[image: image1.png](7
“L“Q’-" Communities
NSW & Justice




CORONERS’ RECOMMENDATIONS

AND GOVERNMENT RESPONSES 2020
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report (*denotes Aboriginal Australian)
	AHMAD W 
	HUNT T
	

	ALLAM M 
	KLINE, S
	

	AP
	‘LP’
	

	BOHNENKAMP K
	MARSDEN R
	

	BROCKETT H 
	MIKIC I
	

	CARROLL B
	MORRIS J
	

	CARTWRIGHT, J
	NGO A
	

	CAYIRYLYS S
	NUTTER J
	

	‘CHANNA’
	REDMAN, T
	

	CHATFIELD T*
	ROBIN, P
	

	CHIU Y (a pseudonym)
	RUSSELL, M
	

	COOK G
	TAHA, B
	

	DP
	‘XY’*
	

	BD
	
	

	DOMINICK B
	
	

	DONNELLY R
	
	

	FLAMISH J 
	
	

	GORE B
	
	

	HOGAN J
	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Walid AHMAD 

2016/133463

	27 April 2020

NSW Coroners Court – Lidcombe
Magistrate Derek Lee – Deputy State Coroner 

	Walid Ahmad died on 29 April 2016 at Bankstown NSW 2200. The cause of Mr Ahmad’s death was gunshot wounds. These gunshot wounds were inflicted when Mr Ahmad was shot seven times by a person, or persons, unknown. The manner of Mr Ahmad’s death is therefore homicide.
	Commissioner of NSW Police Force
	That the death of Walid Ahmad be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit.
	By letter dated 29 May 2020, the Commissioner of NSWPF Mr MJ Fuller APM advised the Attorney General:

“I can confirm that this 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
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	Name of Deceased & File No.
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	Mahmoud ALLAM
2016/186812


	25 March 2020
NSW Coroners Court – Lidcombe
Magistrate Derek Lee – Deputy State Coroner 

	Mahmoud Allam died on 19 June 2016 at Westmead Hospital NSW 2146. The cause of death was MRSA sepsis. Mahmoud died as a result of natural disease process whilst in lawful custody. This natural disease process most likely involved development of facial skin infection in an inmate patient with community acquired methicillin resistant Staphylococcus Aureus colonisation (CA-MRSA) followed by spread of the skin infection concurrent with the spread of CA-MRSA from the facial skin to the right cavernous sinus and bloodstream invasion by CA-MRSA. Metastatic sites of infection included the lungs and epidural and prevertebral spaces leading to a number of manifestations, including cavernous sinus thrombosis, encephalitis, epidural abscess, overwhelming sepsis and multi organ failure. 

	CEO, Justice Health and Forensic Mental Health Network 
	1. That the JH&FMHN review its staff training/educational programs (including any training/educational materials) to ensure that they deal adequately and appropriately with the prevention, detection and management of community-associated methicillin-resistant Staphylococcus aureus (CA-MRSA), including by considering whether: 
a. giving consideration to whether its staff training/educational programs (including any training/educational materials) appropriately recognise the likelihood that CA-MRSA is more prevalent in correctional centres than in other settings in the community; and 
b. giving consideration to whether the case of Mahmoud Allam may be used as a case study in its staff training/educational programs (including any training/educational materials). 

2. That the JH&FMHN review its staff training/educational programs (including any training/educational materials) to ensure that they appropriately emphasise the importance of: 
a. properly documenting all aspects of a patient’s treatment plan in the patient’s health record; 
b. in respect of patients who are to be placed in a clinical observation bed (or otherwise observed for a period in a clinic): properly documenting the level/type and frequency of observation in the patient’s health record; and 
c. giving early and appropriate consideration to whether the medical care and treatment required by a patient can be practically and realistically delivered in a correctional centre/custodial setting, bearing in mind considerations such as staffing levels, security protocols and other similar matters. 

3. That the JH&FMHN give consideration to whether it is necessary or desirable to develop a specific policy or guidelines concerning the prevention, detection and management of community-associated methicillin-resistant Staphylococcus aureus. 
4. That the JH&FMHN give consideration to whether it is possible, bearing in mind technical, legal and other considerations, to conduct (or to facilitate others to conduct) research into the prevalence of community-associated methicillin-resistant Staphylococcus aureus in correctional centres in New South Wales, including research the purpose of which would be: 
a. to analyse historical patient data (patient data already held by the JH&FMHN) in ways that might assist in determining the prevalence of community-associated methicillin-resistant Staphylococcus aureus in correctional centres in New South Wales; and 

b. to collect future patient data (including appropriate social, economic and demographic data) in ways that might assist in determining the prevalence of community-associated methicillin-resistant Staphylococcus aureus in correctional centres in New South Wales. 
	Recommendation 1 - NSW  Health  supports  recommendation  1. 
The  Justice  Health  &  Forensic  Mental "Health Network ('Justice Health') has reviewed its current training programs and material regarding the detection, management and prevention of community-acquired methicillin-resistant  Staphylococcus aureus (CA-MRSA), in line with recommendation 1. 

As a result of the review, Justice Health identified that there was no specific sepsis pathway in place to support staff to recognise and manage sepsis in correctional settings. 
Sepsis is a known and very serious complication of MRSA and arose in Mr Allam's case. Since Mr Allam's death, Justice Health has worked with the NSW Health Clinical Excellence Commission (CEC) to enhance its training for staff around the management of sepsis. In collaboration with the CEC, Justice Health has developed a correctional facilities focused sepsis pathway for best-practice management of patients with sepsis in correctional facilities. This is the first pathway of its kind in Australia. The sepsis recognition tool and management pathway has been piloted in a two phase trial at 12 correctional centres including six Youth Justice Centres. While no sepsis infections were identified during the trial, users reported they were confident in using it to rule out sepsis. Justice Health's Clinical and Corporate Governance team has worked with the Network's Education and Training Department to develop appropriate training resources to support the roll out of the initiative.

Justice Health acknowledges that the evidence points to a higher prevalence of CA­MRSA in correctional facilities compared with the general population. Existing training materials, including the newly developed sepsis pathway and the guiding documents for staff outlined in the response to recommendation 2, are informed by this understanding.
Justice Health supports the recommendation to explain   the circumstances surrounding Mr Allam's death to clinical staff as a case study and learning opportunity. Justice Health obtained consent from Mr Allam's sister to present his case to staff. On 4 November 2020, the Clinical Director, Primary Care, Justice Health, presented the case of Mr Allam's death at Prince of Wales Hospital during Grand Rounds. Justice Health's clinical staff attended in a virtual capacity, along with multi-disciplinary teams from the South Eastern Sydney Local Health District, who attended in person. The presentation was reported as well received and key elements of the talk (and sepsis in general) have informed the focus of education used in DETECT (Detecting Deterioration, Evaluation, Treatment, Escalation and Communicating in Teams) training and Justice Health's staff orientation.

Recommendation 2 - NSW Health supports recommendation 2. 
The Justice Health & Forensic Mental Health Network ('Justice Health') has considered its resources related to the detection, management and prevention of community-acquired methicillin-resistant Staphylococcus aureus (CA-MRSA) and affirmed there are existing policies and guidelines in place to adequately support staff with the prevention, detection and management of CA-MRSA, without the need to develop further policy or guidelines.

To support the prevention of CA-MRSA and other infectious diseases among the custodial population, NSW Health MRSA fact sheets are provided to inmates and simple hygiene posters are present in health clinics, visitor's rooms, and bathrooms in custody. COVID-19 health resources for inmates were introduced in early 2020 which also reinforce simple hygiene strategies to prevent disease transmission. Justice Health also complies with the NSW Health Infection Prevention and Control Policy (PD2017_013) which sets out the mandatory requirements for general infection prevention and control in NSW Health's organisations including Justice Health's facilities.

The Justice Health Infection Control and Communicable Diseases Resource provides specific guidance for the management and prevention of MRSA in Justice Health's facilities. The document outlines a decolonisation plan, isolation requirements, contact precautions if appropriate, and documentation requirements.

The   Long   Bay   Hospital   (LBH)  Admission,   Transfer  and   Discharge   Protocol (DG65720/19) sets out the requirement that all patients should be tested for MRSA on admission and re-tested every 14 days after admission to ensure adequate detection and prevention of MRSA. LBH is the only sub-acute Justice Health hospital and, as such, is a key site for routine screening of patients for MRSA. Patients who present to Justice Health's clinics with skin infections are also routinely screened for MRSA and provided with hygiene information to support infection control while the results are pending.                                                                                                                                   

Recommendation 3 - NSW Health supports recommendation 3. 
Since the death of Mr Mahmoud Allam, the Justice Health & Forensic Mental Health Network ('Justice Health') has been involved in research about the prevalence of community-acquired methicillin-resistant Staphylococcus aureus (CA-MRSA) in the NSW correctional centre population led by Dr Leigh Haysom, Director Medical Services, Justice Health. This research looked at MRSA skin and soft tissue infections (SSTls) among youth in NSW juvenile custodial centres over a two year period. The study found that there are high rates of MRSA SSTls among young people in custody in NSW, comparable with rates among adults in custody in the United States. It is important to note the study's finding that all individuals included in the study who were diagnosed with MRSA (n=33) avoided serious infection
Further data collection for the purposes of research within Justice Health as set out in recommendation 3 is not feasible as the data collection would need to be undertaken manually by staff and that would be too resource intensive.
Justice Health will support future opportunities to take part in research around this topic where capacity is available.
Recommendation 6 - NSW  Health supports recommendation 6. 
The Justice Health & Forensic Mental Health Network ('Justice Health') has affirmed that the clinical documentation and management of a deteriorating patient are key priorities. Justice Health is required to comply with the NSW Health policy directive Health Care Records – Documentation and Management (PD2012_069), which sets out standards for documentation in a patient's health care record.

In response to this recommendation, Justice Health reviewed its documentation and compliance mechanisms. Justice Health identified opportunities to improve the documentation audit tool to enhance the auditing of clinical documentation. The revised tool has been implemented across Justice Health. The 'National Safety and Quality Health Service (NSQHS) Standard 6 - Communicating for Patient Safety Committee' provides updates to the Clinical Governance Committee on audit results.

To support this recommendation, the Chief  Executive of Justice Health has also directed all clinical staff to complete NSW Health courses:
1. Clinical Documentation - Getting it Write; and

2.  SOAP (Subjective, Objective, Assessment, Plan).

As stated in response to recommendation 1, Justice Health has also collaborated with the NSW  Health Clinical  Excellence Commission (CEC) to develop a correctional facilities focused sepsis pathway.
Clinical care and treatment in Justice Health's facilities is provided by appropriately trained clinicians who are experienced in providing care in the correctional setting. Justice Health's facilities are required to comply with NSW Health policies and guidelines which apply to all NSW Health organisations. Guidelines are in place which direct clinical staff in matters of recognition and management of deteriorating patients, including appropriate escalation where a higher level of care is required. These include Justice Health's Recognition and Management of Patients who are Deteriorating Implementation Guide, and the Network Adult Emergency Response Guideline.


	
	
	
	Chief Executive Officer, Therapeutic Guidelines Limited 
	1. That consideration be given to referring the following issues to the antibiotic expert group that prepares the next edition of the Therapeutic Guidelines: Antibiotic:

(a) whether there is a proper epidemiological basis for developing a particular treatment guideline or recommendation for the choice of antibiotic therapy in relation to cellulitis in the co called ‘danger area’ or ‘danger zone’ of the face (from the corners of the mouth to the bridge of the nose, including the nose and maxilla); and 

(b) Whether there is a proper epidemiological basis for identifying residence in a correctional centre as a risk factor for patients with purulent cellulitis or in whom S Aureus  is suspected based on clinical presentation (with reference to Box 2.3.1 of the Therapeutic Guidelines: Antibiotic (2019)  

2. That consideration be given to whether there is an appropriate way to address the issues referred to in Recommendation 1 above, prior to the publication of the next edition of the Therapeutic Guidelines: Antibiotic such as by the establishment of a special or ad hoc working group or otherwise. 

	Awaited

	FUTURE – Next response
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	Brooke CARROLL 

2015/00208086


	Deputy State Coroner  

Grahame 

26 - 28 February 2020

22 May 2020 

At Lidcombe 
	Brooke Carroll died on 15 July 2015 on the side of the Mitchell Highway near Maryvale NSW. She died of multiple injuries. Her injuries were consistent with blunt force trauma sustained in a high speed motor vehicle collision.

Brooke was the passenger in a motor vehicle driven at speed by a drug affected driver  who was attempting to evade police. The car she was in collided with a pole during a police operation. 


	Commissioner of Police 
	1) To give consideration to enhancing the training provided to all Highway Patrol Officers to include a yearly refresher course on Parts 6, 7 and 8 of the SDP and that training be developed and delivered with the assistance and involvement of the Traffic Highway Patrol Command. 

2) To give consideration of developing and implementing a flow chart to assist officers in their implementation/interpretation of Parts 6, 7 and 8 of the SDP. 

3) To give consideration to amending Part 6-4 of the SDP to include a specific factor requiring police to consider the speed they would need to travel at in order to reduce the distance to an offending vehicle when conducting a traffic stop. 


	In relation to Recommendation 1, the NSWPF maintains its position that current training arrangements are adequate and sufficient in quality but has taken steps to enhance training in this area with amended training already commenced to Highway Patrol Officer trainees. 
Since the introduction of the new PETE Learning Management System in November 2020, an interactive online 'Safe Driving Policy' course is available for access and completion by all NSW Police Force employees. The interactive course consists of online learning material and both theoretical and scenario-based assessments relating to the NSW Safe Driving Policy (including Parts 6, 7 and 8). Learning objectives are as follows:
· Identify your driving responsibilities and responsibilities of Duty Officers and Supervisors

· Identify driving certification requirements and the three NSWPF driving certification classifications

· Identify the four categories of vehicles used by the NSWPF

· Identify the guidelines and procedures for traffic stops and urgent duty

· Identify the guidelines and procedures for pursuits including:

· Roles and Responsibilities

· Cross border pursuits

· Termination.
In relation to Recommendation 2, effective and extensive training is already provided in relation to SDP v 9.2 parts 6,7 and 8. Building on these existing resources, a poster has been published in the May 2020 issue of Police Monthly visually setting out key factors and decision making processes for police officers in considering whether to initiate a pursuit. 

In relation to Recommendation 3, the review of the SOP will include consideration of whether a specific factor relating speed and distance travelled to an offending vehicle should be added to Part 6-4 of the SOP when conducting a traffic stop. 

	FUTURE – Next response
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	Scott Cayirylys

2016/273233
	3 March 2020

NSW Coroners Court – Lidcombe

Magistrate Elizabeth Ryan, Deputy State Coroner 
	Her honour found that Scott Cayirylys died on 11 September 2016 in an ambulance while being taken to Coffs Harbour Hospital. Mr Cayirylys died as a result of a cardiac arrest due to profound blood loss causing hypovolaemia while waiting for an ambulance, after he had inflicted an incised wound to his left arm. 
	Commissioner, New South Wales Ambulance
	1. That NSWA consider investigating whether it is feasible and advisable to exclude manual downgrades of the response codes for emergency incidents received through ‘000’ or otherwise. 


2.That NSWA consider meeting with NSW Police Force and NSW Fire and Rescue to examine the need to revise and update joint ICEMS protocols, particularly those concerning communication or prioritisation. 


3.That NSWA consider undertaking a clinical review to determine whether there is a need to amend its treatment protocols, training and instructions so that paramedics continue the provision of fluid and adrenaline for the entire period of resuscitation in cases of hypovolaemia. 


	By letter dated 26 March 2021, the Minister for Health and Medical Research advised the Attorney General: 
Recommendation 1 – Supported

· On 23 July 2020, NSW Ambulance implemented a work instruction for control centre staff titled 'Clinical Operations - Control Centre CC4.06 - Reconfiguration of Incidents'. The new work instruction prohibits the downgrading of incidents unless a re-triage of the patient through the Medical Priority Dispatch System (MPDS) has occurred. This ensures a clinical reassessment of the patient supports an ambulance response to be downgraded. 

· The work instruction stipulates that only staff appointed at a senior shift supervisor level can authorise the manual downgrade of the response code in specific circumstances. An example of a specific circumstance is a Triple Zero (000) call about a patient with an emergency condition on board an aircraft that is due to land at the airport in 60 minutes. The control centre supervisor is authorised to downgrade the ambulance response to non-emergency (without lights and siren), with documentation in the Incident Detail Report to substantiate the reason and the required ambulance arrival time to meet the patient.
· In April 2020, NSW Ambulance introduced daily reports which identify when a 000 call has been downgraded. The reports identify which control centre location downgraded the call and the staff member who authorised and processed the downgrade. The daily reports are collated and distributed monthly to the control centre managers for review. A downgraded incident that is not compliant with the work instruction (CC4.06) is managed with the relevant staff member/s. 

· NSW Ambulance continues to explore opportunities to improve its capabilities in relation to analytics and streamline operations to improve the efficiency of dispatching and deploying ambulance crews.
Recommendation 2 – Supported

· NSW Health advises that NSW Ambulance meets with Fire and Rescue NSW and the NSW Police Force on a regular basis as part of the Inter-CAD Emergency Messaging Systems (ICEMS) Steering Committee and ICEMS Business Operations Group. This recommendation was tabled for discussion at the ICEMS Steering Committee on 1 June 2020. 

· In support of recommendation 2, NSW Ambulance and the NSW Police Force have conducted a thorough intra-agency review of the joint communications protocol between the two agencies. As an outcome of this review, the protocol has been revised to stipulate that a request for an immediate response via ICEMS must be made via free text in the ICEMS to flag the incident as a priority in the system.

Recommendation 2 – Supported

· Recommendation 3 has been implemented by NSW Ambulance and it is been determined that the current protocol requirements outlined in 'NSW Ambulance Protocol T10 - Traumatic hypovolaemia' regarding adrenaline administration are sufficient. 

· NSW Ambulance notes the provision of fluids to patients in traumatic cardiac arrest ('Protocol T20 - Traumatic Cardiac Arrest') is different to patients treated under the current traumatic hypovolaemia protocol ('Protocol T10 -Traumatic hypovolaemia'). 

· In support of the recommendation, 'Protocol T20 Traumatic Cardiac Arrest' was amended to indicate a patient in traumatic cardiac arrest should be administered fluids in line with 'Protocol T1 O' whilst the patient has absent central pulses. The amended protocol was sent to the NSW Institute of Trauma and Injury Management and the Emergency Care Institute for their consideration. 
· As a result of further advice received from these groups, 'Protocol T20' was further amended to include new information to support paramedics when prioritising the rapid management of reversible causes of traumatic cardiac arrest, including:

Hypovolaemia;

airway obstruction and inadequate ventilation;

tension pneumothorax; and

cardiac tamponade.

	FUTURE – Next response
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	Tane Chatfield
2017/288854
	26 August 2020
NSW Coroners Court – Lidcombe

Magistrate Harriet Grahame, Deputy State Coroner 
	Her Honour found that Tane Chatfield died on 22 September 2017. Mr Chatfield was alone in a cell at Tamworth Correctional Centre when he placed a blanket rope around his neck and attached it to a prominent hanging point in the cell. His death was intentionally self-inflicted.
	Commissioner of Corrective Services
Commissioner of Corrective Services and Justice Health and Forensic

Mental Health Network

Hunter New England Local Health District

Chief Executive, Nursing and Midwifery Board of Australia
	1. That Corrective Services NSW (“CSNSW”) conduct a comprehensive audit of all cell hanging points at the Tamworth Correctional Centre and undertake urgent removal of any hanging points identified.

2. That CSNSW amend policy to notify the next of kin if an inmate is taken to a hospital in a medical emergency, even if that inmate is not ultimately admitted.

3. That CSNSW implement a policy whereby prisoners who have been taken to hospital are not returned to prison without a discharge summary.

4. That CSNSW, in consultation with Justice Health and Forensic Mental Health Network (“Justice Health”), adopt a policy whereby any inmate who has been taken to Hospital is placed either two out or in an assessment cell until a comprehensive Justice Health review can take place. In the event that this is not considered suitable or appropriate, any other placement must be documented with reasons recorded.

5. That CSNSW and Justice Health actively recruit Aboriginal health workers at Tamworth Correctional Centre. The provision of Aboriginal health workers must include consideration of expanded culturally appropriate Drug and Alcohol and Mental Health Services and workers with expertise in suicide prevention strategies.
6. That Hunter New England Local Health District provide a copy of a discharge summary to officer escorts when a custodial patient is discharged from a Hunter New England health service (including from the Emergency Department).

7. Pursuant to s. 151A(2) of the Health Practitioner Regulation National Law no 86a, the transcript of the evidence of Ms Adams be forwarded to the Chief Executive, Nursing and Midwifery Board of Australia for consideration of whether the professional conduct of Ms Adams on 20 September 2017 should be the subject of review.
	Recommendation 1 – Complete
The audit of cell hanging points at Tamworth CC was undertaken in October 2020. This audit did not identify any obvious cell hanging points. The audit noted that remediation works undertaken in 2018/2019 had sufficiently identified and removed previously identified hanging points due to exposed sewer pipes. 

Further discussion and referral for advice regarding the availability of minor capital works funding in relation to addressing potential cell ligature points is being explored. 

Recommendation 2 – In progress

A working party has been established to review the NOK and ECP policy and procedures. 

Completed – May 2021
Completed in Next of Kin Working Group and published in Custodial Operations Policy and Procedures. COPP 6.2 states "Contact the inmate’s Emergency Contact Person (ECP) as soon as possible and on the same day that it is confirmed that an inmate is: • admitted as an in-patient (remaining overnight in the hospital) with little or no advance warning 

(such as with a heart attack, appendicitis, serious assault) • their medical condition becomes life threatening.”

Recommendation 3 – In progress / Not supported

CSNSW does not support this recommendation due to operation and security issues. 

Policy is being redrafted in relation to contact with JH&FMHN in circumstances where a discharge summary is not available prior to return from hospital and the subsequent management of inmates on return from hospital. 

Recommendation 4 – In progress

Custodial Corrections are in the process of drafting a policy on the subsequent management of inmates on return from hospital for consideration and consultation by the Joint Working Group JH&FMHN and CSNSW. 

Completed – Supported

CSNSW have updated the policy and published it in the Custodial Operations Policy and Procedures 19.6 Medical Escorts Policy – section 7

A communication from the Commissioner’s instruction was sent to CSNSW regarding the updated policy “New Memorandum of Understanding between NSW Health and CSNSW and amendments to Custodial Operations Policy and Procedures section 19.6 Medical escorts”.
Recommendation 5 – In progress

It has been agreed to that this recommendation will be responded to by JH&FMHN

Completed – Not Supported

CSNSW do not recruit health workers/staff. The recruitment of health workers/staff and the provision of health services is the responsibility of the JH&FMHN.

	FUTURE – Next response
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	Bennett

DOMINICK 

2016/99360
	25 June 2020

NSW Coroners Court – Lidcombe

State Coroner

T O’Sullivan  
	Bennett Campbell Dominick died on 10 January 2015 in the Corcoran Opals Fields, Lightning Ridge New South Wales.

I am unable to determine the cause or manner of Ben’s death.

 
	NSW Commissioner of Police 
	1) That Bennett Dominick’s disappearance be referred to the Unsolved Homicide Team of the NSW Police Force so that it can be investigated further in accordance with the protocols and procedures of the Team.
2) That the Missing Persons Registry consider amending the Missing Persons Standard Operating Procedures to make it clear that the geography around Lightning Ridge is the type of geography intended to give rise to high risk ‘red ‘flag’.

3) That the NSW Commissioner of Police consider that induction training  for new officers at Lightning Ridge and the relevant stations in the surrounding police district  specifically involve the Missing Persons SOPs The training should address how the nature of the geography at Lightning Ridge is likely to increase the risk to a missing person’s health and/or safety which will mean that many missing persons in the region are immediately classified as high risk.
	By letter dated 14 September 2020, the Commissioner of NSWPF Mr MJ Fuller APM advised the Attorney General:

Recommendation 1:

Supported. 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.

Recommendation 2:

Supported. The recommendation will be considered during the next revision of the Missing Persons Standard Operating Procedures in January 2021.

Recommendation 3:

Supported. MPR staff attended the Supervisors training day at Central North Command to instruct staff on the requirements of the new SOPS. Supervisors/Sector Supervisors from all Central North Command, including Lightening Ridge participated in this training. A risk assessment is now mandatory for all missing person reports. The Supervisors and Sector Supervisors from Central North Command are required to review all risk assessments submitted with missing person reports before COPS events can be verified. 
A mandatory training (Commissioner’s Director) package relating to the new SOPS has been created and was released to the field on 31 August 2020. This training package has a specific focus on the need to engage NSW Police Force LandSAR (search & rescue) Coordinators when attending relevant searches for missing persons.

	FUTURE – Next response
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	2013/333799

Renae MARSDEN 


	Deputy State Coroner  Truscott

10-14 February 2020

20 May 2020 

At Lidcombe 
	That Renae Marsden died on 5 August 2013 at The Gap, Jacob’s Ladder Reserve, Watsons Bay NSW. The cause of death was fatal fall injuries. Renae deliberately slipped from the clifftop with the intent to end her life after the termination of a relationship with a person whose identity and intent were, unbeknown to her, a fabrication created and perpetrated for the purpose of exercising coercion and control over her by a known person, who engaged in conduct known as ‘catfishing’. 
	Domestic Violence Death Review Team
	That the Domestic Violence Death Review Team undertake an in-depth review and provide that review to the Department of Community and Justice to inform any action taken to progress Recommendation 9 of the DVRT 2017/19 Report. 


	Awaited 

	FUTURE – Next response
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	 2012/362107 
Jasmine MORRIS


	DSC Lee

At Coffs Harbour Court 

16 to 19 
November 
2020
2 December 

2020

	On the available evidence I find that Jasmine Morris who was reported as a missing person on 20 October 2009 is now deceased.  Jasmine died on a date unknown sometime on or after 6 October 2009. The available evidence does not allow for any finding to be made as to the place of Jasmine’s death. The available evidence and the absence of any postmortem examination also does now allow for any finding to be made as to the cause and manner of Jasmine’s death.
	NSW Commissioner of Police 
	That the New South Wales Commissioner of Police cause the investigation into the suspected death of missing person Jasmine Morris be referred to the State Crime Command Unsolved Homicide Team and the State Crime Command Missing Persons Registry for the allocation of specialist consultants to review the matter and to assist the Grafton Detectives in the ongoing investigation. Further, that a copy of the brief of evidence and transcript of the Inquest into the suspected death of missing person Jasmine Morris be provided to the Unsolved Homicide Team and Missing Persons Registry for this purpose. 


	Recommendation – Complete
By letter dated 8 June 2021, the Commissioner of NSWPF Mr MJ Fuller APM advised the Attorney General:

“The NSW Police Force accept the recommendation and the matter has been referred to the Missing Persons Registry and the Unsolved Homicide Team. Arrangements will be made for the transcript and brief of evidence to be provided to them.” 


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	2015/00323811

Ivan 

MIKIC 


	Deputy State Coroner Lee

12-13 June 2019

10 and 21 August 2020

 4 September  2020 

At Lidcombe 
	I find that Ivan Mikic died on 3 November 2015 at Wellington Correctional Centre, Wellington NSW 2820. The cause of Ivan’s death was methadone toxicity with coronary artery atherosclerosis being a significant condition contributing to death. Ivan died from an unintentional drug overdose following self administration of methadone that had been acquired in circumstances unknown, most likely following an incident of diversion. At the time of his death, Ivan was in lawful custody serving a sentence of imprisonment. 
	The Governor, Wellington Correctional Centre 
	That consideration be given to providing correctional officers with refresher and/or increased education and training to assist officers with recognising the signs of methadone overdose in an inmate and the circumstances in which interventional action may need to be taken to ensure that the inmate is alive and well. 
	Recommendation – Completed 
Correctional Officers are not medically trained to interpret the severity of the health condition of an inmate. CSNSW

considers that the current policy relating to medical emergencies; first responding officer duties; the requirement for Custodial Officers to hold a current first aid certificate; and undertake refresher training every 3 years is appropriate.


	FUTURE – Next response
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	Peter Robin
2015/318867
	28 February 2020
NSW Coroner’s Court – Lidcombe

Magistrate Derek Lee, Deputy State Coroner 
	Peter Robin died on 29 October 2015 at Nepean District Hospital Penrith NSW 2750. The cause of Peter’s death was pulmonary embolism with deep vein thrombosis an antecedent cause, and a coronary artery atherosclerosis and hypercholesterolaemia being other significant conditions contributing to Peter’s death. Peter died as a result of natural disease process, in circumstances where an undetected deep vein thrombosis had formed in  his right calf muscles sometime prior to dental surgery and anaesthesia, and Peter’s age and obesity were secondary factors contributing to the formation and propagation of the pulmonary embolism. 
	The Chief Executive Officer, Healthscope Ltd and the Nepean Private Hospital 
	1. I recommend that consideration be given to revising venous thromboembolism (VTE) risk assessment policy and forms used at Nepean Private Hospital, to effect the following changes: 
a) To clarify the definition of ‘obesity’ with reference to Body Mass Index; 

b) To clarify the reference to the time of surgery so that it refers to the total time that a patient is expected to be under anaesthesia; 

c) To provide a system where the total estimated surgery time can be reliably obtained, either from the surgeon of from other data; and 

d) To record the identified risk factors, VTE risk level and the prophylaxis determined for a patient. 

2. I recommend consideration be given to whether venous thromboembolism risk assessment policy and forms used at Nepean Private Hospital should be revised to align with the NSW Health Policy Directive Preventing Venous Thromboembolism (PD2019_057) and the Adult Venous Thromboembolism Risk Assessment Tool. 
	Awaited.

	FUTURE – Next response
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	DP
2016/19119
	27 February 2020
NSW Coroner’s Court – Lidcombe

State Coroner, Magistrate Teresa O’Sullivan 
	DP died on 19 January 2016 at Quakers Hill Police Station, Highfield Road, Quakers Hill NSW 2763 as a result of a gunshot wound to the chest. DP died after he attended Quakers Hill Police Station in possession of a knife and lunged at an officer, who discharged his weapon. DP intended to provoke police into shooting him; however his judgement was significantly impaired at the time by the effects of methylampheramine intoxication and possible psychotic symptoms, which also impacted his behaviour. 
	The NSW Commissioner of Police
	1. That consideration be given to the creation of a formal process whereby the Assistant Commissioner for the Education and Training Command receives advice from the Manager of the Weapons Tactics Police and Review Unit every two years regarding deployments in non-lethal or less lethal tactical options in the use of force when dealing with offenders armed with a knife or cutting weapon, and then considers which options might be investigated or pursued by the NSW Police Force. 
	Recommendation 1 – Supported

WTPR has responsibility for the development and release of the Operational Safety & Skills Training Directive for annual Mandatory Training for the New South Wales Police Force. The development of the annual Mandatory Training program is guided by the Operational Safety and Skills Mandatory Training Directive Decision Making Framework. A key feature of the Decision-Making Framework is the consideration of Coronial Inquests and their subsequent findings and recommendations. 

WTPR conducts ongoing research into new tools and techniques that can be used to resolve violent confrontations, including research relating to, "non-lethal or less lethal tactical options in the use of force when dealing with offenders armed with a knife or cutting weapon", and regularly liaises with other Operational Safety units in other Australian jurisdictions. 

In keeping with the Coroner's recommendation, WTPR will report on related research annually to the Commander ETC via the Annual Mandatory Training Directive Decision Making Framework.

	FUTURE – Next response
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	‘AP’
	1 June 2020
NSW State Coroner’s Court, Lidcombe

Magistrate Harriet Grahame, Deputy State Coroner 
	AP died on the evening of 10 September 2016 or early morning on 11 September 2016 at her home. AP died as a result of being drowned by her mother, who had recently relapsed into an acutely psychotic mental state. Her mother was ill and not responsible, at law, for her actions. There were significant failures by both SWSLHD and DJC to provide adequate care to AP and her mother in the lead up to AP’s death. 
	Department of Communities and Justice 
	1. That DCJ implement a policy whereby open child protection cases with a risk assessment of “high” or “very high”, involving a parent(s)/carer(s) with a known and current diagnosis of a severe acute or persistent mental health disorder, are not closed prior to consultation about the closure with key mental health services involved in the client’s care, and the recommendation of those services being documented. This policy will be supported by case based training to practitioners which targets work with open “high” and “very high” risk child protection cases, including cases involving a parent/carer with a known and current diagnosis of a severe acute or persistent mental health disorder.

2. That DCJ conduct a review of existing policy and practice mandates to identify additional areas where guidance around case closure can be strengthened in order to emphasise the need to consult with relevant services and develop clear policy on which role can approve closure of cases where there has been a risk assessment of “high” or very “high”.
	Awaiting response

	
	
	
	Ministry of Health 
	1. That the Ministry of Health give consideration to conducting a review of the adequacy of existing policies to identify where guidance can be strengthened to emphasise the need for clear and regular communication and clear lines of responsibility between Local Health Districts and general practitioners where a consumer’s mental health care is shared. Further, that an overall policy is reduced to a simple formulation and supported by ongoing training.


2. That the Ministry of Health give consideration to reviewing the current mandatory training offered to Case Care Coordinators (through HETI or in other forums), in the light of the evidence presented at this inquest. Consideration could be given to including these facts in a de-identified case study to highlight the need for enhanced communication between those sharing care and for the need to prioritise rapport building with consumers.


3. That the Ministry of Health, in line with current policy, ensure LHDs are reminded of their responsibility to provide known general practitioners involved in the care of consumers with the direct contact telephone numbers of the Case Care Coordinator and Team Leader responsible for the care of the consumer, where shared mental health services are provided.
	By letter dated 8 December 2021, the NSW Minister for Health and Medical Research, Mr Brad Hazzard, advised the Attorney General:
Recommendation 1 – Supported 
The NSW Ministry of Health is undertaking a review of the following statewide policy directives with the aim of strengthening policy guidance for NSW health staff:
· Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals (PD2011_015). It is anticipated the revised policy will be published in the second half of 2021.
· Discharge Planning and Transfer of Care for Consumers of NSW Health Mental Health Services (PD2019_045). The anticipated review of this policy has been brought forward from September 2024 to now commence in September 2022. 
· Child Wellbeing and Child Protection Policies and Procedures for NSW Health (PD2013_007). The review of this policy directive will commence in 2021-22 following extensive scoping by key stakeholders to develop the project plan. 

The review of these policies is in support of the Deputy State Coroner’s recommendation, and part of the routine protocols at the NSW Ministry of Health, whereby all policy directives are reviewed at a minimum every five years and more frequently if, for example, there are significant changes in contemporary practice or following the identification of state-wide risks from incident investigation findings or coronial investigations. 

The NSW Ministry of Health is also conducting an external review of the SAFE START screening program. SAFE START involves universal psychosocial risk assessment and mental health screening for women giving birth in public hospitals, as part of a comprehensive health assessment during both pregnancy and the postnatal period. This system of screening and referral involves collaboration across the perinatal and mental health sector, including primary health provider such as GPs. The review encompasses the: 

· Supporting Families Early (SFE) SAFE START Strategic Policy (PD2010_016) SAFE START Guidelines: Improving Mental Health Outcomes for Parents and Infants (GL2010_004) 
· Online training modules for the SFE and SAFE START programs. 

To support communication with NSW Health staff across the state on the abovementioned changes, the NSW Ministry of Health has issued an Information Bulletin to update the Health workforce on changes to child protection legislation, child protection procedures and the responsibilities of NSW Health staff. 
NSW Health is committed to embedding family and parent focused recovery practice into mental health services across NSW. In October 2020, the NSW Family Focussed Recovery Framework 2020-2025 was published and replaces the NSW Children of Parents with a Mental Illness (COPMI) Framework 2010-2015. The framework provides a new way forward to guide services in improving support to families where a parent lives with mental health issues and has dependent children through implementing a family focused approach. 

The framework outlines three key objectives for mental health services: 

· Embed a family focused approach; 

· Deliver evidence informed interventions to meet the needs to families; and 

· Coordinate treatment and support. 

The Framework will be accompanied by an implementation, monitoring and evaluation plan and will include a detailed evaluation plan for the duration of the framework to ensure continuous review and quality improvement. 

Recommendation 2 – Supported 

NSW Health supports recommendation 2 and is reviewing the policy directive, Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals (PD2011_015) and associated care coordination training module delivered via the Health Education and Training Institute (HETI). 
Recommendation 2 is supported with the care coordination module to be revised to include a de-identified case study as recommended by the Deputy State Coroner. 

As an alternative action, NSW Health as implemented the following mandatory and targeted training for NSW Health staff: 

· In March 2018 the Identify Consult Response – Child Wellbeing and Child Protection Training was revised and is now mandatory for all NSW Health staff. 

· The NSW Health Child Wellbeing and Child Protection One Day Training is being revised by the Ministry of Health. It provides targeted NSW Health workers with further knowledge and skills to identify and respond to child wellbeing and child protection concerns. Targeted workers are patient facing staff who work with children and young people, and adults who need additional support and are caring for children and young people. 

· HETI and the Clinical Excellence Commission are producing an online Perinatal Safety & Education Program to improve patient safety and reduce the risk of perinatal, maternal and fetal or infant mortality focussed on pregnant women or new mothers up to 6 weeks postnatal. Within this learning package, there is a perinatal mental health module, titled ‘Deteriorating Mental Health’. This learning package is targeted for all maternity staff. 

In 2021-22, NSW Health will also review the state-wide policy directive, Child Wellbeing and Child Protection Policies and Procedures for NSW Health (PD2013_007). Currently, all NSW Health staff must undertake a two-hour mandatory child protection training session. All NSW Health staff working directly with children and young people or their families must also attend additional one-day mandatory face-to-face child protection session. 

Recommendation 3 – Supported 

NSW Health supports recommendation 3. To support patient harm minimisation and prevent the reoccurrence of similar incidents, the Ministry of Health sends quarterly correspondence to the Chief Executives of each Local Health District and Specialty Health Network advising of coronial recommendations made for NSW Health. In support of recommendation 3, Chief Executives have been requeted to ensure their mental health services are compliant with their responsibility to provide known general practitioners involved in the care of patients with the direct contact telephone numbers of the case care coordinator and team leader, where shared mental health services are provided. 
NSW Health also advises the state-wide policy directive, Discharge Planning and Transfer of Care for Consumers of NSW Health Mental Health Services (PD2019_045) is scheduled for review commencing September 2022. This policy outlines the minimum standards to support effective and safe discharge planning and transfer of care for consumers of NSW Health mental health services. It applies to NSW Health mental health staff involved in the assessment, care, discharge planning or transfer of care of a mental health consumer. This revised policy will reflect service deliver changes in mental health, particularly those that have arisen during the COVID-19 pandemic. 

In conjunction with this review, NSW Health is also revising the policy directive, Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals (PD2011_015) to ensure alignment across policies. 


	
	
	
	South Western Sydney Local Health District 
	1. That SWSLHD conduct training for all CCCs directed towards developing understanding of their role in case coordination, strategies for engaging with stakeholders in patient care and techniques in rapport building and maintaining consumer relationships.
	By letter dated 8 December 2021, the NSW Minister for Health and Medical Research, Mr Brad Hazzard, advised the Attorney General:
Recommendation 4 – Supported 

NSW Health Supports recommendation 4. In support of this recommendation, South Western Sydney Local Health District has developed the Community Mental Health – Clinical Skills, Competencies & Mentoring Program (CSCMP). A two-year workplan implement the program commenced in December 2020 and will be completed by December 2021. 
The primary goal of this program is to improve and maintain the quality and safety of clinical care provided by community mental health care coordination staff, the work satisfaction of teams, and to enhance outcomes for patients as well as their carers and families. As part of the two-year plan, the District is creating a new learning pathway which includes online and face-to-face training workshops, accompanying resources and the provision of medium-term one-to-one mentoring for mental health staff by experienced and senior clinical staff. 

The program includes six key objectives: 

1. Assess training needs and develop shared ownership and collaboration on the CSCMP with key stakeholders; 

2. Establish structures to support the clinical skills, competencies and mentoring program for community mental health case care coordinators; 

3. Develop a mentoring support infrastructure and deliver a mentoring training package; 

4. Develop a learning pathway and competency framework for clinical care coordinators in community mental health; 

5. Develop an orientation manual for new case care coordination mental health staff; and 

6. Develop a train-the-trainer package and pathway to enable sustainability of the clinical skills training program. 

The program aligns with state-wide Mental Health Pathways in Practice (MHPIP) development pathway for mental health clinicians. The MHPIP professional development pathway provides allied health, nursing, and medical staff with the opportunity to work together to develop core capabilities and skills around how to better support and care for the recovery of patients with mental illness. The District’s Centre for Education and Workforce Development continues to collaborate with the NSW Ministry of Health to ensure the CSCMP aligns with the MHPIP. 
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	Hazel BROCKETT 

 2016/224411 


	Coroner

D Stone

2-6 September 2019

28 Nov 2019 

3 March 2020

At Newcastle  
	The time and date of death was 8:00am on 23 July 2016.  

The place of death was John Hunter Hospital Newcastle 

The cause of death was complications of femoral, radial and ulnar fractures, and an antecedent cause was Alzheimer’s disease.

The manner of death involved the infliction of severe injuries to Mrs Brockett in her room in an unwitnessed act performed by a fellow resident who was suffering from severe dementia.

	To Southern Cross Care NSW and ACT (“SCC”)
	1. Recommend that SCC review its procedures for the clinical briefing of visiting general practitioners (“GP”), so that, in circumstances where a resident with dementia in a Memory Support Unit (“MSU”) is currently exhibiting aggressive behaviour, the procedures provide that a chronological summary of incidents of verbal and physical aggression for that resident since the GP’s last visit is printed out from the ‘AutumnCare’ database and provided to the GP. Consideration should be given to whether the need for such a summary to be provided in the circumstances described should be noted on the form currently used (see Inquest Exhibit 6), or otherwise included in the relevant SCC policy.

2.Recommend that SCC review the Care Manual section ‘Managing Behaviours of Concern’ to provide further guidance on the range of circumstances that would indicate when an unscheduled formal case conference should be held for an MSU resident (including for problematic aggressive behaviours) and to identify the minimum participants (namely family, facility staff and the treating GP).

3.Recommend that, if feasible, an alert be placed on ‘AutumnCare’ for outstanding GP referrals for MSU residents (including geriatrician, DBMAS and mental health referrals), to ensure that they are followed up and completed.

4.Recommend the use of behaviour charts (wandering and aggressive physical and verbal behaviours) on a continual basis for MSU residents exhibiting persisting aggressive behaviours; and amendment of the Physical Behaviour chart to include a separate code for acts of physical aggression.

5.Recommend that consideration be given to formulating a clear policy guideline for when, and in what form, there should be notification to the treating GP of acts of resident-to-resident aggression and resident-to-staff aggression carried out by a resident under the care of that GP.

6.Recommend that a detailed history (“History”) be taken on admission for each resident of an MSU, identifying their likes/dislikes, pre-morbid personality, any environmental and social sensitivities, dietary preferences and general interests, and that the SCC Care Manual provide guidance on that process.

7.Recommend that the behavioural interventions listed on an MSU resident’s Behaviour Plan be individually tailored (and modified as required) to the resident, having regard to both the nature and type of behaviours and the resident’s history and that the SCC provide its staff guidance on that process via the Quick Reference Guide.

8. Recommend that there be ongoing training of care staff (including registered nurses and personal care workers) involved in MSU resident care as to: 

(a) how to respond to residents displaying aggressive behaviours, including considering the underlying reasons why aggression may be displayed (including pain, mental health, delirium, and consequences of dementia); 

(b) the use of behavioural interventions; and 

(c) recording in the AutumnCare notes and, where necessary, a resident’s Care Plan, the surrounding context and any possible triggers that preceded the aggressive behaviour. 

9. Recommend that the SCC introduce a written procedure supplemented by a published policy, to provide guidance as to when external review by a clinician other than a general practitioner may be required and when external transfer may be required. 

10. That consideration be given to installing CCTV in common areas of the MSU at Southern Cross Care Caves Beach, so that footage of unwitnessed incidents may be subsequently reviewed. 

11. Recommend that SCC give consideration to amending its Incident Form – Resident310 to include: 

(a) In the section titled “Actions Taken By Staff” – guidance on when the doctor treating the apparent perpetrator of a resident-on-resident physical assault is to be notified; 

(b) In the section titled “Referral” – further referral options, including referral to DBMAS, or referral for geriatric or psychogeriatric review; and 

(c) An option to recommend a case conference in the section titled “Management Review.”
	Southern Cross Care NSW and ACT is not a Government agency for the purposes of the reporting Guidelines and as such is not required to respond to the Attorney General.

Any response that might be received will be recorded. 

	FUTURE – Next response
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	Hogan, Jonathan
2018/37983
	6 May 2020
NSW State Coroner’s Court, Lidcombe

Magistrate Harriet Grahame, Deputy State Coroner
	Deputy State Coroner Grahame found that Jonathon died on 3 February 2018 in his cell at Junee Correctional Centre (“Junee CC”). Jonathon died from neck compression as a result of hanging, which was intentionally self-inflicted while he was alone in his cell. Jonathon’s deteriorating mental health, in the context of a breakdown in his de-facto relationship and inadequate mental health care provided to him in the preceding months in custody, were contributory factors to his death.
	The Chief Executive Officer, GEO Group Australia Pty Ltd
	1. Review the Junee CC’s practice and procedures at the intake stage to ensure that inmates with known diagnoses for serious mental illnesses (e.g. schizophrenia) are reviewed by a suitably qualified mental health clinician in a timely manner for the purposes of: 

a. assessing the inmate’s condition. 

b. consulting with other clinicians (if necessary) and to make recommendations about treatment (including whether the inmate requires antipsychotic medication) 

c. documenting what the inmate’s risks are and how those risks are to be managed assuming the inmate is placed within the general population (including the possibility of “two-out” cell placements). 

2. Examine the current ratio of mental health treating staff, to inmates requiring mental health reviews and treatment, and whether the staffing ratios and resources are sufficient to ensure: 

a. inmates who are suffering serious mental illnesses are reviewed by a suitably qualified mental health clinician in a timely manner after entering the Junee CC.

b. inmates who are suffering serious mental illnesses thereafter are reviewed by a psychiatrist or by another suitability qualified mental health clinician at reasonable 

intervals having regard to the severity of their illness, circumstances and the potential changeability of their condition. 

c. mental health clinicians carrying out patient reviews are afforded a reasonable opportunity to review an inmate’s patient file and other collaborative sources.

3. In consultation with Justice Health, review the Junee CC’s practice and procedures as regards the provision of antipsychotic medication to ensure, in the event an inmate misses taking their daily antipsychotic medication, the mental health treating team is notified of this fact and the inmate reviewed about this issue in a timely manner (specifically taking into account the opinion expressed by Dr Kerri Eagle in these proceedings about the impact of an inmate missing Olanzapine medication).

4.Consider creating at least three full-time equivalent Aboriginal Health Worker positions based at the Junee CC, at least one of whom has responsibility for the provision of mental health care and treatment to Aboriginal inmates.


	Recommendation 1 – Completed 

GEO has reviewed intake practices. Patients who are identified with a mental health issue/illness and are subsequently identified to be at risk, are referred to the Mental Health Nurses for assessment. Following assessment, inmates will be referred to other clinicians as appropriate (which will include any medication needs), the documenting of an inmate’s risks and how these are to be managed (including cell placement options).

Recommendation 2 – Completed 

GEO has reviewed the ratio of mental health treating staff to inmates requiring mental health review and treatment. The current staffing of Mental Health Registered Nurses is 2 FTE with psychiatric services delivered 1.5 days per fortnight (via tele-link).

GEO plans to continually review these services in line with inmate population and needs.
Recommendation 3 – Completed 

GEO has developed and implemented a new policy for Medication Supply and Administration which was endorsed in November 2020.
Recommendation 4 – Completed 

GEO advised that there are a limited number of Aboriginal health workers in the community who are highly sought after by other health agencies. GEO have engaged a specialist recruiter to assist with the recruitment and retention of Aboriginal employees.
Recommendation 5 – Completed 

139 beds have been modified (40) and replaced (99). 


	
	The Chief Executive Officer, GEO Group Australia Pty Ltd and the Commissioner of Corrective Services NSW 
	5. GEO Group in consultation with Corrective Services NSW (“CSNSW”) urgently examines replacing or altering the bed frames of the kind used within the B2 Unit at Junee CC on3 February 2018 to remove possible hanging points.


	Recommendation 5 – In progress 
A prototype has now been installed in one cell at the Junee Correctional Centre in B Unit. GEO are now progressing to remediate a total of 139 cells across the units. This work is anticipated to be completed by the end of February 2021. 

	
	The Commissioner of Corrective Services NSW 
	6. CSNSW, in consultation with other stakeholders, examine the utility of adapting the telephone system available for inmate use to include an alert system when inmates make a significant number of calls to a particular number in a short period.


	There was detailed discussion around the practicality and technical aspect of implementing this recommendation. In terms of technical aspects, there would be considerable amount of cost involved in putting advanced analytical capability within OTS system to distinguish between distress call and genuine repeated calls to a number.  Multiple phone calls can be made due to a number of reasons and not all such incident necessitates intervention from staff. There was concerns around the ambiguity in the parameters mentioned the recommendation, namely ‘significant number of call’ and ‘in a short period’. Potential privacy issues in terms of the numbers called were also mentioned. It was also noted that inmates in majority of CSNSW centres usually do not have uninterrupted access to the phone over extended period of time. Usually the other inmates start to complain if any one inmate is occupying the phone for extended period. Based on the overall discussion, it was agreed that this recommendation is not practical and CSNSW does not support this.
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	KLINE, Stephen

2018/37983
	1 March 2019

NSW State Coroners Court, Lidcombe

Magistrate Derek Lee, Deputy State Coroner
	I find that Stephen Kline died on 15 March 2016 at Concord

Repatriation General Hospital, Concord NSW 2139. 

The cause of

Stephen's death was pulmonary thromboemboli due to deep vein

thrombosis on a background of a leg burn wound. Stephen died of

natural causes during an extended period of hospitalisation after

suffering the leg burn wound as a consequence of having a taser

deployed at him by a NSW Police Force officer
	Chief Executive, Sydney Local Health District
	1. I recommend that a copy of these findings be provided to the

developer of the eMeds software system for consideration in

relation to Recommendation 2.


2. I recommend that, in consultation with the NSW Ministry of Health,

consideration be given to requesting that the developer of

the eMeds software system ensure that users of the system

are readily able to distinguish between medication that is

actively being administered to a patient and medication that has been cancelled, irrespective of the on-screen information

chosen to be displayed by the user, and without detracting from the functionality and usability of the system.


3. I recommend that consideration be given to the circumstances of Stephen's death (with appropriate anonymization, and conditional upon consent being provided by Stephen's family and following appropriate consultation with them) being used as a case study as part of education packages provided to clinical staff regarding venous thromboelbolism risk assessment in the context of unexpected extension of a patient's admission duration.
	NSW Health supports and has implemented recommendation 1
In March 2019, a copy of the coronial findings report was provided to the vice president and managing director, Gerner Asia Pacific to raise the identified system risk and the opportunity for the developer to undertake risk assessments, including remedial actions if required.

Furthermore, correspondence to the Australian Commission on Safety and Quality Health Care was sent by the Sydney Local Health District in March 2019 to advise of the coronial findings and the identified gap in the existing National Guidelines for OnScreen

Display of Medicines Information as endorsed by the Australian Health Ministers' Advisory Council in December 2017.
NSW Health supports and has implemented recommendation 2
In March 2019, a Sydney Local Health District working party was formed with representatives from the Ministry of Health, eHealth NSW, Cerner and the Clinical Excellence Commission (CEC) to ensure oversight of system improvements for onscreen

status display of medication orders and the progress of the implementation plan for system enhancements.

A technical sub-group was also formed in April 2019 to focus on the resolution of technical issues associated with the enhancements to the on-screen status display.

In addition to the development of a quick reference guide 'Medication List: Customising the View' in March 2019, a training program for new system users was amended in

April 2019.

The training program ensures clinicians are familiar with the preferred customisation method for the on-screen display and highlights risks associated with this practice.

There is also emphasis on the importance of using the medication administration record (MAR) or MAR summary when reviewing medications, as this provides the complete list of those which are active, cancelled or discontinued.

In April 2019, an educational video 'Reviewing Medications in the EMR' was also developed by the District in collaboration with eHealth NSW, Cerner and CEC representatives. The video is a component of educations sessions and focusses on

raising awareness of system risks, providing guidance on the configuration of the onscreen

status display and the requirement to review medications using the MAR and MAR summary.

The NSW Health policy directive PD2013/043 'Medication Handling in NSW Public Health Facilities' provides guidance on best practice principles on medication procurement, possession, storage, prescribing, dispensing, supplying, administering

and recording at NSW public health facilities. This is in accordance with the requirements of the Poisons and Therapeutic Goods Act 1966 (NSW) and the Poisons and Therapeutic Goods Regulation 2008 (NSW), as well as NSW Health policies

relevant to medication handling.

NSW Health supports and has implemented recommendation 3
I have been advised that the Sydney Local Health District has confirmed with the State Coroner's office that in the absence of contact from Stephen's family, there were no

concerns with the use of his de-identified case as a case study for educational purposes.

To further enhance the capability and knowledge base of clinicians in support of safe patient care, an education package was developed by the District to provide a comprehensive overview of venous thromboembolism (VTE) prevention measures

and the NSW Adult VTE Risk Assessment Tool.

The investment in a new pharmacy-led model of VTE stewardship has also resulted in the ongoing enhancement of strategies to improve compliance, further strengthening of governance for VTE prophylaxis treatment, the provision of timely

clinical advice and auditing of the use of VTE PowerPlan and risk appropriate VTE prophylaxis.

Additional guidance on VTE is accessible via the NSW Health policy directive PD2019_057 'Prevention of Venous Thromboembolism' which outlines the role of public health organisations in supporting clinicians and ensuring systems are in place that promote safe VTE prevention practices.
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	Jane NUTTER

2015/373638


	12-16 November 2018

NSW State Coroner’s Court, Glebe

Magistrate Derek Lee, Deputy State Coroner
	June Nutter died on 20 December 2015 at Campbelltown

Private Hospital, Campbelltown NSW 2560. 

June died from

lymphangitic carcinomatosis leading to hypoxaemic respiratory

failure and cardiac arrest. June died from natural causes, as a

consequence of natural disease process. Whilst not causally

connected to 

June's death, the resuscitative efforts by Hospital staff

following her cardiac arrest were not in accordance with optimal

clinical practice.
	General Manager, Campbelltown Private Hospital
	1. Recommendation that consideration be given to the implementation of robust, reliable and repeatable procedures to ensure that Career Medical Officers are informed of all relevant and current clinical and operational policies prior to the commencement of their first shift.

2. Recommendation that consideration be given to the installation of appropriate signs and directions at access points and at the exit points of all elevators used by attending Ambulance Service of NSW personnel who have been called to assist with the care and treatment of a patient at Campbelltown Private Hospital, in order to allow such personnel to be able

to independently determine the exact location of the patient.

3. Recommendation that consideration be given to investigating the

feasibility of providing simulation-based training in relation to airway  management and ventilation to nursing staff and, in the event that it is deemed feasible to do so, that further consideration be given to incorporating such training in Basic Life Support and Advanced Life Support training provided to

nursing staff as part of ongoing competency assessment.
	NSW Health supports recommendation 1, which has been completed

In response to this recommendation, Campbelltown Private Hospital amended the Locum Career Medical Officer (CMO) induction schedule and revised the induction checklist to confirm the CMO is informed of the below Healthscope corporate policies and procedures prior to commencing their first shift at the hospital:

- Hospital Administration: Advance Care Directives 2.56

- Hospital Administration: Ambulance NSW - Hospital Access CBT Addendum

2.49

- Hospital Clinical: Advance Life Support (ALS) Adult 8.13

- Hospital Clinical: Basic Life Support (BLS) and Cardiopulmonary Resuscitation

(CPR) 8.42

- Hospital Clinical: Clinical Deterioration, Recognising and Responding to 8.45

- Hospital Clinical: Not for Cardiopulmonary Resuscitation (NFR), Management of Patients 8.14

- Paediatric: Advance Life Support (ALS) Paediatric 13.06

The completed checklist must be endorsed by the Director of Clinical Services on the CMO's presentation to the hospital before undertaking duties for which they are qualified and contracted. The completed checklist and a copy of registration is maintained by the hospital in an electronic database.

On 26 November 2019, a meeting was held at Campbelltown Private Hospital with the Best Practice Medical Locums from the hiring agency to inform them of the revised policy distribution process. All policies were provided to the agency by the Director of

Clinical Services for distribution to existing CMOs and to commence onboarding for all new CMOs as per the revised induction process. As part of routine practice, revised policies will continue to be provided to the agency for distribution to CMOs.

Further meetings are scheduled with the agency to review the policy distribution process.

NSW Health supports recommendation 2, which has been completed

Campbelltown Private Hospital completed a review of signage in the facility and identified that the existing signs displayed inadequate directions to NSW Ambulance to ensure efficient access to clinical areas in the event of an emergency retrieval or transfer of a patient.

As a result, additional signage has been installed for Level 3 bed and goods lifts that provide additional direction for personnel accessing surgical wards and the High Dependency Unit (HOU). Furthermore, an 'Ambulance Only' sign has been placed on

top of the afterhours ambulance access keypad located at front and rear doors of the hospital to ensure access and exist points for NSW Ambulance personnel are clearly marked.

The hospital has engaged in ongoing discussions with NSW Ambulance to confirm the adequacy of additional signage to assist service personnel identify locations within the facility.

NSW Health supports and has completed recommendation 3

As part of ongoing clinical practice assessment, an annual Basic Life Support (BLS)/Cardiopulmonary Resuscitation (CPR) competency-based assessment is provided to all clinical employed staff. Advanced Life Support (ALS) simulated training is also

provided annually by an external Registered Training Organisation (RTO). This is in line with the current Australian Resuscitation Council (ANZCOR) guidelines and local hospital policy.

In response to the recommendation, the Director of Clinical Services, Quality Manager and Hospital Educator reviewed the BLS/CPR assessment. It was confirmed current training includes the following delivery modes:

- Simulation-based training with the use of the CPR simulator;

- scenario-based training; and

- visualisations of effective, correct and adequate ventilation/airway

management.

In addition, the BLS/ALS competency-based assessment form confirming the staff member's standard of competency is at, or above, the expected level was revised. The form now includes the below assessed achievement confirming the staff

member's awareness of how NSW Ambulance gain access to the facility in the event of an emergency retrieval or transfer:

- 10.9 When NSW Ambulance have been called to retrieve/transfer a patient after hours, how do they gain access to the facility? (CBT Policy Addendum 2.49 - NSW Ambulance - Hospital Access)
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	‘LP’
2017/297414


	13 February 2020
Coroner’s Court of NSW at Lidcombe

Magistrate Derek Lee – Deputy State Coroner
	LP died on 29 September 2017 at the Metropolitan Remand and Reception Centre, Silverwater NSW 2128. The cause of LP’s death was foreign body aspiration. LP died as a result of actions taken by him with the intention of ending his life. At the time of his death, LP was in lawful custody, on remand, at a correctional centre. 
	The Commissioner of CSNSW 
	1 - I recommend that consideration be given to the implementation or variation of relevant Local Operating Procedures at the Metropolitan Remand and Reception Centre to provide that (a) the interval for review of inmates subject to a Risk Intervention Team Management Plan and/or housed in an assessment cell is to be no longer than 24 hours; and (b) where a review of an inmate cannot be completed such a review is to be deferred to the following day, with priority to be given to review of the inmate on that subsequent day.
2 - I recommend that consideration be given to amending section 5.3 of the Custodial Operations Policy and Procedures to provide guidance to Risk Intervention Team (RIT) members as to what is to occur if a RIT assessment review is unable to be completed due to an inmate’s emotional state, level of aggression, or intoxication due to alcohol or drug use and, as a result, the RIT is unable to determine whether a RIT Discharge Plan is to be completed or a RIT Management Plan is to be developed.
	Recommendation 1 – Complete 

The MRRC has amended their RIT process and LOP to align with the COPP 3.7. This was implemented on 19 October 2020. 
Further update provided in February 2021: 

The MRRC has amended their RIT process and LOP to align with the COPP 3.7. This was implemented on 19 October 2020. 

Recommendation 2 – In progress

RIT policy changes have been drafted and provided to Justice Health for consideration and comment.
 Further update provided in November 2021: 
CSNSW has reviewed ss 5.3 of 3.7 Management of Inmates at Risk of Self Harm or Suicide of the Custodial Operations Policy and Procedures to provide guidance to Risk Intervention Team (RIT). 

The proposed recommendation to amend COPP section 37 (to provide a third outcome of a RIT assessment) has been approved by JH&FMHN. 
Completed – February 2022
CSNSW has reviewed and amended section 3.7 Management of inmates at risk of self- harm of the Custodial Operations Policy and Procedures. Section 3.7 now includes a third outcome of a Risk Intervention Team assessment (when an inmate cannot be interviewed) which is that an Immediate Support Plan is to continue until the inmate can be interviewed.


	
	The Commissioner of CSNSW and the Chief Executive Officer, Justice Health and Forensic Mental Health Network
	3 - I recommend that consideration be given to the circumstances of the death of LP being used as a case study as part of training and education provided to CSNSW and Justice Health staff to raise awareness regarding the possible risks of self-harm associated with the use of plastic packaging from meal packs (with appropriate anonymization, and conditional upon consent being provided by LP’s family and following appropriate consultation with them).
	Recommendation 3 – Completed 

A generic example will be included as a learning opportunity as part of suicide training awareness at Brush Farm Corrective Services Academy (BFCSA)

Further updated provided in November 2021: 

A generic de-identified case study has been developed for CSNSW training. 

The case study will be evaluated for ongoing training of officers. 
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	Robert DONNELLY
2019/70813
	30 September 2020
Coroner’s Court of NSW at Lidcombe

Magistrate Carmel Forbes – Deputy State Coroner
	Satisfied on the balance of probabilities, that Robert Donnelly is now deceased. He died on, or sometime after, 1 May 1972. The available evidence does not allow for any findings to be made as to where Mr Donnelly died or as to the cause and manner of his death.
	NSW Commissioner of Police
	1 – I recommend that the death of Robert Donnelly be referred to the Unsolved Homicide Unit for ongoing investigation.
	1 – The matter has been accepted by the Unsolved Homicide Team and will be progressed at the earliest opportunity in accordance with established protocols.

	FUTURE – Next response
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	2017/169135

John FLAMISH 


	Deputy State Coroner Grahame 

7-11 September 2020

21-22 September 2020 

11 December 2020 

At the Coroners Court Lidcombe
	John Flamish died on 5 June 2017 at Westmead Hospital Westmead NSW. John died of the combined effects of smoke inhalation, burns and ischmaemic heart disease in a fire which had been deliberately lit by person or persons unknown. 


	Commissioner of Police 
	 I recommend that the Commissioner of Police refers this matter to the appropriate body for consideration of making a reward for information. 
	Awaited
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	Katrina BOHNENKAMP
2014/61678
	2 October 2020
Coroner’s Court of NSW at Lidcombe

Magistrate Carmel Forbes – Deputy State Coroner
	Katrina Bohnenkamp died on or after 26 October 2012. The available evidence does not enable me to make findings as to the place, manner or cause of her death.
	NSW Commissioner of Police
	1 – I recommend that the death of Katrina Anne Bohnenkamp be referred to the NSW Police Unsolved Homicide Unit.
	1 – The matter has been accepted by the Unsolved Homicide Team and will be progressed at the earliest opportunity in accordance with established protocols.

	FUTURE – Next response
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	Andrew NGO
2017/373943
	28 January 2020
Coroner’s Court of NSW, Lidcombe

Magistrate Elizabeth Ryan, Deputy State Coroner


	Andrew Ngo died on 9 December 2017 at Nepean Hospital, Penrith as a result of multiple injuries, with a significant contributing condition of multidrug toxicity. Andrew Ngo received survivable injuries when the car he was driving collided with a tree following a police pursuit. 

	NSW Commissioner of Police
	1. Amending the wording of the NSW Police Force’s Safe Driving Policy at dot point 4 Part 7.5.1, to correspond with the wording of dot point 4 of Part 6.4, such that pursuing police officers [REDACTED].
2. Incorporating in the Safe Driving Policy’s Part 6 ‘Urgent Duty’ and Part 7 ‘Pursuits’, similar provisions to those in Parts 3.9 and 3.10 of the AFP National Guideline on Urgent Duty and Pursuits.
	On 17 November 2020, the Commissioner of Police wrote to the Attorney General advising:
“The Coroner’s recommendations are being given careful consideration as part of the scheduled review of the NSW Police Force Safe Driving Policy which commenced on 1 September 2020. 

There is presently no projected completion date, however I will write to you again once the review is complete.”

On 11 March 2021, the Commissioner of Police wrote to the Attorney General advising:

1. “This amendment has been considered by NSWPF as part of the review of the SDP which is currently underway and is supported. The wording of the SDP will be clarified to ensure that [REDACTED].

2. This has also been considered as part of the ongoing review of the SDP and the change proposed is not supported. In the Deputy Coroner’s findings she notes that there has been limited time during the inquest to consider the amendment given it had been proposed at the end of proceedings, and that she had not heard evidence regarding the nature of the AFP Guidance. Further she noted that it was beyond the scope of the inquest to determine whether the elements of the AFP Guideline were preferable to the related sections of the SDP, and that a range of matters (including geographical features and differences in criminal activity between the ACT and NSW, as well as different law enforcement approaches) would need to be taken into account in order to properly assess the suitability of the change. 

The SDP already provides a set criteria and considerations before any pursuit is initiated, and justification for changing this has not been identified. Police are able to consider a range of reasons for pursuit which would not be possible if the pursuit guidelines were to focus too narrowly on the offence first observed.”

	FUTURE – Next response
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	Ye CHIU (a pseudonym)
2017/39421


	23 October 2020
Coroner’s Court of NSW, Lidcombe

Magistrate Elaine Truscott, Deputy State Coroner


	Person known in these proceedings by the pseudonym Ye Chiu on 6 February 2017 at Westmead Hospital, Westmead as a cause of head injuries.
Ye Chiu died from injuries sustained in a fall from the upstairs landing in the Goldsmith “G” Block at the Metropolitan Remand and Reception Centre from height, such fall being deliberate with the intention to end his own life.
	Commissioner of Corrective Services NSW
	1. Corrective Services NSW (“CSNSW”) amend their policies to ensure that when a prisoner is subject to a medical emergency requiring conveyance to hospital that the following occurs: 
a. The prisoner’s Emergency Contact Person (“ECP”) is recorded on the escort and transfer documents. 
b. The Escort Officer (or another identified appropriate officer) ensures that the ECP information is transferred to the hospital triage document so the hospital has the prisoner’s ECP details. 
c. A CSNSW staff member is identified and allocated the responsibility of: 
i. identifying the health status of the prisoner on a regular and frequent basis to enable a decision to be made that the prisoner’s ECP be informed of the prisoner’s condition; and 
ii. managing and facilitating the visiting access the ECP has to the prisoner with the Escort Officers; and 
iii. managing updating the ECP as to the condition of the prisoner. 
2. That an audit of the policy should occur within a reasonable period of time of the commencement of such policy to ensure that it is being complied with and is consistent with any Memorandum of Understanding (“MOU”) between CSNSW, Justice Health and Forensic Mental Health Network and the Ministry of Health NSW.
	Recommendation 1 – Supported - Completed 
The MOU between NSW Health and CSNSW is in its final stages of completion. 

Amendments to related forms of policy have been drafted in relation to 1a and 1b. In relation to 1c, Custodial Corrections note custodial officers are not medically trained to identify and/or interpret the health status of an inmate. In relation to recommendation 1c (ii) and 1c (iii) Custodial Corrections notes that current policy exists in this regard and the MOU between NSW Health and CSNSW further addresses 1c (iii). This is completed.
Recommendation 2 – Supported - Completed
CSNSW has commenced the review of hospital escorts policies. There will also be ongoing reviews. This recommendation is now completed.
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	Bernard GORE
2017/29406
	18 December 2020

Coroner’s Court of NSW, Lidcombe

Magistrate Derek Lee, Deputy State Coroner


	Bernard Gore died inside a fire stairwell within Westfield Bondi Junction in circumstances where he was not initially found and, for reasons which are not well understood, did not, or was unable to, exit the fire stairwell. The pre-existing comorbidities that were identified at autopsy, and the absence of any evidence as to traumatic injury or direct third party involvement, therefore raise the possibility that the manner of Bernard’s death was due to natural auses. However, the peri-mortem psychological, environmental and physiological stressors that Bernard would have experience as a result of being within the stairwell were possible significant contributors to his death. When these matters are taken into account, together with certain identified shortcomings and inadequacies associated with the efforts to locate Bernard, it cannot be said that Bernard’s death was entirely due to natural causes. Therefore, it is more appropriate to conclude that the manner of Bernard’s death was as a result of misadventure.
	The NSW Commissioner of Police 

	To the NSW Commissioner of Police: 

1. That the Standard Operation Procedures – Missing Persons, Unidentified Bodies and Human Remains (the ‘Missing Persons SOPs’) be clarified to provide that when a police officer takes a missing person report aimed at locating a missing person, that police officer should refer to the Missing Persons Checklist contained in the Missing Persons SOPs…that consideration be given to including a reference to the Missing Persons Checklist in Section 9.1 of the Missing Person SOPs which deals with the initiation of enquiries aimed at locating a missing person.
2. That the Standard Operation Procedures – Missing Persons, Unidentified Bodies and Human Remains be updated to identify and emphasise the following matters:

(a) the purpose and importance of canvassing for, and gathering, CCTV footage in the context of a missing person investigation;

(b) the timing of when, and extent to which, such CCTV footage is to be reviewed; and

(c) the need for comprehensive and accurate communication between Police and community partners who are requested to engage in the provision and review of such CCTV footage. 

3. That specific training and education be provided to police officers in relation to the Standard Operation Procedures – Missing Persons, Unidentified Bodies and Human Remains as availability of land searches and the engagement of Land Search and rescue coordinators for searches of urban areas and commercial premises.


	Recommendation 1 – Supported 
Chapter 9.0 of the Missing Persons SOPs covers the ‘Responsibilities of Officer Taking Reports and OIC’s of Missing Persons Investigations’. Chapter 9.1 now states that the ‘Missing Persons Checklist’ should be used as a guide when obtaining details for a missing person report. This checklist can be found at Annexure A or within the ‘Toolkit’ on the Missing Persons Registry intranet site. 

Recommendation 2 – Supported 

The Missing Persons SOPs now contain a specific chapter, Chapter 10.8, on the importance of the timely collection and review of CCTV for missing persons investigations. 

Recommendation 3 – Supported 
A mandatory online training package was developed for the revised Missing Persons SOPs. The package includes advice about engaging Land Search Coordinators (when appropriate) for missing persons investigations.  



	
	
	
	The Chief Executive Officer, Scentre Group Pty Ltd
	1. That 2019 Lost and Found Children or Vulnerable People Policy be amended so as to include in the lost person checklist the questions to be asked in order to elicit information as to how a lost person attended Westfield and that person’s entry point into Westfield. Further, that:

(a) the lost person checklist be made readily available to security staff and independent security contractors when taking a report of a lost person; and

(b) training be provided to security staff and independent security contractors during their induction process as to the types of questions to ask when taking a report of a lost person.

2. That Scentre Group Pty Ltd amend the 2019 Lost and Found Children or Vulnerable People Policy to provide clarification regarding the order in which fire stairs and fire corridors should be searched in response to a Code Grey. 

3. That the training provided to Scentre Group Pty Ltd security staff and independent contractors be reviewed in relation to the checking of fire stairs and fire corridors to ensure that the nature of such tasks are effectively communicated and properly understood. I further recommend that measures be put in place to ensure that documentation in relation to such checks is reviewed to identify the need for any follow-up.
	Awaited
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	John Charles CARTWRIGHT
2015/373099
	10 September 2020
NSW State Coroner’s Court, Lidcombe 

Magistrate Harriet Grahame, DSC
	The person who died was John Charles Cartwright. He did on 19 December 2015 at Nepean Hospital, Penrith NSW. The cause of death was intracranial haemorrhage. Mr Cartwright fell in his cell at Amber Lauren Correctional Centre on 18 December 2015. He sustained trauma during the fall that caused a large intracranial haemorrhage, in the context of serious health problems and alcohol withdrawal. That injury resulted in his death the following day. 
	NSW Commissioner for Corrective Services; To General Manager, Court Escort and Security Unit, Corrective Services NSW 
	1-The Court Escort and Security Unit should ensure that all staff involve in the reception and screening of inmates receive training and guidance on the use of the After Hours Nurse Manager within the Remote/Offsite/Afterhours Medical Service (ROAMS) of Justice Health, and the requirement for that service to be contacted where an unscreened inmate is received into custody detoxing from drugs or alcohol where no justice health staff member is physically present, in accordance with the Custodial Operations Policy and Procedures (COPP) manual, section 1.1 at paragraph 4.7-4.8 and section 6.1 at paragraph 2.1 
2- Corrective Services NSW should consider adopting a practice that, where a recommendation regarding medical assessment or treatment is made by a judicial officer on a warrant, and the recommendation cannot be carried out, the fact should be immediately brought to the attention of the General Manager of the Correctional Centre (or in the absence of the General Manager, the next most senior officer) where the inmate is received. 
	Recommendation 1 – Complete
Amendments have been made to COPP 1.1 Reception Procedures and published. Local order has also been distributed to all CESU staff. 

Recommendation 2 – Supported - Completed
There have been automated process changes to the OIMS system since this death. Consultation has occurred with relevant parties and a local order has been distributed to all CESU staff. 

	FUTURE – Next response
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	Thomas James HUNT
2017/102894
	4 September 2020 
Coroner’s Court of NSW at Lidcombe
Magistrate Teresa O’Sullivan - State Coroner

	Thomas died on or shortly after 23 March 2017. The available evidence did not allow for any findings to be made as to precisely where Thomas died, or as to the cause or precise manner of his death. It is likely that Thomas died in the water in the immediate proximity of Bondi Beach after entering the water by an unknown means, in the context of suffering a significant decline in his mental health. 
	NSW Commissioner of Police 
	1. That the Missing Persons Registry be directed to liaise with the State Coordination Unit to consider and implement a protocol whereby the information available in support of an application to the State Coordination Unit to access the location of a mobile telephone device under section 287 of the Telecommunications Act 1997 be recorded and the reasons for that application decision be recorded. 
	Recommendation 1 – Supported
The Missing Persons Unit and the State Coordination Unit considered the Coroner’s recommendation.

There are already methods in place to record the information in support of an application and the reasons for the decision: these include the recording of all telephone calls to and from the State Coordination Unit where these applications are made and discussed, Police Radio Log Book notes, the S.287 Request Form and the Computer Aided Despatch (CAD) system. 
To ensure that Police in the field are aware of these recording processes, the Triangulation Procedures & Section 287 Requests for the State Coordination Unit available on the Radio Operations Group Intranet site were updated. 
Action is being taken to update the Missing Persons, Unidentified Bodies & Human Remains Standard Operating Procedures to address the issues in the Coroner’s recommendation.
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	‘CHANNA’
2017/168064
	Hearing: 14-18 December 2020
Findings: 7 May 2020
NSW Coroners Court, Lidcombe
Magistrate Harriet Grahame, Deputy State Coroner
	Channa died on 2 June 2017 at Minyon Falls, Northern NSW. Channa died as a result of multiple injuries
Channa fell from great height. His fall was unwitnessed and occurred in the context of recent expressions of suicidal thought, homelessness and discharge from mental health care.
	The Northern NSW Local Health District (NNSWLHD)


	1. That NNSWLHD develop local guidelines and training regarding the use of the term “malingering”. Policy should specify the need for the use of recognised assessment tools. Training should make it clear that use of the term can be a barrier to treatment. After new guidelines have been introduced and training has occurred, ongoing audits should be conducted to guard against use of the term creating a barrier to treatment. 

2. That NNSWLHD make representations to the Ministry of Health (or relevant body) in relation to the need for a review and update of a statewide policy on malingering, which should be conducted after wide ranging consultation with appropriate experts. 

3. That NNSWLHD engage in advocating for dedicated housing in the local area for their mental health patients as a matter of some urgency. 

4. That NNSWLHD create policy to ensure that all Mental Health inpatients, diagnosed with substance use disorder, have access to drug and alcohol counselling during and after release. 

5. That NNSWLHD establish adequate quality control mechanisms to check the information provided to the Mental Health Review Tribunal for the purpose of making of appropriate Community Treatment Orders. This includes processes for checking carer and address information, as well as checking that contact has been made between the Community Mental Health case manager and the patient prior to discharge. 

6. That NNSWLHD continue regular audits to ensure that patients with multiple presentations at ED for mental health issues are appropriately managed in compliance with complex case policies and procedures.
	Recommendation 1 – Partially supported 

NSW Health has determined the term 'malingering' should not be used in clinical care in NSW Health facilities. In October 2021, NSW Health rescinded the Psychiatric Malingering -Detection and Management guideline (GL2009_016) after a review found malingering is a complex issue and use of the term should be avoided. 
NNSWLHD has reviewed its local policies and guidelines to ensure the term 'malingering' is not included in these documents. Ongoing training is in place for NNSWLHD staff to ensure the term 'malingering' is not used in clinical practice and does not create a barrier to safe and high-quality care. In line with the state-wide approach, the District will not develop a local guideline governing malingering. Care and treatment of mental health patients will continue to be guided by the NSW Health Mental Health Triage Policy (PD2012_053) and Mental Health Clinical Documentation Guideline (GL2014_002). 
NNSWLHD conducted a retrospective audit of case presentations between January and December 2017 to assess whether the terms 'malingering' or 'malingerer' were used in patient notes. No references to these terms were found in any patient notes in the time period. The review reaffirms that the term malingering is not widely used in clinical practice in NNSWLHD.
Recommendation 2 – Supported 

In October 2021, NSW Health rescinded the guideline Psychiatric Malingering - Detection and Management (GL2009_016). The Ministry wrote to the Chief Executives of all districts and networks to inform them the guideline has been rescinded. The Ministry has advised clinicians to focus on assessment and management of identified needs and vulnerabilities in individuals suspected of psychiatric malingering. The NSW Health Mental Health Triage Policy (PD2012_053) and Mental Health Clinical Documentation Guideline (GL2014_002) remain in place as the key guiding documents for care of NSW Health mental health consumers.
Recommendation 3 – Supported 

The NNSWLHD Manager Partnerships and Strategy met with Director of the Department of Communities and Justice (DCJ) Housing and Social Housing Sector North Coast in August 2021 to discuss options of NNSWLHD MHAOD Services leasing two properties for short term mental health patient accommodation. There is a draft memorandum of understanding (MOU) between DCJ Housing and NNSWLHD MHAOD Services. The revised NSW Government Housing and Mental Health Agreement (2011) is also due to be released within three months.

Accommodation is an agenda item on the NNSWLHD Combined Community Managed Organisation Governance Committee. There has been active engagement with the Community Managed Organisation sector to further develop partnerships to support mental health consumers sustain tenancies with property nomination rights obtained for six properties in April, June and July 2021. Momentum Collective signed a three-year contract on 1 July 2021 to provide psychosocial support and access to transitional accommodation for mental health consumers. This will be subjected to regular performance reviews.

Recommendation 4 – Partially supported 

NNSWLHD Alcohol and Other Drugs (AOD) services have limited capacity to provide counselling to admitted Mental Health (MH) consumers and it is not always appropriate for MH inpatients to receive AOD counselling during their admission. MH staff consult with the AOD Consultant Liaison (AODCL) staff if they require assistance in the management of withdrawal. AODCL staff provide substance use interventions during a MH admission for voluntary patients not admitted under the Mental Health Act. MH staff offer AOD support and assess and monitor substance use and make referrals to AOD services for follow up after discharge where indicated. 
NSW Health has recently released an updated Handbook for Nurses and Midwives: Responding effectively to people who use alcohol and other drugs and this is utilised with the NSW Health Policy Nursing and Midwifery Management of Drug and Alcohol Use in the Delivery of Health Care (PD2020_032). AOD services are chairing the NNSWLHD working party in conjunction with the Nursing and Midwifery Directorate to develop a district-wide plan for implementing this Policy Directive.
Recommendation 5 – Supported

Mental health service managers are collaborating on a standardised checklist for Mental Health Review Tribunal (MHRT) including roles, responsibilities, checking carer and address information, as well as checking that contact has been made between the Community MH case manager and the consumer prior to discharge. A pilot has been undertaken at one NNSWLHD site, Tallowwood, where a dedicated administration person was allocated to the MHRT portfolio. The processes piloted are currently under review with an aim to standardise contact checking across all units. The checklist is to be formalised and implementation is scheduled for late 2021.
Recommendation 6 – Supported 

NNSWLHD has developed a Complex Case Review audit and is in the process of uploading the tool into OARS. The audit tool aligns with the Complex Case Review Procedure which is currently under review and includes the frequency of emergency department presentations. The procedure has a greater emphasis on who in MH Emergency Care should initiate complex case reviews and oversee auditing. Complex Case Review audit results will be tabled at local governance committees for discussion.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘XY’ 
2019/00114274
	Hearing: 7 December 2020
Findings: 11 December 2020
Coroner’s Court, Lidcombe
Magistrate Harriet Grahame, Deputy State Coroner
	XY died on 11 April 2019 at Z Street, Broken Hill in the state of New South Wales.
XY died due to a single gun shot wound to the head.
XY’s death was self-inflicted with the intention of taking his own life.
	To the Commissioner of Police, New South Wales Police Force
	That the Commissioner of the NSW Police Force give consideration to a review of potential systems (including for example, signs within police stations, key tag or wrist alarm devices and/or stickers or signs in vehicles) to remind police about the retrieval of firearms from key-lock safes when undertaking custody management duties, so as to address the issue of operational police forgetting their firearms when attending urgent duties/high risk situations.
	In progress 

By letter dated 15 July 2021, Commissioner Fuller advised that this recommendation has been under consideration by police commands including, as suggested in the inquest, the former Lessons Learnt Unit of the Education and Training Command. The unit is now called the Research and Policing Practice Unit. 

The NSW Police Force is currently seeking field operational advice from both metropolitan and regional commands to quantify the extent of the problem raised by the recommendation. If a significant problem is identified, consideration will be given to a review of systems as outlined in the recommendation.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Bilal Taha
2014/00379979

	Hearing: 4 November 2020
Findings: 4 November 2020
Coroners Court, Lidcombe
Deputy State Coroner Elaine Truscott
	Bilal Taha died on 28 December 2014 at Liverpool Hospital, Liverpool NSW. Cause of death was multiple gunshot wounds. Manner of death: homicide.
	To the Commissioner of the NSW Police Force
	That the investigation into the death of Bilal Taha be referred to the Unsolved Homicide Team of the NSW Police Force, so that it can be investigated further in accordance with the protocols and procedures of that Team.
	Complete
By letter dated 10 December 2020, the Commissioner of NSW Police Force confirmed that the matter had been accepted by the Unsolved Homicide Team and will be progressed at the earliest opportunity in accordance with established protocols. 
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	Mark Russell
2018/63230
	Hearing: 15 October 2020
Findings: 15 October 2020

Coroners Court, Lidcombe 

Deputy State Coroner Derek Lee
	Mark Russell died on 24 or 25 February 2018 at Surry Hills, New South Wales 2010. The cause of Mark's death was multiple stab wounds to the neck and chest. These stab wounds were inflicted by a person or persons unknown. The manner of Mark's death is therefore homicide.
	NSW Police Force
	That the death of Mark Russell be referred to the Unsolved Homicide Unit of the NSW Police Force Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit.
	Complete
By letter delivered by email on 17 August 2021, the Commissioner of NSW Police Force, M J Fuller, confirmed that the matter has been accepted by the NSW Police Force State Crime Command Unsolved Homicide Team, and will be progressed at the earliest opportunity in accordance with established protocols.
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	BD
2018/

00001444
	Hearing: 1–3 September 2020
Findings: 16 November 2020

Local Court, Lismore

Deputy State Coroner Magistrate Linden
	The deceased person was BD, born redacted/1978
BD died on 28 December 2017.

The cause of BD’s death was self-inflicted death by hanging.

The manner of death is as follows. BD died as a result of a self-inflicted death.
	The Commissioner of Police

	1) The development of procedures and policies for ready access to operational and responding police to medical records of persons of interest relating to previous scheduling in a mental health facility or previous hospital presentations in relation to mental health.
2) The mandatory mental health training provided to the New South Wales Police Force (NSWPF) be revised to include the following:
a) Risk assessment based on practical scenarios which encompass a range of factors including mixed events including domestic violence and mental health presentations that are not deemed to be 'high risk';
b) The inclusion of a practically focused 'How to Guide' on conducting a risk assessment regarding imminent or probable risk of harm in accordance with the section 22 criteria Mental Health Act 2007; and
c) The expansion of training to include practical scenarios in the area of alternative options to the use of section 22 of the Mental Health Act 2007.

d) The implementation of a mandatory face to face mental health 'refresher course' for NSWPF.
	Recommendation 1 - not supported. 

Medical information relating to scheduling and hospital presentation is held by health authorities and is not generally accessible by Police. The NSW Police Force cannot act alone to obtain access to these records and so the recommendation to develop policies and procedures for ready access is not practicable without a complementary recommendation to relevant health authorities.
Recommendation 2a - supported.
This has been implemented. The circumstances of this matter have been used in bespoke training and have been incorporated as a case study in further training. In addition it is noted that there are other ‘mixed situation’ scenarios already used in training, incorporating elements such as domestic violence alongside suicidal intention.

Recommendation 2b - supported.
This is being addressed with the development of an app to provide guidance to Police officers on these issues.

Recommendation 2c - not supported.

It is noted that relevant training already covers the provision of alternatives such as the 1800 Hotline Number providing access to 24-hour mental health clinicians, with increased Police contact with the Hotline and Local Mental Health Services reported since 2020. The PACER program has also led to increases in Police seeking advice on assessment questions or issues for consideration.

Recommendation 2d - being considered.

This is subject to resourcing issues and existing training in this area.
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	Thomas Redman
2015/370471
	Hearing: 16 and 17 May 2018; 12 and 13 June 2019
Findings: 24 January 2020
Downing Centre Local Court, Sydney
Magistrate Ross Hudson
	That Thomas Redman died on 16 December 2015 en route to Taree Airport, in a Westpac Helicopter in flight from Gloucester Soldiers Memorial Hospital. 

He died of an incised wound to his right axilla, which caused extensive haemorrhaging leading to subsequent exsanguination. 

Mr Redman died while en route to hospital in a retrieval helicopter after sustaining a catastrophic injury in Barrington NSW. 
Despite emergency response and intervention, he died of his injuries.

	Minister for health
	Recommendation 1 - That the relevant agencies, including, but not limited to, NSW Health and NSW Pathology give consideration to developing and implementing, as a matter of priority, a policy for the use of clotting factors by retrieval services.

Recommendation 2 - That the relevant agencies give consideration to developing and implementing a system by which the Geolocational Blood App operates, as far as possible, allowing real time availability of up to date information as to which blood products are available at hospitals throughout NSW.
	Recommendation 1 – Supported 

NSW Health notes at the time this recommendation was handed down, the storage temperature requirements for fibrinogen

concentrate (RiaSTAP) required the product to be stored at 2-25°C. These requirements have since been revised to require storage at 2-8°C. NSW Health supports RiaSTAP being made available to NSW Ambulance; however, the practical implementation of this may be difficult due to the revised storage requirements. 
It was originally proposed to store RiaSTAP onsite at retrieval bases and carry it directly to the patient; however, the recommendation for refrigeration (rather than room temperature storage) has complicated the logistics of safely storing and transporting RiaSTAP. Currently, NSW Health is investigating the feasibility of supplying and storing Ria STAP at retrieval bases in a separate temperature-controlled esky. NSW Ambulance retrieval services have strict procedures regarding usage, documentation and monitoring of blood product usage, in accordance with NSW

Health Pathology protocols. 
NSW Ambulance retrieval teams have access to blood products that are stored at each retrieval base, available immediately for cases that may require them. These blood products include up to 3 units of packed red cells and in some cases extended life plasma. Blood products are provided by various local

health district blood banks in accordance with a state-wide agreement with NSW Health Pathology. The blood products are packed by blood banks and stored in temperature-controlled eskies with appropriate temperature data loggers and monitoring.
Retrieval teams also have access to further blood products via the statewide Retrieval Transfusion Protocol endorsed by NSW Health Pathology. The Aeromedical Control Centre is directed by the state retrieval consultant to request further blood products

from an appropriately located blood bank. Further blood products provided may include packed red cells, fresh frozen plasma, cryoprecipitate, platelets and fibrinogen concentrate (RiaSTAP). These are packed by the blood bank and either collected by

the retrieval team in transit or delivered to the required location by the NSW Police Force.
More broadly, the NSW Health policy directive, Blood Management [PD2018_042], provides clinicians, pathology providers, support personnel, and health service managers, with direction to ensure safety and quality in blood management related activities. The policy outlines the transport and storage requirements for blood products, in compliance with:

• The National Pathology Accreditation Advisory Council's Requirements for Transfusion Laboratory Practice; and

• The Australia and New Zealand Society of Blood Transfusion's Guidelines for Transfusion and lmmunohaematology Laboratory Practice
Recommendation 2 – Supported 
NSW Health is supportive of this recommendation and has advised that in October 2020 the Agency for Clinical Innovations' Institute of Trauma and Injury Management launched a comprehensive web-based information system to support trauma, retrieval and critical care across NSW known as iTRACC. The information system supersedes the earlier Blood Search App and is a central repository for multiple critical care databases, utilising live Google mapping.
iTRACC provides a critical care profile of services and assets available across NSW public hospitals including, but not limited to, blood products, antivenom, interventional cardiology services, trauma services and stroke services. It also provides road,

helicopter and fixed wing times and distances from a location (i.e. where a patient is) to the service (e.g. trauma service) or asset (e.g. blood product).
The primary purpose of iTRACC is to support high-level decision makers in the management of critically ill or injured patients. Currently, the application is password protected and only available to the Aeromedical Control Centre (NSW Ambulance), Poisons Information Centre, critical care advisory services, and telestroke clinicians.
In 2021, the Agency for Clinical Innovation will be exploring options for incorporating real-time data (e.g. availability of blood products and intensive care beds) and expanding the data sets available in iTRACC.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Grant Cook
2017 /305544
	Hearing: 29 & 30 April 2019, 1 & 2 May 2019, 16 & 17 October 2019, 24 June 2020

Findings: 30 October 2020

Coroner's Court of New South Wales, Lidcombe


	That Grant Cook died on 12 September 2016 at Gold Coast University Hospital, Southport Queensland 4215. 
The cause of Grant's death was hypoxic brain injury as a result of a respiratory arrest, after inadequate respiration and failure of airway protection associated with a grand mal seizure, following an accidental traumatic brain injury. 
This led to eventual cardiac arrest and brain ischaemia, causing cerebral and brainstem herniation. The accidental traumatic brain injury was most likely caused when Grant was tackled whilst playing in a rugby league game, with the mechanism of injury involving Grant falling to the ground whilst unbalanced and his head impacting with the ground.
	the Chief Executive, New South Wales Rugby League Limited (NSWRL)
the Commissioner and Chief Executive, NSW Ambulance

	Recommendation 1 - that, in consultation with appropriate medical experts, consideration be given to the development and dissemination of appropriate education and training programs for NSWRL participants which emphasise the importance of detecting head injuries, and the types of mechanisms by which head injuries may be occasioned, including the risks of second impact syndrome. Such education and training programs should be appropriately modified depending on the age and playing experience of the participants to whom such programs are targeted.
Recommendation 2 - that, in consultation with appropriate medical experts, consideration be given to the development and dissemination of appropriate education and training programs for NSWRL coaching staff, refereeing staff, ground staff, participants and parents of participants in relation to the types of mechanisms by which head injuries may be occasioned, and how observations of potential head injuries may be appropriately communicated to sports trainers in order to determine whether an assessment of a player is warranted, whilst at the same time ensuring that this communication does not adversely impact upon functions and responsibilities of such trainers.
Recommendation 3 - that consideration be given to the circumstances of Grant's death (with appropriate anonymization, and conditional upon consent being provided by Grant's family and following appropriate consultation with them) being used as a case study as part of education and training packages provided to NSW Ambulance staff to emphasise the importance of the following matters:
(a) the importance of call takers asking Case Entry and Key Entry questions to elicit information from callers as to the possibility of potential trauma involving a patient;
(b) the importance of call takers asking Case Entry and Key Entry questions to assist despatchers in despatching appropriate resources; and
(c) the importance of call takers and despatchers seeking appropriate clinical advice and assistance in situations where either the Case Entry and/or Key Entry questions have not been asked, or where information provided by a caller suggests that clinical input is indicated.
Recommendation 4 - that consideration be given to investigating the means by which data may be collected in order to identify whether call takers and despatchers are appropriately seeking clinical advice and input from Senior Control Centre Officers.

	Awaited
Recommendation 3 – Supported

In support of this recommendation, NSW Ambulance Education Quality Committee for discussion. The Committee endorsed the development of case-based scenarios to teach NSWA staff the importance of:
· call takers asking Case Entry and Key Entry questions to elicit information from callers as to the possibility of potential trauma involving a patient
· call takers asking Case Entry and Key Entry questions to assist dispatchers in dispatching appropriate resources

· call takers and dispatchers seeking appropriate clinical advice and assistance in situations where either the Case Entry and/or Key Entry questions have not been asked, or where information provided by a caller suggests that clinical input is indicated.
A de-identified case study has been developed. NSWA has received permission from Mr Cook's family to utilise the study and introduce a trial scenario with educators.

Recommendation 4 – Supported
In response to this recommendation, NSW Ambulance (NSWA), has reviewed its systems and affirmed there is capacity for data collection in line with this recommendation. This data will be strengthened through planned enhancements to current dispatch processes. NSWA has also identified improvement actions to strengthen NSWA protocols and evaluation measures to ensure call takers and despatchers are seeking appropriate clinical advice so suitable resources are dispatched. 

NSWA currently utilises a Computer Aided Dispatch (CAD) system to collect clinical information and provide advice to non-clinical staff members including call takers, despatchers and duty control centre officers. NSWA has several routine evaluative measures in place to ensure the timely dispatch of appropriate NSWA resources to emergency scenes, including: performance metrics, quality audits, audio resources and CAD detailed reports. 

NSWA clinicians are required to document any advice provided to non-clinical staff members (including call takers) in the CAD system, in line with the Control Centre - Clinical Advice policy. This data is available in the system and can be reviewed to determine whether appropriate clinical advice has been sought in relation to a call. 

Following Mr Cook's death, NSWA identified opportunities to improve their Control Centre - Clinical Advice policy to support recommendation 4. The Control Centre - Clinical Advice policy is currently under review to ensure it is aligned with the patient safety driven practices of NSWA. New amendments to the policy will clarify the requirement for NSWA staff to document any advice provided to either a staff member or a patient to strengthen compliance. 

In support of recommendation 4, NSWA is progressing the following improvement actions in 2021:

• Designing an enhanced dispatch model which will include the establishment of a clinical referral centre.
• Upgrading the CAD system to enable exploration of additional technical strategies. This will include measures such as an additional timestamp in the CAD system to enhance the data recorded about clinical advice sought or provided by NSWA staff in each case during the response to an emergency (triple zero) call.
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