the ISQ 6.
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	XX (Saha)


	Magistrate Holmes 
	
	Armidale Regional Council 
	
	On 21 May 2018 the Minister for Local Government, the Hon GC Upton MP, advised the Attorney General  as follows:
‘In response to Recommendation 1, the Council has agreed with the NSW Environment Protection Authority (EPA) on a strategy to clear the revetment walled channel of Dumaresq Creek. Willow stems have been cut and painted with herbicide on 16 April 2018 and this will be followed by application of herbicide to reeds, rushes and other obstructive vegetation. 
In response to Recommendation 2, Council has now erected warning signs alerting the public to the potential drowning hazard in the creek bank area of Curtis Park. 

In response to both Recommendations 1 and 2, council has engaged a consultant to develop a Dumaresq Creek Master Plan. The Master Plan will specifically address further preventative measures, flooding, community safety and reshaping the creek banks, as well as a holisitic vision and plan for the urban reaches of Dumaresq Creek. An inception meeting with the consultant was held on 16 February 2018. 
An amount of $80.000 was allocated in the 2017 and 2018 budget for the development of the master plan.  The cost of signage and clearing of vegetation is expected to be approximately $5,000.’
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	Solomon Te

Kohekohe SHORTLAND 

2017/5348

	State Coroner Mabbutt

31 October 2018 

At Glebe 


	Solomon Te Kohekohe Shortland died on 5 January 2017 at Vardys Road Kings Park, New South Wales. 

The cause of his death was multiple injuries. He dies in the course of a police operation, accidentally falling into a lane of moving traffic and was struck by a truck whilst attempting to restrain a load on a vehicle. 

 
	Commissioner of Police 
	I recommend the Commissioner consider inserting the following information in the Motor Vehicle Stopping Techniques and Procedures (MVSTP): 
On Page 2: In addition to your own safety, and that of any colleague working with you, consideration needs to be given to the safety of any driver, or passenger should they leave the vehicle. Such persons may become upset simply because they have been stopped or by action you may take. They may move outside the “corridor of safety” you have created and place themselves at risk by being struck by passing traffic. Whilst you have no specific power to direct these persons to a particular place (unless you have placed them under arrest for a specific offence) it is recommended you suggest that they either remain within the vehicle or stand on its nearside until the stop has been completed. 
On Page 3: In circumstances where it is envisaged that the driver of the vehicle you have decided to stop will be requested to exit the vehicle for example, to inspect or rectify an unsecured load, a stopping location off the roadway where possible, should be selected.

	By letter dated 5 April 2019, the Acting Commissioner of Police, DW Hudson APM, advised the Attorney General  as follows:
‘In response to the Coroner’s recommendation the MVSTP has been amended to reflect the intent of the recommendation. Whilst the exact wording of the Coroner has not been replicated, the MVSTP document now clearly outlines that police must take into account their own safety, that of their colleagues and that of drivers and passengers of vehicle they have cause to stop in the execution of their duties. The amendment also refers to situations that may involve police stopping a vehicle for the purpose of rectifying an unsecured load and the location at which that may take place.’
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	Kyal

SINGH
	Deputy State Coroner Lee

21-24 May 2018

22 June 2018 

At Glebe
	Mr Kyal Singh died on 18 March 2016 at East Lismore NSW 2480. The cause of death was a gunshot wound to the head. Mr Singh died as a consequence of actions taken by him with the intention of ending life, during the course of a police operation. 
	NSW Commissioner of Police
	I recommend that consideration be given to using the experience of Kyal Singh’s family during the events of 16 and 18 March 2016 (with appropriate anonymization, and conditional upon consent being provided to Kyal Singh’s family) in an appropriate case study part future training packages provided by the NSW Police Negotiation Unit to police negotiators gathering from, and impartation of information to, family members of subject persons involved in high-risk incident. 
	On 27 August 2018, Mr M J Fuller APM, Commissioner of Police, advised the Attorney General, as follows:

“The NSW Police Force supports the Coroner’s recommendation and I can advise that the Negotiation Unit is well underway in implementing the recommendation. Specifically, the high-risk incident involving the death of Kyal Singh is being used in a training exercise in the 2018-2019 Tactical Operations Regional Support annual training and accreditation sessions being delivered to all negotiators”. 
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	Braxton SLAGER 


	Deputy State Coroner  Grahame 

At Glebe 

28 August – 1 Sept 2017

27 March 2018
	The person who died was Braxton Slager. He died on 13 September 2014 at 58 Sentry Drive Stanhope Gardens NSW. He died from drowning while unsupervised after gaining entry to a non compliant swimming pool while living in temporary out of home care. 


	Office of the Children’s Guardian
	That Life Without Borders (‘LWB’) and other providers of Out of Home Care accredited by the Office of the Children’s Guardian ought, at the agency’s expense, offer psychological evaluation and support when a foster carer ceases to be the carer for a foster child for whom the carer provided care for an extensive period.  This should occur before any new child is placed with the carer. The undertaking to provide such psychological assistance should be made a condition of accreditation. 
	Awaited 

	
	
	
	Life Without Barriers 
	1. That a copy of these findings, reasons and recommendations, together with 1) tabs 7 and 7A and 73 and 74 of the Slager Coronial Brief, ii) the joint Child Death Report concerning the death of Braxton Slager and iii) the statement of Roderick Best dated 5 July 2017 and the transcript of his evidence on 1 September 2017 be provided by LWB  to the Office of the Children’s Guardian for the purpose of the next reaccreditation of LWB as a provider of out of home care. 
2. That Mr Best, or the person at the time occupying his position, provide a copy of these findings, reasons and recommendations, together with 1) tabs 7 and 7A and 73 and 74 of the Slager Coronial Brief, ii) the joint Child Death Report concerning the death of Braxton Slager and iii) the statement of Roderick Best dated 5 July 2017 and the transcript of his evidence on 1 September 2017  to each member of the Board of Directors of LWB and advise the Coroners Court when this has been done.

	

	
	
	
	The Department of Family and Community Services 
	That where FACS retain care and case management responsibility for a child, FACS should  undertake a visit, together with the accredited agency and with the foster carers at the carer’s home to satisfy itself that the home environment is suitable and that the foster child is settling in and so that the foster parents have an opportunity to raise any issues with both FACS and the agency together. 

	By letter received on 11 March 2020 from Michael Coutts-Trotter, Secretary of the Department of Communities and Justice, the Attorney General was advised as follows: 

Recommendation 4 – Supported

In late 2019, the Department commenced a review of 17 practice mandates. The review of the Placing a child in OOHC and supporting them through their transition mandate will take into account the recommendations made by the Coroner. It is anticipated the review will be completed by mid-June 2020. 
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	Mellissa, STANDEN
	State Coroner Mabbutt

At Glebe 

27 – 31 Aug 18

25 Sept 18
	Melissa Standen died on 14 January 2015 at Westmead Children’s Hospital. The cause of death was hanging as a result of a fall from a bed at Allowah Hospital due to failures to implement proper systems for risk assessment, bed selection and the training of staff for a child patient with profound disabilities. 
	NSW Minister of Health
	It is recommended that a group of appropriately qualified experts, in consultation with organisations that represent or care for children with physical and neurological disabilities develop a standard, guideline or other type of publication, which is directed to improving the safety of beds used by children with physical and/or neurological disabilities including:

1. How to conduct a thorough assessment, taking into account characteristics such as any movement disorder and bed mobility to determine the risk of entrapment, entanglement, fall or injury to a child. That such assessment occur prior to a child with a physical and/or neurological disability being placed in any bed. The assessment of bed accessories or equipment, and strategies to eliminate or appropriately minimise risks.

2. Recommended appropriate training in relation to matters listed in (1) above.

3. Recommended proper review procedures or re-evaluation of the matters listed in (1) above. 

4. Any other matter that the group considers appropriate to ensure bed safety. 
	Awaited 

	
	
	
	
	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	SPRINGWOOD MOUNT VICTORIA FIRES


	Magistrate Toose Coroner 

23 May  2018 

At Katoomba Courthouse 


	Linksview Road Springwood NSW

17 October – 13 November 2013

The fire was ignited by the effects of arcing of electrical conductors after the impact by a tree at 108 Linksview Road Springwood. 


Mount York Road, Mount Victoria NSW 

17 October 2013 – 11 November 2013

The fire was caused by electrical arcing  when a tree branch located on a property at 80-92 Mount York Road Mt Victoria impacted with high voltage conductors, leading to the ignition of foliage on the ground.


	Endeavour Energy
	1. That Endeavour Energy revise its policies, procedures and contracts taking into accounts amendments to MM10001 and MM20013 so as to clarify in clear and concise wording the expectations of Endeavour Energy of the contractors and the obligations of contractors carrying out work under the Vegetation Management Program and Pre Summer Bush Fire Inspection Program. 
2. That Endeavour Energy revise its policies, procedures and contracts so as to require contractors engaged under the Vegetation Management Program and Pre Summer Bush Fire Inspection Program to ensure that persons carrying out scoping work have received appropriate training and equipment including but not limited to a ‘sounding hammer’ or ‘rubber mallet’ and the appropriate training in the use of that equipment to enable them to carry out the works contracted to be performed. 


	Awaited. 

	
	
	
	NSW Police Force 


	3. That the Commissioner of Police (in consultation with the Rural Fire Service and Fire and Rescue NSW if desirable) give consideration to providing personal protective equipment and basic training in the use of that equipment to Police officers in bush fire prone areas. 

4. That the Commissioner of Police give consideration to establishing a working party of relevant government and non-government organisations with the aim of developing a system of Disaster Victim Registration which obviates the need for persons involved in natural disasters to complete multiple documents or other forms of registration. 


	The Minister for Emergency Services the Hon Troy Grant MP, advised the Attorney General  in July 2019 as follows:

Recommendation 3 – Supported  

In the aftermath of the Springwood and Mt Victoria fires, protective Bushfire Kits were distributed state-wide from 1 July 2014 and are now carried in all general duties vehicles and other command vehicles in districts with areas at risk of bushfires. The Kits contain 2 x goggles, 2 x P2 breathing masks, 2 x helmets and 2 x PCA fire blankets that meet appropriate Australian Standards.  A further audit was carried out in June/ July 2018.

The roll-out of the Kits was accompanied by the Fire emergency response guidelines which include a Safe Work Instruction: Responding to fire emergencies and Protective Personal Equipment fact sheets. These have been incorporated into the NSW Police Force Safety Management System.  Police are also required to complete a six minute Intensive Training Session entitled NSWPF Fire Kits. 
Recommendation 4 – Supported 
The Register. Find. Reunite (RFR) System was launched nationally in December 2013. In NSW it is used for Disaster Victim Registration and to assist with identification.  RFR replaced the former National Registration and Inquiry System and the P760 Disaster Victim Registration forms following a review informed by the findings of the Victorian Bushfires Royal Commission and other emergency events.  The review involved all Australian jurisdictions including the NSW Police Force. 
The RFR service was developed by the Australian Red Cross and is activated during emergencies where appropriate by the NSW State Emergency Operation Controller (SEOCON). The RFR database matches information provided by displaced persons (name, date of birth, last known address) to people (family and friends) that make enquiries after losing contact due to a significant event or disaster. Evacuees complete RFR registrations online at evacuation centres with the assistance of police officers, the Red Cross and other welfare agencies staff. 
The NSW Police Force, Office of Emergency Management (Disaster Welfare Services) and the Red Cross belong to a working group that continues to look at ways to streamline the Disaster Victim Registration process.


	 

	
	
	NSW Fire and Rescue and Rural Fire Service 


	5. That the Commissioner, Fire and Rescue NSW, consider the desirability of providing further instructions and or training to all firefighters in relation to safe methods of operation when fighting fires in proximity to electricity. 

6. That the Commissioner, Rural Fire Service, consider the desirability of providing further instructions and or training to all firefighters in relation to safe methods of operation when fighting fires in proximity to electricity.  

	Recommendation 5  -  Supported by the Minister for Emergency Services
Electrical hazards training and instruction is part of the core skills training for both permanent (full time) and retained (part time) firefighters.  Fire and Rescue NSW has mandatory online learning modules that must be completed every six and twelve months. 

To complement existing training, Fire and Rescue NSW has developed a targeted six minute intensive training package and workshop scenario to refresh learning on working with electrical hazards.  Fire and Rescue NSW has also developed additional hazard awareness videos and updated their Electrical Safety Toolkit.  A review of the Standard Operating Guidelines and support document for safe work practice around electrical hazards has commenced and is anticipated to be completed in 2019.
Recommendation 6 – Supported 

The existing NSW Rural Fire Service training and operational doctrine addresses methods of operations when fighting fires in proximity to electricity. However the NSW Rural Fire Service will issue an Operations Brief to highlight and remind brigades of the need for safe methods of operation around electricity.  

	
	
	
	NSW Police Force and 

NSW Fire and Rescue and Rural Fire Service 


	7. That steps be taken to ensure that in the next review of the Interagency Fire Investigation Protocol, consideration is given to the development or improvement of interagency protocols for the investigation of major fires including major fires in which electrical assets may be implicated. 
	Recommendation 7 – Supported 

The Interagency Fire Investigation Protocol was reviewed by the NSW Rural Fire Service, NSW Police Force and Fire and Rescue NSW in June 2018. The review included an assessment of ways to improve interagency protocols for the investigation of fires.

Changes to the Protocol include clarification of jurisdiction for bush fires that have been declared under section 44 of the Rural Fires Act 1997, and co-operative arrangements between the three agencies.  The document has now become a Memorandum of Understanding – Joint Agency Fire Investigation in NSW and is currently submitted for signature by the respective Commissioners.  



	
	
	
	Endeavour Energy, NSW Police, 

NSW Fire and Rescue and Rural Fire Service 


	8. That Endeavour Energy 

a) Introduce or revise policies and procedures to require employees and its subcontractors to co-operate with and assist NSW Police, the RFS and/ or Fire and Rescue NSW in the course of fire investigations in which Endeavour Energy assets may be implicated in the cause of the fire; and  

b) Liaise with NSW Police, the RFS and /or Fire and Rescue NSW to develop a memorandum of understanding setting out Endeavour Energy’s role in assisting with fire investigations in which Endeavour Energy assets may be implicated in the cause of the fire. 
	Recommendation 8 – Supported 

A Memorandum of Understanding (MOU) between Endeavour Energy, NSW Police Force, NSW Rural Fire Service and Fire and Rescue NSW has been developed and is currently submitted for signature by representatives of the agencies.  The MOU expresses the commitment of each of the parties to work co-operatively in relation to the investigation of fires that may involve or affect Endeavour Energy’s electricity distribution network. 

It is recognised that the assets of all electricity providers, not just Endeavour Energy, may cause fires.  Accordingly, discussions are continuing through the Energy and Utilities Functional Area (including Endeavour Energy) to establish a single, consolidated MOU with all electricity providers to more comprehensively achieve the aim of this recommendation. All parties have provided in-principle agreement. 


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Sarah TEELOW

	Deputy State Coroner  O’Sullivan 

20-24 March 2017; 9-10 November 2017 

31 May 2018

At Glebe
	That Sarah Louise Teelow died at Royal North Shore Hospital St Leonards NSW on 25 November 2013. Sarah died from an atlanto-occipital (C0/1) injury caused by exposure to a high force or force impact to her head when she lost control of her water ski and struck the water during a high speed water ski race. 
	Recommendations in relation to Ski Racing Australia
	1) That Ski Racing Australia continues to consult with

its members in considering whether or not to

introduce speed restrictions in the Formula 2 class.

2) That Ski Racing Australia collaborate with

manufacturers, and its member stakeholders, in

giving consideration to the development of helmet

technical specifications for water skiers, and to give

consideration to revising Ski Racing Australia’s

rules accordingly.

3) That Ski Racing Australia collaborate with

manufacturers, and its member stakeholders, in

giving consideration to the development of

Personal Flotation Device technical specifications

for water skiers so as to maximise water skier

safety compatibly with the performance

requirements of the sport, and to give consideration

to revising Ski Racing Australia’s rules accordingly.

4) That Ski Racing Australia give consideration to

introducing into their rules and procedures a

requirement that race scrutineers ensure that all

helmets to be worn by skiers are a secure and

close fit (snug), and the helmet straps are secure

and correctly adjusted.


	Awaited. 

	
	
	
	NSW Roads and Maritime Services 
	1) That Roads and Maritime Services (‘RMS’) consult

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 whether it is desirable or necessary for a speed restriction to be necessary 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 at 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 a prominent step toward modernising culture within the sport.

All vessels participating in these events are fitted with GPS technology, and speeds are remotely 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 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
	Ski Racing Australia is not a State Government Agency and therefore is not bound by Premier’s Memorandum 2009-12 to provide a response in relation to these recommendations to the Attorney General.  However any response which is received will be recorded here. 



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Courtney TOPIC 


	Deputy State Coroner 

Ryan

19-23 March, 26,27 and 29 March and 16 April 2018

30 July 2018

At Glebe  
	That Courtney Topic (DOB 27 February 1992) died on 10 February 2015 at West Hoxton NSW 2171.  The cause of death was a gunshot wound to the chest in the course of a police operation.  Her death was by gunshot in circumstance in which she was very likely suffering a mental health crisis and was in a public place holding a knife.  
	The NSW Commissioner of Police 
	1. Consideration be given to the MHIT and WTPR establishing and documenting a joint review of training packages for defensive tactics training where mental health is likely to be a relevant factor. 
2. Consideration be given to the greater integration of mental health informed training into tactical options training, with an emphasis on specific de-escalation techniques practiced by role play exercises. 

3. Consideration be given to requiring all present Operational Safety instructors to complete the four day MHIT training. This should be undertaken as soon as practicable, while ensuring the availability of Operational Safety instructors to meet ongoing accreditation requirements. 

4. Consideration be given to the MHIT and WTPR jointly pursuing a program of (1) reviewing international learning with respect to first responder interactions with persons in mental health crisis and (2) designing defensive tactics training that seeks to embody the learning obtained from the review. 

5. Consideration be given to requiring that all police radio and Triple 000 operators undertake training by the MHIT in skills which will better equip them to recognise signs of mental health disturbance in reports from police and civilians. 

6. Consideration be given to developing criteria by reference to which police radio operators may identify an incident as possibly involving a person in mental health crisis. 

7. Consideration be given to developing and implementing a system to dispatch four day MHIT accredited officers as first responders in cases which meet criteria indicating possible mental health crisis. 

8. Consideration be given to developing a mandatory training package for all police officers other than commissioned officers, and specifically including Local Area Commanders, to ensure understanding of the protocol for responding four day accredited MHIT officers. 

9. Consideration be given to reviewing the four day MHIT program to include more experiential learning, in the form of role play exercises. 

10. Consideration be given to offering MHIT booster training on a one to three year basis. 
	Recommendation 1

Supported and finalised. NSWPF has developed a number of training initiatives including the recent pilot for the Enhanced Police Practise Model (EPPM) and E Learning STOPAR De-escalation (Stop, Think, Observe, Plan Act, Review) training modules. 
Recommendation 2 

Completed.  NSWPF has developed a number of scenarios and discussion exercises that have been integrated in the upcoming 202 Operational Safety and Skills Mandatory Training Directive. The Training Directive is themed ‘Right Decision, Right Time’ and focuses on the situational awareness, decision making, de-escalation strategies and judicious use of force. All operational police will be required to undergo this training. 
Recommendation 3
Completed. All available full time instructors from WTPR Team have undertaken and received accreditation in the Four Day training program. 

Recommendation 4
Completed. MHIT has conducted international literature reviews and liaised with a number of relevant NSW Government agencies to identify best practice and procedures .This information has been embedded into the 2020 Operational Safety and Skills Mandatory Training Directive in the form of discussion exercises, scenario training and decision making strategies, Whilst the issue of dealing with persons affected by mental health issues remains a driver for content in operational safety training, the skill set delivered to police is designed to be generic and adaptable to a wide variety of situations.  
Recommendation 5
Completed, PoliceLink Command and Radio Operations Group Training Units, together with the NSWPF Negotiators Unit, jointly reviewed the Triple Zero (000) Initial Training Program content with respect to mental health.  The review ensured that content provided to Triple Zero Operators with information around mental illness, guidance on how to recognise callers with mental health issues and questioning strategies when talking with callers who are suffering from mental illness.  Police Link and POG training Units meet regularly to ensure that training material remains relevant to current policing issues and that training packages are aligned.
Recommendation 6
See response to Recommendation 5 above. 
Recommendation 7

Completed. Given the unpredictable nature of policing, it is not always possible to select particular officers to attend particular incidents. NSWPF continues to examine the most feasible options for deploying MHIT Accredited officers in the field. On-line training packages are under development. It is believed that within existing resources the development and dissemination of on-line training to all front line police officers is logistically more sound and likely to yield better results than to dispatch personnel based on specific qualifications. 
Recommendation 8
Completed. Priority training is being given to the Four Day course for first responders at Police Area Commands and Police Districts.  One day training is ongoing for other officers who are not classed as first responders. Alternate training delivery platforms including STOPAR De-escalation package on line training will be rolled out to targeted officers. 
Recommendation 9
Completed. The NSWPF has introduced a two day ‘Enhanced Policing Practice Model’ (EPPM) with input from Senior Clinical Consultants. The revised  experiential Learning Package has role plays including new scenarios addressing ‘Substance Misuse’ to address drug induced psychosis being a frequent challenge posed to frontline police.

Recommendation 10
Completed. A significant body of work has been undertaken by the NSWPF in mental health training. Several online training packages including both operational and clinical packages have been developed for mandatory delivery 24/7 online access to every NSWPF employee during 2020. It is anticipated that the consideration of booster training will be addressed via the online platforms and will be regularly reviewed and added to, as operational needs or developments arise.  

	FUTURE – Next response
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	Sony William TRAN-BUI 


	Deputy State Coroner  Lee

9-12 October 2017

5 March 2018

13 July 2018

At Glebe 
	I find that Sony William Tran-Bui died on 24 November 2013 at Westmead Hospital, Westmead NSW 2150. Mr Tran-Bui died from complications of acute peritonitis caused by the rupture of a duodenal ulcer. Mr Tran-Bui died of natural causes whilst in lawful custody on remand at the Metropolitan Remand and Reception Centre, Silverwater. 


	Commissioner of Corrective Services NSW

	1. That consideration be given to amending the Custodial Operations Policy and Procedures (COPP) to provide that information contained in a Health Problem Notification Form (HPNF) relating to an inmate, particularly information that relates to the type of observation required, how frequently such observations are to be performed, and by whom the observation will be attended, be reproduced in a form and placed in a location that is readily accessible and visible by Corrective Services NSW (CSNSW) staff rotating between shifts. 

2. I recommend that consideration be given to amending the COPP to provide that part of the responsibilities of a CSNSW Officer in Charge is to ensure that CSNSW staff under their supervision, who are rotating between shifts, are aware of: 

(a) information contained in a HPNF relating to an inmate, particularly information that relates to the type of observation required, how frequently such observations are to be performed, and by whom the observations will be attended; and 

(b) information provided by a Justice Health & Forensic Mental Health Network (Justice Health) clinical staff member, following the clinical assessment of an inmate, in relation to any ongoing health concern that the inmate may have. 

3. I recommend that consideration be given to collaboration with Justice Health in order to devise appropriate and regular education and training programs delivered by Justice Health clinical staff to ensure that CSNSW staff are aware of: 

(a) the importance of the contents of a HPNF in relation to an inmate’s good health; 

(b) how to correctly understand instructions contained in a HPNF which relate to observing an inmate’s signs; and 

(c) how to effectively carry out instructions contained in a HPNF which relate to ensuring that inmate’s good health, particularly those instructions which relate to the type of observation required, how frequently the observation should be made, and by whom the observation will be attended. 

4. I recommend that consideration be given to conducting a review of local procedures at the Metropolitan Remand and Reception Centre in order to determine whether: 

a) appropriate directions are provided by senior CSNSW staff to other CSNSW staff; and 

b) whether appropriate monitoring equipment exists; to allow for instructions contained in a HPNF which relate to observing an inmate are able to be followed and implemented effectively in order to ensure that inmate’s good health. 

5. I recommend that consideration be given to amending the COPP to provide that in response to a cell call alarm relating to an inmate with a health care issue previously identified by Justice Health clinical staff: 

a) responding CSNSW staff should attend the cell in the company of a Justice Health clinical staff member in order to ascertain that the inmate is in good health; 

b) in the event that a Justice Health clinical staff member is unable to attend the cell, responding CSNSW staff should approach the task of ascertaining whether the inmate is in good health with a high index of suspicion; and 

c) in the event that a Justice Health clinical staff member is unable to attend the cell, responding CSNSW staff are to advise the Justice Health Nurse Unit Manager or Nurse in Charge as soon as possible after the cell attendance of the results of speaking directly to, and visually inspecting, the inmate. 
	Recommendation 1 – Completed 
A review of policies relating to the Health Problem Notification Form was part of the full review of all Operations Policies and Procedures in developing a new Custodial Operations and Procedures (COPP) which was published in December 2017.

COPP Section 6.1 JH&FMHN Notifications more clearly outlines policy and procedures regarding the HPNF and custodial officers’ responsibilities of implementing the advice and recommendations detailed in the HPNF. 
Recommendation 2 – Completed 
A review of policies relating to the HPNF was part of a full review of all Operations policies and procedures in developing a new Custodial Operations Policy and Procedure (COPP) which was published on 16 December 2017.
COPP section 6.1 JH & FMHN notifications more clearly outlines policy and procedures regarding the HPNF and custodial officer’s responsibilities of implementing the advice and recommendations detailed in the HPNF. 
This section also clearly outlines policy and procedures regarding JHFMHN staff issuing medical or nursing certificates to advise CSNSW that an inmate has a temporary medical condition which requires special consideration. 

The policy clearly points out the requirement that the advice or recommendations detailed in the HPNF must be implemented immediately, unless there are overriding security concerns or other issues impacting implementation. 

Further, a clear procedure instructs that custodial staff must consult with the Nursing manager if alternate arrangements are required.
Recommendation 3 – Completed 
CSNSW has consulted extensively with JH&FMHN in relation to improving communication between agencies via the HPNF.    JH&FMHN policy will clearly define what information, advice or recommendations will be relayed to custodial staff for the more effective management of inmates with other medical issues such as detoxification.  Custodial staff will be required to conduct physical observations on an inmate in an Assessment cell or a Camera cell as recommended in the HPNF.

Recommendation 4 – Completed 
CSNSW has consulted extensively with JH&FMHN in relation to improving communication between agencies via the HPNF.    JH&FMHN policy will clearly define what information, advice or recommendations will be relayed to custodial staff for the more effective management of inmates with other medical issues such as detoxification.  Custodial staff will be required to conduct physical observations on an inmate in an Assessment cell or a camera cell as recommended in the HPNF. 
The new CSNSW COPP includes policy and procedure in the use of Assessment cells and other camera cells. In consultation with JH&FMHN in reviewing and developing policy for both agencies, the policies better clarify criteria for placement and management of an inmate in an Assessment cell (ie inmates at significant risk of self-harm or suicide take precedence on placement in an Assessment cell). 
Inmates placed in camera cells for purposes such as detox will be placed with an observation routine in consultation with a JH&FMHN manager and a correctional centre manager. 
Observation schedules will be communicated on the HPNF outlining scheduled physical observations by custodial officers and requirements for medical observations to be conducted by nursing staff in the effective management of the inmate. 

The term ‘observation cell’ is no longer used in the COPP. Policy and procedure clearly describes an Assessment cell and other camera cells in the effective management of inmates that may be at risk of medical or mental health issues. 

Recommendation 5 – Completed 
CSNSW has consulted extensively with JH&FMHN in relation to improving communication between agencies via the HPNF.    JH&FMHN policy will clearly define what information, advice or recommendations will be relayed to custodial staff for the more effective management of inmates with other medical issues such as detoxification.  Custodial staff will be required to conduct physical observations on an inmate in an Assessment cell or a camera cell as recommended in the HPNF.

The new CSNSW COPP includes policy and procedure in the use of Assessment cells and other camera cells. In consultation with JH&FMHN in reviewing and developing policy for both agencies, the policies better clarify criteria for placement and management of an inmate in an Assessment cell (ie inmates at significant risk of self-harm or suicide take precedence on placement in an Assessment cell). 

Inmates placed in camera cells for purposes such as detox will be placed with an observation routine in consultation with a JH&FMHN manager and a correctional centre manager. Observation schedules will be communicated on the HPNF outlining scheduled physical observations by custodial officers and requirements for medical observations to be conducted by nursing staff in the effective management of the inmate. 

 

	
	
	
	Chief Executive, Justice Health & Forensic Mental Health Network (Justice Health) 


	1. I recommend that consideration be given to the circumstances of Mr Tran Bui’s death (with appropriate anonymization, and conditional upon consent being provided by Mr Tran Bui’s family and following appropriate consultation with them) being used as a case study as part of training provided to Justice Health clinical staff in relation to treatment of inmates presenting with drug withdrawal-like symptoms. 

2. I recommend that consideration be given to collaboration with Corrective Services NSW (CSNSW) in order to devise appropriate and regular education and training programs delivered by Justice Health clinical staff to ensure that CSNSW staff are aware of: 

a) the importance of the contents of a HPNF in relation to an inmate’s good health; 

b) how to correctly understand instructions contained in a HPNF which relate to observing an inmate’s signs; and 

c) how to effectively carry out instructions contained in a HPNF which relate to ensuring that inmate’s good health, particularly those instructions which relate to the type of observation required, how frequently the observation should be made, and by whom the observation will be attended. 

3. I recommend that consideration be given to requiring that following the clinical assessment of an inmate by a Justice Health clinical staff member, and where the inmate is deemed to have an ongoing health concern, the Justice Health clinical staff member is to provide a verbal and written handover to the first available CSNSW Officer in Charge (OIC) of the area where the inmate is housed in order to ensure that the inmate’s health concerns are adequately and appropriately managed. 
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	Death of ‘W’
	Deputy State

Coroner 
Ryan

On 1-4 May 2018

11 July 2018
and

29 August 2018

12 September 2018

At Glebe

	W died on 4 April 2015 at Corella Lodge, Fairfield NSW 2165. W died as a result of multidrug toxicity. W died when he was administered an excessive amount of buprenorphine medication, resulting in toxicity, respiratory depression and death. 
	South Western Sydney Local Health District
	Recommendation 1

That in determining whether to admit a patient with complex needs to the Corella Lodge at Fairfield Drug Health Services, consideration be given to admitting the patient earlier rather than later in the week, so as to allow maximum medical coverage.

Recommendation 2

That consideration be given to a review by a group of addiction medication specialists convened by the Local Health District, of DHS Medication Guidelines for Inpatient Detoxification in light of the NSW Clinical Guidelines: Treatment of Opiod Dependence (2018), with respect to the prescription and administration of buprenorphine. Areas for review should include appropriate dosing guidelines, guidance about the effects of buprenorphine when administered with other sedating drugs, and clarification of the terms ‘PRN’ and ‘breakthrough’ doses and when these are appropriate. 

Recommendation 3

That consideration be given to further training for nurses working in Corella Lodge with respect to the following:

· The DHS Medication Guidelines for Inpatient Detoxification.

· The NSW 2018 Clinical Guidelines: Treatment of Opioid Dependence.

· Clinical Management and monitoring of sedation in inpatients including the co-administration of benzodiazepines and buprenorphine.

· Clinical judgement in PRN administration of buprenorphine and breakthrough doses. 

· The steps to be taken where a patient is found unexpectedly to be intoxicated. 

Recommendation 4

That a copy of the DHS Medication Guidelines for Inpatient Detoxification be available at the Nurses’ Station at Corella Lodge. 

Recommendation 5

That Corella Lodge consider introducing a sedation chart to observations kept for patients who are administered buprenorphine and/or benzodiazepines. 
	By letter dated 8 July 2019 the Minister for Health, the Hon Brad Hazzard MP advised the Attorney General  as follows:

Recommendation 1 – Supported and completed

In January 2017, SWSLHD adopted a new local policy DHS SWSLHD_PD2017 001 —Fairfield Inpatient Withdrawal Management Unit Admission Policy. The policy outlines

admission criteria and procedures where medically-assisted withdrawal management is

provided under certain circumstances. In support of the recommendation, the policy stipulates that booked admissions are to occur between 10am and 3pm from Monday to Friday. This is to ensure the availability of Resident Medical Officers, Registrars, and

Assistant Medical Officers (AMO) on the day to triage patients, with admissions outside of these hours only booked after agreement by the AMO and Nursing Unit Manager.
Recommendation 2 is supported and in progress

SWSLHD has progressed a number of actions in support of Recommendation 2. A positive development is the establishment of the The Working group of Addiction Specialist and

Nursing Specialist. This group convened in November 2018 to provide recommendations to strengthen local Drug Health Services (DHS) and the DHS Medication Guidelines for

Inpatient detoxification. The submission of a final report from the working group for endorsement at the DHS Clinical Quality Council is anticipated to occur in May 2019.

Furthermore, there are plans in progress to improve training opportunities which will be provided as per recommendation 3.

Recommendation 3 - supported and in progress
SWSLHD continues to progress the staged training for staff to address the five key areas highlighted within recommendation 3, which is anticipated to be completed by December 2019. The coordination of the training is being progressed by the DHS Clinical Nurse Educator (CNE), with a primary focus being new policies for nurses and other DHS staff at the Fairfield Inpatient Withdrawal Management Unit (Corella Lodge). To date, training on the

current DHS Medication Guidelines and Suboxone have been provided to staff, with additional training to occur upon the release of the revised DHS Medication Guidelines. In addition to these training sessions, there will be revision on the Basic Life Support

Assessments to enable staff to assist patients in various medical scenarios, which mayinclude Hypervolaemia, Bronchospasm, Acute Coronary Syndromes, Anaphylaxis, Syncopevasovagal and overdoses of various substances.

Future presentations have also been planned for the upcoming months in 2019, with topics to include Detoxification from Opioids, Stimulants, Cannabis, Nicotine, and Benzodiazepines.
Recommendation 4 - Supported and completed 

In support of recommendation 4, SWSLHD has ensured that a copy of the Medication Guidelines is accessible at a centralised location to all nursing and other staff. Since 2018, updated policies and guidelines are available within the nursing station in the Inpatient

Withdrawal Management Unit for staff to access as required. It is anticipated that the revised DHS Medication Guidelines will be made available following its endorsement in May 2019.

Staff will also receive training for the revised Medication Guidelines to ensure awareness of any new changes and reiteration of mandatory requirements as a component of the ongoing

commitment towards improving the quality of patient care.
Recommendation 5 – supported and completed

SWSLHD has adopted this recommendation by introducing a sedation chart to improve observation of patients administered Buprenorphine or Benzodiazepines. The ONE is currently updating the Clinical Opiate Withdrawal Scale (COWS) form to include a sedation chart, which will be raised for endorsement at the Clinical Quality Council meeting in May 2019. Once endorsed, training for DHS staff in the revised COWS form will commence.
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	Death of ‘FW’
	Deputy State

Coroner 
E Ryan

On 13-16 March 2018

26 April 2018
At Glebe

	The person who died was FW. FW died on 7 September 2014 at 6 Bruton Street Tocumwal NSW. FW died from external neck compression as a result of hanging.  FW hanged himself with the intention of ending his life. 


	The NSW Ministry of Health
	1. That the Minister consider reviewing the provisions concerning the interstate application of mental health laws contained in Chapter 8 parts 1,2 and 3 of the Mental Health Act 2007 (the NSW Act) in the light of counterpart provisions in the Mental Health Act 2014 (Vic) with a view to proposing any legislative amendments that may be necessary or desirable to ensure that where a mental health patient (whether or not involuntarily detained or subject to an inpatient treatment order) is referred or transferred by a mental health facility in another state to a declared mental health facility in NSW (the receiving facility) and that patient is subject to a community treatment order (CTO) in that other state: 
(a) the CTO shall take effect as a CTO made under the NSW Act which Act shall apply accordingly, except as provided by the regulations; 

(b) any documents that are relevant to the referred or transferred person are obtained by the receiving facility from the interstate mental health facility, and; 

(c) the provisions of s56(3) of the NSW Act do not apply to a person subject to an interstate CTO that takes effect hereunder unless the authorised medical officer of the receiving facility or the Tribunal otherwise orders. 

2. That in any consideration of the revision of the Intergovernmental Memorandum of Agreement between NSW and Victoria dated 9 September 2011, the parties consider preparing or developing or authorising appropriate guidelines to accompany any revised agreement with respect to the relocation of mental health patients subject to a CTO from one jurisdiction to the other.
	By letter dated 25 February 2019, the Minister for Health, the Hon B Hazzard MP, advised the Attorney General  as follows:
Recommendation 1 – Supported 
NSW Health considers the current legislative provisions allow interstate CTOs to be administered by NSW practitioners and are sufficient to manage patients relocating to NSW.
The administration of interstate CTOs could be assisted by the development of guidelines as per recommendation 2. The provision of relevant documents to the receiving facility is a matter which would be best addressed through policy mechanisms (including guidelines) rather than legislative amendments. 
Furthermore, in relation to recommendation 1 (c), Section 56(3) of the Act applies to the timeframe referenced in s56(2) and is not relevant to a person subject to an interstate CTO.
Recommendation 2 – Supported 

NSW Health confirms it is supportive of the revision of the 2011 Memorandum of Agreement between NSW and Victoria, which is an ongoing priority. Once the 2011 Memorandum of Agreement between NSW and Victoria has been revised, guidelines may be prepared to assist practitioners in both states. The Ministry is currently focusing on actions under The Fifth National Mental Health and Suicide Prevention Plan (2017 to 2022), including work

through the Safety and Quality Partnership Standing Committee to improve consistency in mental health legislation across jurisdictions. The Ministry anticipates that this work may influence the drafting of future interjurisdictional Memoranda of Agreement.


	
	
	
	The Murrumbidgee Local Health District:


	That the Chief Executive Officer consider reviewing existing policies and clinical

practices relating to the care, treatment and management of mental health patients in

community health care agencies, and that new policies or guidelines that may be

necessary or desirable be formulated to ensure:

(a) that all clinical staff involved in receiving a patient subject to an interstate CTO upon transfer from an interstate mental health facility (transferee) are fully aware

of the procedures for authorising and arranging receipt of the transferee;

(b) that relevant staff fully consider the care and treatment information provided by the interstate mental health facility and any other health professional concerning

the transferee to inform the assessment of the care and treatment needs of the

transferee and the formulation of any ongoing management plan for the transferee;

(c) that such staff be provided with all the information and training necessary to

consult effectively with any general practitioner or other health professional

involved in the treatment or proposed treatment of a transferee to ensure that

there is a clear understanding of the treatment that the transferee requires and of

any tasks that the general practitioner or health professional must undertake.
	The recommendation to the MLHD has been completed and adopted by the District.
In September 2018, MLHD released for District wide implementation of a number of policies and procedures `MLHD Mental Health Community Assessment, MLHD Mental Health
Community Assessment Policy Procedure, MLHD Mental Health Transfer of Care from Specialist Community Mental Health Services procedure' which further support clinical staff
awareness of the treatment requirements of mental health patients who are transferred interstate. In addition, the District's Mental Health Drug and Alcohol leaders have been provided education on the policy changes by a Senior Clinical Advisor Policy & Practice.
The revised versions of the documents outline:

1. Consumers transferred on an interstate CTO is added to a Community Mental Health High Risk Register and follow-up is monitored daily.

2. Consumers on CTOs require assertive follow-up, including urgent reviews by a Community Mental Health clinician and a psychiatrist.

3. Community Mental Health clinicians assist to ensure that relevant service providers, such as General Practitioners are aware of the conditions of any CTO, including those issued interstate.

4. Community Mental Health clinicians, when transferring consumers on a CTO to an interstate facility, must ensure that the receiving service providers (including GP and community/inpatient facility) are aware of the conditions of the NSW CTO.
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	Peter WOODCROFT 


	Deputy State

Coroner 
O’Sullivan 

On 29-30 

November 

2017

and 

8 March 2018
2 May 2018

At Glebe

	Peter Bernard  Woodcroft died  on 30 June 2016 at Waterloo NSW.  The manner of death was a medical emergency for which Mr Woodcroft called Triple Zero but was unable to tell the operator what he needed. Mr Woodcroft died from natural causes, being heart failure secondary to ischaemic heart disease, in the course of a police operation. 


	Commissioner of NSW Police Force 

Commissioner of NSW Ambulance Service

Telstra Corporation Limited 
	I recommend tabling for consideration at the next National Emergency Communications Working Group (scheduled for 23 May 2018) the following agenda item: 

The development of a system that would allow the following information to be readily accessed by, or provided to, the relevant Emergency Services Operator (ESO), where this is permitted by privacy legislation: 

(a) the audio recording of Triple Zero calls that is captured by Telstra; 

(b) a caller’s Triple Zero call history, as held by Telstra; and 

(c) a location’s previous Triple Zero call history, as held by each ESO. 



	On 2 November 2018, the Commissioner for Police advised the Attorney General as follows:
‘In accordance with the recommendation, the matter was listed on the agenda at the National Emergency Communications Working Group’s (NSCWG) May 2018 meeting.  Unfortunately it was not discussed on that day, and has been held over to the Working Group’s meeting being held on 13-15 November 2018’.

On 1 March 2019 the Minister for Health, the Hon B Hazzard MP, advised the Attorney General  as follows:

Recommendation has been supported and completed
‘The matter was placed on the agenda and discussed at the National Emergency Communications Working Group (NECWG) meeting 15 November 2018. There was discussion on how the recommendation could be operationalized and it was noted there would be a number of challenges that needed to be further considered. Therefore it has been escalated to the National Triple Zero Committee which is chaired by the Federal Department of Communications and the Arts who will meet in May 2019.’

	FUTURE – Next response
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	Christine Joyce Dorothy YOUNG 


	Deputy State

Coroner 
O’Sullivan 

4 - 7 Sept
2018

At Broken
Hill 

	The person who died was Christine Joyce Dorothy Young. Ms Young died between 24 and 26 April 2016.

She died in the desert scrubland surrounding Broken Hill in NSW. 

The death was unintentionally caused by misadventure in that she absconded from the Mental Health Inpatient Unit of Broken Hill Base Hospital on 22 April 2016 while she was an involuntary patient and while she was suffering from paranoid schizophrenia, and she walked into the desert scrubland and was not located.  

The medical cause of the death was not able to be determined. 
	Far West Local Health District  (FWLHD)
	1. That funding is requested for an additional Aboriginal Health Liaison Officer to be rostered to work on the weekends and to be on call overnight, for Aboriginal mental health patients at Broken Hill hospital. 

2. That consideration is given to the implementation of a system to ensure that Aboriginal Mental Health Inpatients, who do not have leave, be granted personal access to an Aboriginal Mental Health Worker or an Aboriginal Health Liaison officer.  
	By letter dated 28 February 2019, the Minister for Health, the Hon Brad Hazzard MP,  advised the Attorney General  as follows:

Recommendations 1 and 2 – supported and completed 
FWLHD is undertaking recruitment for 4.6 Full Time Equivalent (FTE) Aboriginal Health Practitioner (Mental Health) positions in addition to the current 2.0 FTA Aboriginal Liaison Officer positions. Following community consultation, the position descriptions are in the process of being finalised and will be advertised in February 2019. FWLHD had advised that the Aboriginal Health Practitioner (Mental Health) positions have also been included in the FWLHD Service Priorities for 2019-2020.
Following consultation with Aboriginal Staff currently working across the Broken Hill Health Service, it was determined that Aboriginal Health Practitioners would be the most appropriate Aboriginal Health Workers to be recruit because they are able to perform clinical and primary health care duties. The positions will provide full rostered coverage 24 hours a day 7 days a week in the Broken Hill Health Services and ensure Aboriginal Mental Health Inpatients have improved access to an Aboriginal Mental Health Worker or Aboriginal Health Liaison Officer. As a result, this will enhance the amount and quality of clinical services provided to Aboriginal Mental Health Inpatients and enable a culturally safe and secure environment particularly in the evening and overnight.’ 
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	Recommendations
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	Jarrod WRIGHT 

2016/355820

	Hearing: 5-9 November 2018

Findings: 17 December 2018

NSW Coroners Court, Glebe

Deputy State Coroner Magistrate Elizabeth Ryan 


	Jarrod Wright died on 9 July 2016 at Liverpool Hospital, Liverpool NSW. He dies as a result of cardiac arrest following hypoxic ischaemic encephalopathy, likely due to E.coli septicaemia.

Jarrod died of natural causes in circumstances where his condition of hypoxaemia was not appropriately managed in hospital. 


	Executive Director of the South Western Sydney Local Health District
	That consideration be given to releasing as a Policy Directive, the Guideline titled Nursing Workforce in ICU issued in November 2016.

	Recommendation – not supported  
By letter dated 25 August 2020, the Minister for Health, the Hon Brad Hazzard MP, advised the Attorney General that the recommendation is not supported; however, NSW Health has decided to address the intent of the recommendation through an alternative action. 

In response to the recommendation, the SWSLHD has revised the current Nursing Workforce in Intensive Care Unit (ICU) Guideline ('the Guideline'). The Guideline is an effective tool for clinicians in its current form, which also reflects the minimum standards for Intensive Care Units required by the Australian College of Critical Care Nurses (ACCCN) and the College of Intensive Care Medicine (CICM). The guideline advises that 1 :2 nursing care is required for lower acuity patients (clinically determined). To make the guideline more prescriptive as a policy directive may be inconsistent with the exercise of clinical judgment. 
The guideline has been revised in response to the recommendation to include information advising that patients on continual intravenous (IV) sedation should have 1:1 nursing. Additionally, it is now standard practice for patients who are on continuous positive airway pressure or in a single room to have 1:1 nursing care. 
Liverpool Hospital ICU is currently in the final stages of recruiting more ACCESS nurses. The ACCESS nurses are in addition to nurses providing direct patient care and offer assistance, coordination, contingency, education, supervision and support in the ICU. The additional staff will increase coverage of the pods within the ICU and are in line with the minimum requirements for ACCESS nurse ratios as stipulated in the CICM accreditation conditions for Liverpool ICU. The SWSLHD is progressing the final stage of recruitment.
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	Angelique Burton-Ho 
2015/235464
	Hearing: 24-28 September 2018
Findings: 23 November 2018

NSW State Coroner’s Court in Glebe 

Deputy State Coroner, Magistrate Harriet Grahame
	Angelique Burton-Ho died on 11 August 2015 at Sydney Children’s Hospital, Randwick, NSW of cardio-respiratory failure. Angelique had severe aspiration pneumonia against a background of significant congenital structural challenges. Her rapid deterioration was not recognised in a timely manner.  
	South Western Sydney Local Health District 
	Recommendation 1 
That the SWSLHD consider introducing a training programme to be undertaken by all paediatric nursing staff at Bowral and District Hospital (‘the Hospital’) to ensure the paediatric nursing staff are aware of, and understand, the Hospital’s policy in relation to paediatric respiratory support as set out by Dr Richard Hart, namely: 

The Hospital has now introduced thresholds for maximum respiratory support to paediatric patients. This threshold is 6 litres per minute via Hudson mask, and 2 litres per kilogram (or a maximum of 25 litres) at 60% fraction of inspired oxygen (FiO2) via heated, humified high-flow nasal cannula (HHFNCO2). 

When this threshold his reached paediatric review is triggered, including consultation with tertiary referral hospital regarding advice and/or potential transfer of the patient. 

All changes in oxygen therapy are now also required to be improved by the on-duty Paediatrician. Nursing staff can escalate respiratory support as required prior to discussing this with the Paediatrician, however the change must be subsequently approved by a Paediatrician. 

All paediatric patients on respiratory (oxygen) support are now required to be on a minimum of hourly nursing observations. If an inpatient is identified as high acuity by the nurse-in-charge or Paediatrician, a discussion is triggered with the nurse-in-charge and the Director of Nursing regarding increased nursing observations. A sick patient identified as high acuity would be placed on 1:1 nursing automatically. Patients on 1:1 nursing or oxygen therapy are prioritised at handover with no interruptions. 
Recommendation 2 

That the SWSLHD consider developing a local Clinical Emergency Response System (‘CERS’) protocol and a local paediatric specific CERS protocol for the Hospital as required by clause 4 of the NSW Health Policy PD2013_049 “Recognition and Management of Patients who are Clinically Deteriorating” (‘NSW Health Policy’). 

Recommendation 3

That the SWSLHD ensure that the local CERS and the paediatric specific CERS protocol for the Hospital makes clear that when a Clinical Review is initiated in the Hospital that a “designated responder”, as defined in the local CERS or paediatric specific CERS protocol, cannot be the same person who initiated the Clinical Review. 

Recommendation 4

That the SWSLHD consider conducting a refresher training programme to be undertaken by all paediatric nursing staff at Bowral and District Hospital to ensure that paediatric nursing staff are aware of, and adequately understand, the REACH program. 

Recommendation 5

That the SWSLHD give consideration to conducting an audit of how the REACH program is communicated to patients and their families upon admission to the Bowral and District Hospital and assess, as best one can, the effectiveness of the particular mode of communication. Further that consideration is given to raising awareness of the program through the purchase and display of posters in patient rooms. 
	By letter dated 17 January 2022, the Minister for Health, Brad Hazzard, advised of the following responses to the recommendations: 
Recommendation 1 – Supported 

In January 2019, the South Western Sydney Local Health District (SWSLHD) developed an education package on oxygen therapy for nursing and medical staff in the paediatric ward at Bowral and District Hospital. The education package includes an overview on nursing interventions, clinical bedside handover and potential complications of oxygen use. The training package is now an ongoing component of the orientation and induction program for all new clinical staff. The Clinical Nurse Educator and Nurse Unit Manager are responsible for ensuring all clinical staff complete this training and maintain staff training records to confirm compliance. 
Further to this, in November 2019, the SWSLHD published the revised local guideline, Paediatric Oxygen therapy including thresholds for escalation of care to tertiary facility, which provides guidance to staff in the escalation of paediatric patients receiving oxygen therapy and the early identification of deteriorating paediatric patients. This local guideline is aligned with the NSW Health policy directive, Humidified High Flow Nasal Cannula (HHFNC) Oxygen Guideline for Metropolitan Paediatric Wards and EDs [GL2016_004]. 
As set out in this NSW Health policy directive, HHFNC Oxygen Therapy for infants or children should not exceed 2 litres per kilogram per min or a maximum of 25 litres per minute. As advised during the coronial inquest by Dr Richard Hart, Head of Paediatrics and Neonatology, Bowral and District Hospital, the paediatrics and neonatology service at Bowral and District Hospital has now introduced thresholds for maximum respiratory support to paediatric patients. When this threshold is reached paediatric review is triggered, including medical consultation with the tertiary referral hospital regarding advice and/or potential transfer of the patient. This is to ensure timely transfer can occur if needed. 
Across NSW Health, paediatric nursing and medical staff complete mandatory training through the NSW Health elearning system in paediatric and neonatal care. Training specialties include, managing deteriorating paediatric patients and safely delivering respiratory support in paediatric patients. Simulation training is also provided by the Sydney Children's Hospitals Network simulation service known as Kids Simulation Australia. This training supports health professionals to improve their knowledge and skills in caring for neonatal and paediatric patients across the state. Kids Simulation Australia also manages the Resus4Kids program which provides local healthcare facilities with standardised, evidence-based resuscitation education programs. 

Recommendation 2 – Supported 

To support this recommendation, SWSLHD completed a review of the local Clinical Emergency Response System (GERS) and Between The Flags (BTF) paediatric guidelines to ensure alignment with the NSW Health policy directive titled Recognition and Management of Patients who are Clinically Deteriorating [PD2013_049]. In November 2019, the SWSLHD's Rapid Response Team Committee endorsed the local policies, confirming their alignment with NSW Health policy directives. 
In June 2020, this NSW Health policy directive [PD2013_049] was superseded by the policy directive titled Recognition and management of patients who are deteriorating [PD2020_018]. The policy was amended to support flexible implementation of governance systems, local clinical management guidelines and pathways to monitor patient deterioration by a broader range of NSW health facilities, clinical services and clinical units. In addition, the revised policy aligns with the National Safety and Quality Health Service Standard, 'Recognising and Responding to Acute Deterioration'. Specifically, changes to the time period for altering BTF calling criteria for patients with acute deterioration from "no longer than 12 hours" to "no longer than 8 hours". 
The policy directive requires all NSW public health organisations to have local systems, structures and process in place to support the recognition, response to, and appropriate management of, the physiological and mental state deterioration of patients.
Recommendation 3- Supported 

In November 2019, the SWSLHD’s Rapid Response Team Committee endorsed the local policies, confirming their alignment with NSW Health policy directives. The local CERS guideline stipulates, "each level of escalation within the local CERS requires a 'fresh set of eyes' to review the patient who is clinically deteriorating". 
Across the state, this practice is also a requirement in the NSW Health policy directive PD2020_018. The policy stipulates that NSW Health organisations are to develop and implement a local CERS across their organisation which includes, "procedures to review the provisional diagnosis and/or differential diagnosis by a second clinician following a GERS call, or when deterioration has not been reversed".
Recommendation 4 – Supported 

There is an ongoing commitment by the South Western Sydney Local Health District to ensure staff receive information and education sessions on the Recognise, Engage, Act, Call, Help (REACH) program. REACH is a state-wide system that allows patients, their family and carer/s to escalate concerns with staff about changes in a patient's condition. 
In January 2019, education sessions on REACH were provided to all paediatric nursing staff at Bowral and District Hospital by the Clinical Excellence Commission. Furthermore, education on REACH has now been incorporated into the nursing and induction program at the hospital. 

The Clinical Excellence Commission continues to support the implementation of REACH in local health districts and specialty health networks across NSW. The program has been implemented in 170 NSW public hospitals. The program aligns with the Australian Charter of Healthcare Rights and the National Safety and Quality Health Service Standards, in particular, 'Standard 2: Partnering with Consumers' and 'Standard 8: Recognising and Responding to Acute Deterioration'.
Recommendation 5 – Supported 

In April 2019, the SWSLHD completed audits of the REACH program. This involved:

· Auditing clinical notes to assess activation and outcomes of REACH calls. 

· Surveying patients, families, and carers post discharge to determine awareness of the program within the community. 

The esults of each audit provided insights into areas for future improvement and development. As an outcome of the audits, the Bowral and District Hospital has enacted measures to improve awareness of the REACH program, including the display of posters in multiple locations, including patient spaces. 

In May 2017, the Clinical Excellence Commission published the revised REACH Toolkit. The toolkit provides clinicians and health professionals with information and tools to successfully plan, implement and evaluate the REACH program. As part of the program, the Clinical Excellence Commission developed the following evaluation measures for local implementation across NSW public health organisations:
· number of REACH calls; 

· assessment of reason for each REACH call; 

· numbers of patients with a change in treatment or transfer to higher care units (ICU) after patient/family activation; 
· comparison of the number of clinical review requests and rapid response calls over time period with pre-implementation period; 

· awareness of REACH programs amongst staff and patients; 

· learnings identified for improvement; and 

· how the learnings and outcomes are shared with consumers and clinical staff. 
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