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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES - JUNE 2011 to DECEMBER 2011
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report 

	AHSIN P
	GODDEN G
	POOR A

	ANG NCC
	GRIFFITHS T
	SIMPSON K

	BEECH JR 
	HAIGH A
	SUPPRESSED #1

	BELIM J
	HAWES M
	SUPPRESSED #2

	CARPENTER PPM
	HILL MJ 
	SUPPRESSED #3

	CHIUNDIZA K 
	HOLCROFT M
	SUPPRESSED #4

	CRICKITT C
	HOWSE C
	SUPPRESSED # 5

	CUMBO L 
	ILLA H
	SUTHERLAND M

	CODNER P 
	KHANANYAH R
	WAUGH S

	COVENTRY G 
	KELLY M
	

	DUNNINGHAM B
	LOCKE M
	

	DANI J
	MAGRO M
	

	DAVIE L 
	MATOVIC M
	

	DIBLEY S 
	McLENNAN P
	

	FRESCO I
	MURPHY K
	

	FROIO F
	NAKAD A
	

	GILBERT C
	OVADIA R
	

	GILSENAN B
	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Paul 

AHSIN   
	Deputy State Coroner 

Freund 

On 8 December  2011

At Glebe 


	I find that Paul Ahsin died in 2 April 2010 at Campbelltown Hospital Campbelltown directly from Asphyxia caused by his restraint, which occurred earlier that morning at the Campbelltown Club.  Other significant factors that contributed to his death were his acute ethanol toxicity and his morbid obesity.   
	Council of Australian Governments 
(COAG)
	So as to ensure the competence of persons licensed to work in the manpower section of the private security industry, the COAG give consideration to implementing a review of the Mutual Recognition Act 1992 as it applied to the manpower sector of the private security industry.
	Awaited.

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response


NSW Health’s policy ‘Provision of Physical Health Care within Mental Health Services requires inpatient services to have clear criteria for when nursing or allied health staff should notify medical staff of concerns about the physical health of consumers.

	The SESLHD advise that most prescribing should follow established guidelines and warnings about drug interactions available online, via hospital pharmacies and the NSW Health drug alerts system. This includes all prescribing for mental health patients.

Rec 5: NaMO has advised that mental health nursing staff need to be encouraged and facilitated to maintain and acquire general nursing skills to maximise their capacity to provide continuous comprehensive nursing care for mental health inpatients.  NaMO will be addressing this with Local Health District Directors of Nursing and Midwifery.  

NaMo advises it is a requirement of the Nursing Unit Manager (NUM) role to ensure that acceptable and safe levels of patient care and staff supervision exist on the ward. It is reasonable to expect that suitable resources (either written protocols or nurse educators) are available for nurses to update themselves on aspects of patient care. A ward culture of person-centered care ensures that delivery of high quality nursing care was the norm. It is also expected that nurses accept responsibility for maintaining a level of skill and awareness of this essential aspect of their role. 

The SESLHD advise that this recommendation is supported and has been implemented.  Whilst it is not logistically possible to have all the mental health nursing staff rotate to medical/surgical ward, they have sufficient training and education to ensure updating of their general nursing skills and knowledge base. This includes:

· The majority of mental health nursing staff have completed the comprehensive undergraduate nursing program at university which focuses mainly on medical/surgical nursing.

· All nursing staff participates in regular hospital mandatory training for CPR, infection control and other physical care updates.

· A half day program called ‘General Skills for Mental Health Nurses’ has been developed and conducted.

· The PACE program (mentioned in Recommendation 3) allows for nursing staff to refresh their skills in identifying and managing a deteriorating patient. Currently there is a mandatory online program for all medical and nursing staff called ‘DETECT’ which focuses on the early detection of a deteriorating patient.

Physical Health Care for Mental Health Consumers is a major focus of the mental health program. Staff are required to prioritise the physical assessment of all mental health consumers and ensure that an adequate physical examination is conducted for community clients at least annually and for inpatients on every admission

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	John Reginald BEECH  
	Deputy State Coroner 

Freund 

On 11 November 2011

At Glebe 


	I find that John Reginald Beech died at Sydney Adventist Hospital on 24 April 2007 directly from postoperative intra-abdominal bleeding and its consequences, its antecedent cause being a malignant colonic polyp. 
	Coroners Court Registry
	That a copy of my findings in this matter be forwarded to the Chairperson of the Health Care Complaints Commission in relation to the care and treatment afforded to Mr Beech by Dr Loder on 17 April 2007.
	Copy of Findings was forwarded by Registry at Glebe Coroner’s Court to the Health Care Complaints Commission as recommended. 

Health Care Complaints Commission is investigating. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jacob 

BELIM 
	Deputy State Coroner Mitchell

On 15 August 2011

At Glebe 


	I find that Jacob Leonel Belim who was born on 7 June 2000 died about 0228 on 28 March 2009 at Royal Alexandra Hospital for Children at Westmead when his heart failed as the result of septic and/or hypovolemic shock consequent on a burst appendix leading to peritonitis. 
	South Western Sydney Local Health District 

Sydney Children’s Hospital 


	1. That steps be taken to ensure the ready availability to medical and nursing staff at the emergency departments of Liverpool Hospital and the Children’s Hospital at Westmead of a one page guideline regarding the circumstances in which appendicitis may call for urgent surgical treatment and the steps to be taken in such instances.

2.  2. That steps be taken to ensure the ready availability to medical and nursing staff at the emergency Department at Liverpool Hospital of a protocol to ensure the prompt and efficient transfer of paediatric patients requiring surgery not to be performed at that hospital, such protocol to include:

(a) a requirement that the degree to which surgery is urgent be documented;

(b) a requirement that the mode of transport chosen and the estimate of time required in which to complete the transfer to another hospital be documented;

(c) a requirement that, subject to the need to avoid delay in transfer, the paediatric patient be reviewed by the most senior clinician present in the emergency Department at the time;

(d) a requirement that the paediatric patient be appropriately monitored until transfer and that such monitoring be documented;

(e) a requirement that, in the event the transfer is delayed, the changing needs of the paediatric patient requiring surgery be considered and responded to and that those needs and any responses be documented;

(f) a requirement that, in the event of a decision to transfer a paediatric patient requiring surgery to another hospital, the medical officer making that decision liaise with the hospital to which the patient is to be sent with a view to ensuring that, subject to the need to avoid delay as regards the transfer, the patient is properly prepared for surgery and that such attempts to liaise and any instructions of the hospital to which the child is to be transferred and any preparations for surgery be documented;

3. That steps be taken to advise paediatricians and general practitioners in the area served by Liverpool Hospital and the NSW Ambulance Service and to keep them advised of the policy of Liverpool Hospital regarding the provision of paediatric surgical services.
	On 6 December 2011, the Minister for Health wrote to the NSW State Coroner and advised:

Rec 1: Accepted. Separate guidelines are required for each of the Hospitals, but they have collaborated on the content to ensure consistency.

Liverpool Hospital: SWSLHD advised that the Paediatric Surgical Services Reference Group has developed a draft guideline for Liverpool Hospital. The Reference Group has noted that the specific underlying disease is not usually evident when patients are assessed in the ED and has recommended that two one page flow sheets will cover the breadth of surgical syndromes. Each of the guidelines is supported by a page of explanatory/advisory notes. The following draft documents were provided to the Coroner:

· Flow sheet on the management of children with General Surgical, Urological, Neurosurgical, Vascular and Cardiothoracic problems in the ED.

· Flow sheet on management of children with Orthopaedic, ENT and Plastic Surgery problems in the ED

· Draft Policy Directive “Emergency Paediatric Surgery at Liverpool Hospital”

· Draft information pamphlet on ‘Transfer to a children’s Hospital – information for parents/carers.

It is proposed that the flow sheet would be prominently displayed in the paediatric section of the Liverpool Hospital ED. 

Children’s Hospital Westmead (CHW): SCHN advise that the Department Head of Emergency of CHW and a Consultant Surgeon are drafting the guidelines for the CHW. The guideline will be reviewed through the SCHN established Policy and Procedure Framework to ensure that the final product is a clinically sound resource.  It is anticipated that the guideline will be in place by March 2012. 

Ministry of Health: There are a number of NSW Health Policy Directives in place that address this recommendation. It is the responsibility of the LHDs to engage relevant clinicians and ensure that consistent local protocols or operating procedures are developed and distributed to relevant clinical areas

NSW Health policy directives are:

· Children and Infants with acute Abdominal Pain – Acute Management assist clinicians in the Emergency Departments in the management of children presenting with abdominal pain. This document has since been revised (2010). The Abdominal Pain guidelines contain a one page paediatric clinical decision making tree to assist clinician to determine the most appropriate course of treatment. This policy can be found at : 
 http://www.health.nsw.gov.au/policies/PD/2005/pdf/PD2005_384.pdf 
· Emergency Departments Recognition of a Sick Child (PD2005_382) has the aim to support the triage system in the ED to ensure that a sick child was reviewed in a timely manner. On the first page of the guideline it states: “Parental anxiety should not be discounted: it is often of significance even if the child does not appear especially unwell.
 http://www.health.nsw.gov.au/policies/pd/2011/pdf/PD2011_038.pdf
Rec 2: Accepted. The Reference Group have developed a   policy titled “Emergency Paediatric Surgery at Liverpool Hospital” to accompany the flow charts.

A number of existing NSW Health policy directives address aspects of the requirements in this recommendation:

· The triage system determines the relative timeliness for medical review and/or intervention at the time of presentation. 
· The Policy Directive “Emergency Department Patients Awaiting Care” (PD2010_075) published in 2010 states that all waiting patients should be regularly reassessed, particularly if they wait longer than the allotted triage category time and that escalation of care should be undertaken in liaison with the ED Nursing and/or Medical team leaders as required.
 http://www.health.nsw.gov.au/policies/pd/2010/pdf/PD2010_075.pdf
· The purpose of the policy directive “Children and Adolescents – Inter-Facility Transfers” (PD2010_031) is to provide a framework to facilitate the safe and timely transfer of children and adolescents whose medical condition requires care at a different level from that of the presenting hospital. The policy includes information regarding;

http://www.health.nsw.gov.au/policies/pd/2010/pdf/PD2010_031.pdf
· Circumstances in which inter-hospital transfer of a child is indicated, including when a  child requires a level or type of treatment beyond the capacity of the presenting hospital;

· the need for transfer to be a joint responsibility between the transferring and receiving hospitals, and
· Outlines clear responsibilities and identified roles for clinicians at both the transferring and receiving hospitals to ensure accountability and responsibility for the transfer of care.

Rec 3: Accepted SWSLHD advised that, once endorsed, the protocols and guidelines will be distributed to local GPs and the NSW Ambulance Service. A letter will be drafted for issue to paediatricians and general practitioners in the area serviced by Liverpool Hospital. After appropriate consultations and the issuing of the protocols and flowcharts, the letter will be issued. 

Further actions under consideration

· SWSLHD will develop a plan for enhancing paediatric surgery capabilities to cope with the needs of the local population. This has been strongly supported by the Chief Paediatrician of NSW Health.

· The Ministry’s Health Service Performance Improvement Branch has recommended that the `Between the Flags' program be reviewed at both Liverpool Hospital and CHW; and advises that a review of escalation processes be evaluated. 

· A Paediatric Emergency patient observation chart is under development, led by the Clinical Excellence Commission work group which will place greater emphasis on minimum standard sets for vital signs and rapid response systems within ED. 

· An audit of Triage at Liverpool and Westmead Children’s Hospitals.

A number of NSW Health state-wide initiatives and policy directives that have been introduced since Jacob died in March 2009, relevant to the issues raised during the inquest. These include:

· The state-wide Policy Directive “Children and Adolescents – Inter Facility Transfers”  (PD2010_031).

· The “Clinical Handover” initiative was launched for implementation across the health system on 28 September 2009 (Clinical Handover – Standard Key Principles). The key principles of this program acknowledge the importance of effective processes in all scenarios of clinical handover, including the transfer of patient information from the general practitioner to the hospital.  The Clinical Handover Policy Directive can be found at;

http://www.health.nsw.gov.au/policies/pd/2009/pdf/PD2009_060.pdf
· NSW Health’s ‘Between the Flags Program’ addresses the recognition and timely response to patients whose clinical condition is deteriorating. In December 2010 NSW Health commenced the implementation of the Standard Paediatric Observation Chart (SPOC) to assist in the early detection and management of the deteriorating child. The Charts provide clear advice to clinicians regarding required action when a child’s observation indicates deterioration. Information on Between the Flags can be found at:  http://www.health.nsw.gov.au/initiatives/btf/index.asp
· “Recognition and Management of a Patient who is clinically deteriorating (PD2010-026) is a new policy that describes the principles and standards required to improve the recognition, response and management of patients who are clinically deteriorating. These components are provided as an eLearning package known as DETECT (Detecting Deterioration, Evaluation, Treatment, Escalation and Communicating in Teams) which is specifically designed for front line clinical staff to more effectively recognise and manage patients who are clinically deteriorating.

  http://www.health.nsw.gov.au/policies/pd/2011/pdf/PD2011_077.pdf
· Recognition and Management of Sepsis: There are a number of initiatives to improve the diagnosis and management of sepsis throughout the NSW Health system, following a review undertaken by the Clinical Excellence Commission. 
Essentials of Care: The roll-out of the Essentials of Care (EOC) Program has the potential to assist in addressing the identified failures in communication, documentation and the provision of appropriate care as highlighted in the Coroner’s report.  As of August 2011, there are 13 units in Liverpool Hospital engaged in EOC, including the Emergency Department

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Paul Phillip Matthew CARPENTER 
	Deputy State Coroner

Freund

On 24 June 2011

At Wagga Wagga 


	I find that Paul Carpenter died at Wagga Wagga Base Hospital on 16 September 2009 from a comminuted fractured skull with cerebral oedema as a result of being run over by the rear passenger side wheels of the school bus.
	The Department of Education and Communities 
	1. That the Department of Education and Communities liaise and consult with the Department of Transport, the Bus Safety Advisory Committee and other appropriate stakeholders to develop an element of bus safety awareness within the curriculum of schools in rural and regional areas of NSW, particularly in light of ‘bus surfing’ and any other activity that involves hanging onto, climbing onto or being dragged along by a moving bus or vehicle. 

2. That the Commonwealth Department of Infrastructure and Transport revise the appropriate design rule as a matter of urgency to ensure that all external emergency footrests that are less than 1500 mm above the ground shall be designed so that it is not possible to fully wrap fingers around the footrest form. 
	On 8 August 2011, the Minster for Transport, the Hon G Berejiklian MP advised:


“I note that neither of the recommendations arising from the Inquest are made directly to the NSW Department of Transport. However the Department will work with the NSW Department of Education and Communities, the NSW School Bus Safety Community Advisory Committee and the Commonwealth Department of Infrastructure and Transport to provide assistance and advice where requested.”

On 12 December 2012, the Hon Adrian Piccoli MP advised:

“The NSW Department of Education and Communities was notified on 13 July 2011 of the Deputy State Coroner’s findings about the manner and cause of Paul Carpenter’s death including a recommendation affecting my portfolio.

The Department of Education and Communities has liaised with Transport for NSW and will develop a bus safety resources to address the Coroner’s recommendation. This resource will be published on line and will be accessible to all teachers and students in NSW Schools.  The resource will be developed by the NSW Curriculum and Learning Innovation Centre and is due for publication in Semester 2, 2012.”

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Kundayi

CHIUNDIZA 
	Deputy State Coroner

Freund

On 16 September 2011

At Glebe 


	I find that Kundayi Chiundiza died on 21 June 2010 at 3/512 Canterbury Road Dulwich Hill from peritonitis as a result of a ruptured duodenum following blunt trauma of the torso. 
	Minister for Health 
	1. That NSW Health should consider developing and implementing statewide policies setting out a best practice model for the supervision of overseas trained, non-specialist doctors working in Australian hospitals for the first time. This policy should:

a) define ‘supervision’

b) define the objective and content of supervision

c) define the supervisory relationship including the roles and responsibilities of clinical supervisors and trainees

d) set out mechanisms for resolving difficulties relating to inadequate supervision

e) recognise the importance of the supervisor’s role. 
	On 12 January 2012, the Minister for Health wrote to the NSW State Coroner and advised:

Both the Medical Board of Australia and NSW Health have taken steps to address the recommendation.

In June 2011 the Medical Board of Australia released the Guidelines for Supervised Practice for Limited Registration. This was developed by the Board after consultation with stakeholders.  The registration standards require that supervision plans developed are in accordance with supervision guidelines issued by the Board, therefore employers must observe these guidelines. These guidelines guide the employer in developing a supervision plan as required by the Limited Registration standards. 

The Ministry is of the view that these guidelines and associated documents which are used by NSW Hospitals in the supervision of internationally trained doctors address the recommendation made by Magistrate Freund. Had the current limited registration supervision program been in place at the time of Kundayi’s care, both overseas trained doctors would have been on the limited registration supervision program. The requirements by the Australian Medical Board now incorporate clear guidelines for the supervisor, the employer and the medical practitioner. 

Since Kundayi’s death, and although not mentioned specifically as a recommendation for  NSW Health, there are also several state wide initiatives that have been implemented or are in progress to implementation that address issues of handover communication and the quality of medical records.

• The “Safe Clinical Handover” initiative was launched and the standard key principles for clinical handover were mandated (PD2009_060) for implementation across the health system on 28 September 2009. These key principles acknowledge the importance of effective processes in all scenarios of clinical handover.

• To complement the standard key principles of the Safe Clinical Handover Program, further work on Junior Medical Officer clinical handover was developed in 2010 which focuses on clinical handover between GP and hospitals.

• A draft NSW Health Care Records policy has been developed which outlines the minimum standard for what information is necessary in the health care record. The “Health care Records: Management and Documentation Policy” has been the subject of extensive consultation and is expected to be released in 2012.

	
	
	
	Executive Office, Australian Medical Council 
	The Australian Medical Council should consider introducing specific topics in the examination required for the registration of overseas trained

doctors which address the following:

a. communication skills;

b. handover; and

c. note taking.
	On 14 March 2012, Mr A Tadros, Executive Officer, Medical Council of Australia, advised the Attorney General that the NSW Medical Board ceased to exist on 1 July 2010 and that the Medical Council has assumed the rights and responsibilities of the former Medical Board (pursuant to the Health Practitioner Regulation National Law (NSW)). 

“The Council is not the body responsible for regulating or developing policies or guidelines in relation to the supervision of overseas trained non-specialist doctors practising in NSW.   The National Registration and Accreditation Scheme commenced on 1 July 2010.  As a result, the Medical Board of Australia is now responsible for the registration and accreditation of all medical practitioners nationally.  For example, the Medical Board of Australia has issued Guidelines entitled “Supervised Practice for Limited Registration” which applies to the registration of international graduates. The policy may be found at 

http://www.medicalboard.gov.au/Codes-Guidelines-Policies.aspx

The Medical Board of Australia is therefore the appropriate body to consider the issues raised by the Deputy State Coroner including the supervision and training requirements in respect of medical practitioners.

As a result on 23 December 2011, the Council referred the Deputy State Coroner’s recommendation to the Australian Health Practitioner Regulation Agency (AHPRA) which is the body responsible for providing administrative support and services to the Medical Board of Australia.  AHPRA responded on 9 January 2012 indicating that the Medical Board of Australia would be considering the matter at its February 2012 meeting.”  

	
	
	
	Executive officer of the NSW Medical Board
	The NSW Medical Board should give consideration to the need for better pathways of supervision for overseas trained non specialist doctors

working in NSW hospitals for the first time and that the NSW Medical Board should liaise with NSW Health in this regard.
	See the above response from the Executive Officer of the Medical Council. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Christine CRICKITT 
	State Coroner Jerram

On 8 December 2011

At Glebe 


	That Christine Crickitt died either on the evening of 31 December 2009 or in the early hours of 1 January 2010 at Woodbine, but the evidence does not allow either the cause or the manner of her death to be determined.
	Minister for Health;

Chief Medical Officer;

Director General of the Department of Health 
	That consideration be given immediately to ensuring that when an autopsy is performed where the death is sudden, unexplained and possibly suspicious, the taking, storage and retention of vitreous humour and blood serum specimens is normal procedure and that equipment including freezers capable of –20 degrees be provided to all morgues where autopsies are performed throughout NSW. 
	The matter was referred to the Ministry of Health to coordinate a response on behalf of NSW Health. 

On 26 June  2012, the Minister for Health wrote to the NSW State Coroner and advised:
The finding that the evidence did not allow the cause or the manner of her death to be determined has been noted.

While many of the distressing aspects identified during the inquest remain unanswered, the focus of this response is to address your recommendation. In order to provide you with the best information available, I have sought advice from the Medical Advisor in the Office of the Chief Health Officer, who has undertaken a consultative process with the Chief Forensic Pathologists in the Departments of Forensic Medicine (DOFM) in NSW. 

It is with regret that I must inform you that all aspects of this recommendation are not able to be supported. Implementation would not only require a significant upgrade to existing infrastructure, but would also require the purchase, installation and maintenance of expensive equipment and the need for additional staff in areas where skilled, qualified staff are already in short supply. Furthermore, the facility for testing serum does not exist in many areas for routine patient admissions.

However, the consultation undertaken has identified two (2) other actions that demonstrate NSW Health’s commitment to addressing Coronial recommendations. 

1. The possibility of equipment break down and issues of maintenance and security.  As an alternative approach to the recommendation a new statewide policy directive (PD) is in the final stages of development. This PD will mandate that  for all cases where the death is sudden, unexplained and possibly suspicious, specimens of  whole blood (existing infrastructure does not support serum separation in many areas) will be transferred to a local pathology service or transported to one of the DOFMs for storage, where practical.

2. Due to the limited quantity of vitreous humour in post-mortem specimens, it is unlikely that there will be sufficient quantity available for storage after immediate testing. However, storage will be requested if there is a quantity remaining that is suitable for storage and subsequent testing.

Although the expert pathologists who have provided this advice have been unable to address your recommendation as it is written, I trust you will consider the alternatives presented to be appropriate measures in addressing the intent of your recommendation.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	CODNER Paul  
	Deputy State Coroner Freund

9 December 2011

At Glebe 


	Magistrate Freund found that Paul Codner died at Liverpool Hospital on 25 December 2009 as a result of taking his own life by hanging.
	N/A 
	None . 
	On  21 February 2012, the Minister for Health wrote to the State Coroner and advised that:

While there were no recommendations made by Magistrate Freund, Liverpool Hospital and the South Western Sydney Local Health District (SWSLHD) were commended by the Coroner for the systemic changes made as a result of the death of Mr Codner.  

The state-wide and local initiatives implemented since his death, which have been incorporated at Liverpool Hospital, included:

The ‘Between the Flags’ project was designed to improve staff ability to recognise and respond to signs of deterioration in a patient, an issue raised during the inquest.  

The introduction of the memos at Liverpool Hospital on 25 February 2010 titled “Psychiatric Review on Admission/Transfer to Unit” and “Standardizing Observation Levels on Admission to In-Patient Units”.

The introduction of a new handover policy between nursing staff titled “SWSLHD Clinical Governance Unit Clinical Handover Policy” in April 2011.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Lachlan 

CUMBO 


	Deputy State Coroner 

Mitchell

On 19

October 2011

At Grafton


	That Lachlan Cumbo died on 20 September 2008 at his home in Grafton NSW when he drowned in his bath apparently having suffered an epileptic seizure. 
	Minister for Health 
	Magistrate Mitchell directed that a copy of the findings together with the reports and evidence including the statements of evidence of Professor John Pearn and Associate Professor Richard Franklin be sent to the Minister for Health so that the Minister might consider the following:

· what action is appropriate to increase awareness of the risks of drowning in children with a history of epilepsy or other seizures when unsupervised during bathing or when in or near water; and

· whether and what action should be taken to collaborate with non-government agencies such as the Royal Life Saving Society and the Epilepsy Council of Australia to further increase awareness of such risks.
	On 8 February 2012, the Minister for Health wrote to the NSW State Coroner and advised:

Information was sought from policy advisors within the Ministry of Health and from  the NSW Health Chief Paediatrician who undertook further consultation externally with the following agencies:

The Complex Epilepsy Network; 

The Sydney Children’s Hospitals Network (SCHN);

Child Health Network Conveners and Coordinators;

Epilepsy Action Australia and 

The Royal Lifesaving Society Australia

The Complex Epilepsy Network was established in 2008, bringing together the existing adult and paediatric epilepsy services, to create improved collaboration and co-ordination and greater access to services for people with complex epilepsy across NSW. As a result there has been significant enhancement of Complex Epilepsy Services, including equipment, additional medical, nursing and allied health staff. 

More recently, the NSW Complex Epilepsy Network has undertaken a project leading to the development of the NSW Childhood Epilepsy Program and the completion of a number of web-based educational resources directed to clinicians, patients with epilepsy and their families, as well as the broader community.

The intent of the Program is to progress an improved model of care that would appropriately engage paediatricians throughout the State and more efficiently stratify selected referrals when access to higher levels of specialisation are indicated. Part of the senior clinician’s role in managing the Program will be to update and finalise all educational resources available on the website and establish links with appropriate related organisations and consumer groups by the end of June 2012. 

Epilepsy Action Australia (EAA) and the Royal Lifesaving Society (RLS) Australia have expressed interest in collaborating with the project and maintaining electronic links in this fashion.  In principle, support has also been given for the proposed Program, model of care and educational resources by the Ministry of Health. 

Previous advice to the Crown Solicitor’s Office (September 2011) detailed the relevant policies, practice guidelines and educational resources currently available in NSW. It should be noted that subsequent to that advice the Fact Sheets on the Children’s Hospital Westmead website at www.kidshealth.chw.edu.au/fact-sheets/seizures-and-epilepsy have been updated.

Additionally, NSW Health has developed and released a number of general Paediatric Clinical Practice Guidelines as Policy Directives, including the Acute Management of Seizures. These documents have been developed to assist clinicians working in the NSW public health system in the acute management of children and are not designed for parents. Information on how to access Parent Information Sheets is provided as a resource for clinicians.  

You will note however, that they focus on matters arising at NSW hospitals and health services, and specifically how patients are managed on referral either by their GP or specialist or in attendance with their family. The decision to refer directly to these websites was made to ensure that the most recent Parent Information Sheets would be available at all times. The Parent Information Sheet lists the Epilepsy Association of Australia (EAA) as a resource and provides a website address http://www.epilepsy.org.au/  The EAA Fact Sheet and checklist on safety states that children should always be supervised in the bath and around water.

The Commonwealth consumer health information service (HealthInsite) website also provides relevant Fact Sheets such as Convulsions at http://www.heathinsite_pics/Convulsions 

and Epilepsy at http://www.healthinsite.gov.au/topics/Epilepsy

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Gabrielle COVENTRY  
	Deputy State Coroner

Barry

On 21 December 2011

At Glebe 


	That Gabrielle Ruth Coventry, born 23 December 1992, died at Gosford Hospital on 5 December 2007 from Neisseria Meningitides infection that had not been diagnosed by a number of clinicians who had examined her. 
	Minister for Health

 
	1) That the Central Coast Local Hospital District reinforce to medical and nursing staff the Standard Key Principles for Clinical Handover as per the NSW Health Policy Directive, Clinical Handover – Standard Key Principles and NSW Health Implementation – Standard Key Principles for Clinical Handover, including:

(a) ensuring comprehension, acknowledgment and acceptance of responsibility for the patient by the clinician receiving handover and

(b) Reinforcing the requirement that clinical handover be documented by the clinician handing over and the clinician receiving the patient.

2) That the Central Coast Local Hospital District review the guidelines for the timely administration of antibiotics to febrile children. 


	On 20 April 2012, the Minister for Health wrote to the State Coroner and advised that:

The Chief Executive, Central Coast Local Health District (CCLHD) advised that  all recommendations have been accepted.

Recommendation 1

Magistrate Barry’s findings highlight multiple points throughout the transfer of responsibility and accountability for Gabi’s care (as she has been referred to throughout the inquest), where failures in communication, documentation and handover of her clinical care are evident.  The Ministry can advise of the following policies and actions to reinforce clinical handover and documentation:

The NSW Health initiative Safe Clinical Handover was launched with the release of the policy directive PD2009_060 Clinical Handover – Standard Key Principles mandated for health system wide implementation on 28 September 2009. These principles acknowledge the importance of effective processes in all circumstances of clinical handover and where multiple care providers exist, it is essential that effective clinical handover processes are developed to ensure continuity of care.  To complement these key principles the Safe Clinical Handover Program has further developed work on clinical handover for Junior Medical Officers in 2010 and from 2011 the focus is on improving the clinical handover between hospitals and doctors in General Practice.  It should be noted that the standard key principles for clinical handover were developed and mandated for implementation in 2009, two (2) years after Gabi’s tragic death.

In addition to Safe Clinical Handover, a further statewide initiative Between the Flags (BTF) has been led by the Clinical Excellence Commission (CEC) and consists of a brochure, guidelines and toolkit to assist clinical managers. This initiative is supported by PD2011_077 Recognition and Management of Patients Who Are Clinically Deteriorating, the NSW Health Policy Directive which mandates the establishment of a local Clinical Emergency Response System (CERS), the use of the NSW Health Standard General Observation Chart, specific education and training, performance indicators and a governance structure to ensure implementation across the health system. Observation charts for adult and paediatric patients for use in Emergency Departments (ED) across NSW have been developed by the BTF Emergency group. The charts will be released in  2012 and will assist ED clinicians with the early detection of patient deterioration. 

The BTF Program provides a framework to support clinicians in recognising the clinical indicators of deterioration and in taking effective and timely action. An e-learning package known as DETECT (Detecting Deterioration, Evaluation, Treatment, Escalation and Communicating in Teams) has been specifically designed for frontline clinical staff.  Training in this educational component is also mandated in this policy. Between the Flags has now been expanded to include a paediatric component and oversight of its implementation is with the Paediatric BTF Steering Committee through the CEC.

CCLHD has advised that Clinical Handover is comprehensively covered in the orientation programs for all clinical staff and that clear arrangements exist to delineate the responsibility for clinical care in ward areas and in the Emergency Department, where there are internal processes to ensure the principle of identified responsibility is met. In addition, processes that include frequent ward rounds, oversight by senior clinicians, documentation of management plans, responsibility for actions and frequent review have been established.

With regard to documentation of clinical handover, the main vehicle is the medical record (paper based or electronic) and there is an overall high level of awareness of the need for clarity and accuracy. Regular documentation audits are undertaken and electronic tools for this critically important process are emerging. 

An Online Task Manager system is currently being considered for introduction at CCLHD with a working party consisting of the Director of Medical Services and Registered Medical Officer Association members working on a Business Case for the LHD and although no timeframe is available, Electronic Medical Record (eMR) compatible handover tools are likely to emerge through the statewide eMR Project. 

An article for the CCLHD Medical Staff Newsletter articulating the key principles for safe clinical handover has been prepared and this newsletter is distributed widely.

Recommendation 2:

There are twelve (12) NSW Health Paediatric Clinical Practice Guidelines, developed by clinicians on the NSW Paediatric Clinical Practice Guideline Steering Group and based upon the best available evidence or agreed best practice. Infants and children: Acute Management of Fever PD2010_063 and Recognition of a sick baby or Child in the Emergency Department PD2011_038 are both relevant to this recommendation. These revised policies have been greatly improved and provide clinicians in NSW with a valuable resource in situations such as this one. 

Supporting the Clinical Practice Guidelines is an e-learning package available to clinicians in EDs across NSW, as well as to undergraduate students, that was developed as a result of the CEC Children’s Emergency Care Project.  In 2012 the CEC will be undertaking an Audit Project to assess the uptake and usage of the guidelines and to identify areas for improvement. Sites from each Local Health District have been selected for participation in the file audits and/or a semi-structured interview to obtain clinician feedback. I am pleased to advise that Gosford Hospital will be participating in both activities. 

Additionally a Reference Group was established by the CEC late in 2011 to oversee the review and transposition of the adult sepsis project “Sepsis Kills” to the paediatric cohort. Outcomes from this undertaking will include the coordination of a clinical pathway and clinical practice guideline aligning with all other current resources for paediatrics, an education package, a paediatric antibiotic guideline and blood culture sampling guideline.

This recommendation has been comprehensively addressed by the CCLHD with implementation of the following initiatives for Emergency Department (ED) staff:

· The NSW Health Clinical Practice Guidelines for the Recognition of the Sick Baby or Child, Children and Infants with Bacterial Meningitis, and Children and Infants with Fever are accessible via the ED Intranet homepage, and the CCLHD Intranet policy site.

· There are quick links for Recognising the Sick Child and Screening the Sick Child on the front page of the ED homepage for triage staff and doctors to identify red flags suggesting sick children.

· The paediatric Between the Flags observation charts are in use in ED.

· An active training regime has been developed for Triage, Nursing and Clinical Initiative Nurses in the ED regarding red flags for children with fever, with resources in the form of clinical pathways to support the training.

· ED access to the References Section of the ED Intranet links to a collection of resources called Meningococcaemia Resources. These resources include such information on meningococcaemia as its early recognition, early management, a factsheet, information concerning treating contacts, information relating to antibiotics and a link to the Ministry of Health website regarding the treatment of meningococcaemia.

· ED staff actively participate in the "Sepsis Kills"  Project to improve the early recognition, treatment and referral of patients with sepsis. The aim is to treat people with likely sepsis with antibiotics within one hour of recognition. While this project currently enrols adult patients, it will be extended to a paediatric group. The education supporting the project has not excluded paediatric cases and is developing the principle of early delivery of antibiotic therapy and fluid resuscitation.



	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Brian 

DUNNINGHAM 


	State Coroner Jerram 

On 7 July 2011

In chambers at Bathurst


	That Brian Gerard Dunningham died at Bathurst Correctional Complex sometime between the evening hours of September 10 and the early morning of September 11, 2009, by hanging, which was self-inflicted while suffering from a serious mental illness.

	Minister for Health 
	1. That there be compulsory mental health training for all nursing staff employed by Justice Health, according to the recommendation made after the death of Paul Hogan at Goulburn Correctional Centre. 

2. That Justice Health implement an urgent review of all aspects of the care and treatment of Brian  Dunningham from his reception into the prison system in March 2009, until his death on 10 September 2009, to be provided to both the CEO and the Chairperson of the Board of Justice Health by the last day of September, 2011.


3. That there be an urgent review of staffing levels at Parklea Prison and in particular 
Bathurst Correctional Centre(s) to address the growing waiting lists for inmates requiring the services of Mental Health Nurses and/or Psychiatrists, taking into account the forthcoming opening of a new Clinic at Bathurst and the large number of transferee inmates. At least one further full time mental health nurse position to be considered for appointment to each Centre. 


	On 6 December 2011, the Minister responded to the State Coroner and advised: 

Rec 1: Supported. Justice Health:

· Conducts in-house training regularly, including regular training courses in the assessment of risk of suicide. 

· All clinical staff receives suicide awareness training at orientation. 

· The Forensic Hospital module ‘Assessment of Risk of Suicide’ is available to all staff.

· A two-day course in ‘Mental Health Skills for Primary Health Nurses’ is provided every six months and covers basic mental health education, illness, signs and symptoms and is designed for non mental health nurses. This course was delivered in March and September 2011.

Justice Health advises that in response to recommendations from a previous inquest, a mandatory annual in-service refresher in the assessment of suicide risk, along with a process for monitoring attendance is being developed. The program was completed by August 2011, and statewide training will be completed by August 2012. 

A one day program titled ‘Assessment of Suicide in the Custodial Setting’ will be rolled out across the state by a team of mental health Clinical Nurse Consultants.

Justice Health will ensure 100% compliance by all permanent part time and full time staff, The Ministry’s Nursing and Midwifery Office advised that since 2006, 44 post graduate scholarships were awarded to JH nurses for mental health studies.

Rec 2: Supported and implemented. Justice Health advised that an investigation has been undertaken by representatives from Mental Health and a Patient Safety manager.

Rec 3: Not supported, as Justice Health does not routinely enhance positions in isolation. A complete review of health services is currently in progress, taking into account the announcements made by Corrective Services NSW (CS NSW) regarding the closure of three correctional centres and reduction of specific CS NSW positions in the remaining centres. 

JH works closely with CS NSW to ensure that the healthcare needs of patients can be met in the centre at which they are accommodated. JH has systems in place to communicate to CS NSW the specific health needs of individuals, such as serious mental illness, to facilitate placement at a centre with appropriate services available.

Currently Bathurst Correctional Centre is undergoing major refurbishment and the health centre will be moving into temporary accommodation for approximately eight months. Clinic space will be limited during this period and hence an increase in staffing levels is not recommended.

Rec 4:Supported in principle. Justice Health advises that factors impacting on access to those on protection/SMAP derive from the operations of Corrective Services NSW rather that Justice Health processes. Justice Health is working with Corrective Services NSW to identify centres where access to health services for these inmates has been problematic, and to assist in the development of solutions.

Rec 5: Justice Health advises that this recommendation falls solely within the remit of Corrective Services NSW


	
	
	
	Minister for Corrective Services/ Minister for Justice Health 
	1. That consideration be given to ways of improving access to Health Care for inmates on protection or in the Special Management and Protection (SMAP) program.

2.  That consideration be given to amending Clause 297 of the Crimes Administration of Sentences Regulation 2008 to allow for details of the special needs of inmates with mental health issues to be given to Corrective Services staff responsible for the transfer of prisoner in order that they be taken into account

3. That consideration be given by the Department of Corrective Services to the allocation of a Case Officer to an inmate immediately after a Case Plan is developed, regardless of  whether the inmate has reached the gaol of classification. 


	Commissioner for Corrective Services, Ron Woodham PSM, acknowledged the recommendations on 12 July 2011 and advises as follows:

1. Completed – Supported
In liaison with Justice Health, CSNSW is currently investigating whether any improvements are required to health care access for inmates on protection or in the SMAP program across the State.
In liaison with Justice Health & Forensic Mental Health Network (‘Justice Health’), CSNSW conducted an investigating into whether any improvements were required to health care access for inmates on protection or in the SMAP program across the State. The results of the review within correctional facilities led to service improvements and procedural changes for SMAP/protection inmates to access the clinic in designated centres.
2. This coronial recommendation is being considered - Completed

Section 7.3.3 of the CSNSW Operations Procedures Manual stipulates the requirements for accessing inmates’ medical records and the Justice Health Guidelines for the use and disclosure of inmate/patient medical records and health information. Inmate Health Information Sharing Guidelines is an information sheet that has been prepared for staff which provides more information regarding disclosure of personal and health information of inmates. 
Access to the health records of Justice Health by psychologists and other allied health staff of CSNSW may occur in prescribed circumstances, including CSNSW access to inmate patient Health Records for whom they have direct clinical responsibility. 
The allied health professional can request access to the Health Record from the Justice Health Nursing Unit Manager or delegate. All access to records are made in accordance with the Justice Health Guidelines on the use and disclosure of inmate/patient medical records and other health information (Guidelines). 
The Guidelines have been formulated and approved by the Chief Executive Justice Health, the Commissioner and Contractors in order to ensure that inmate/patient personal health information is only disseminated in accordance with legislation and agency policy.
3. Completed – Not Supported

The Coronial recommendation that a Case Officer allocation and case plan be developed regardless of whether an inmate has reached the goal of classification has been considered with regard to both custodial and sentence administration procedures (movement of prisoners on admission, security classification and case plan assessment processes) and is not considered practical.  CSNSW cannot allocate a case officer immediately and the case plan cannot be developed without the completion of appropriate assessments.  These tasks take time.

	FUTURE – Next response
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	Janesh

DANI 


	Deputy State Coroner 

MacMahon 
	Janesh Dani died on 27 June 2002 in the gymnasium at 1-5 Harwood Street Pyrmont. The cause of his death was carbon monoxide poisoning.  The source of the carbon monoxide was a gas pool heater that had been enclosed, resulting in the carbon monoxide gas travelling through a gap in the wall in the vicinity of the enclosure and the spa pool area into the ceiling void above the spa pool and from there into the spa pool and the gymnasium area of the building. 
	Minister for Fair Trading 
	1) That consideration be given to the implementation of a communication campaign directed to building managers, strata managers and owners corporations advising them of the need to:

1) Identify the presence of gas heaters, including gas heaters installed for the purpose of heating swimming pools or spa pools;

2) To maintain such heaters so as to ensure that at all times adequate ventilation is maintained and the removal of anything that might affect the adequacy of such ventilation.

2) That a community campaign be undertaken each winter season to remind consumers of the potential dangers associated with gas heaters and the need to maintain, monitor and ensure adequate ventilation of gas heaters whether installed internally or externally.  
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
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	Linda DAVIE 
	Deputy State Coroner MacMahon

On 15 December 2011

At Glebe 


	That Linda Davie 

(born 14 November 1957) died on or about 6 April 1980.  As to the place of her death and the cause and manner thereof, the evidence available does not enable me to make a finding. 
	Commissioner of Police 
	That the responsibility for the investigation of the disappearance and death of Linda Susanne Davie be transferred to the Unsolved Homicide Unit of NSW Police to be further investigated in accordance with the protocols and procedures of that Unit.
	On 20 March 2012 the Commissioner of Police, Mr AP Scipione APM advised that ‘in accordance with the recommendation, the matter has been referred to the Unsolved Homicide Team fir attention and will be captured on the unit’s database and progressed at the earliest opportunity”

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
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	Finding
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	Samuel DIBLEY 
	Deputy State Coroner MacMahon

On 13 December 2011

At Glebe and Coffs Harbour 


	That Samuel Dibley died on 23 May 2009 at the Coffs Harbour Health Campus Coffs Harbour in the State of NSW. The cause of his death was cerebral hypoxia following strangulation that occurred as a consequence of him hanging himself by a belt with the intention of ending his own life on 20 May 2009 whilst an involuntary patient in the Mental Health Unit of the Health campus.  
	Minister for Health 

Minister for Police 
	That NSW Police and NSW Health develop a protocol governing procedures to be adopted in the investigation of critical incidents that occur in NSW Hospitals. 

Such a protocol will be expected to cover the procedure for advising police of such incidents in a timely manner , the preservation of the ‘crime scene’ (that is, the physical location of the incident), the securing of exhibits and other relevant documents, the identification of relevant witnesses and the taking of statements from such witnesses. 
	On 25 June 2012, the Commissioner of Police, Mr AP Scipione APM responded as follows: 

“In this matter, Mr Dibley was found on 20 May 2009 but police were not notified until 23 May 2009, the day on which he died.  Over this time the room [at Coffs Harbour Health Campus] was cleaned and made available to other patients and, as a consequence, the possibility of obtaining evidence from the room was lost.

Magistrate McMahon observes that the legal obligation to report the matter in accordance with the Coroners Act 2009 did not arise until Mr Dibley’s death. 

In response to a similarly worded recommendation by Magistrate Dillon in another matter, representatives from the NSW Police Force have been assisting the Ministry of Health in a review of its Directive on Coroners Cases and the Coroners Act 2009, with a view to strengthening the processes highlighted in the recommendation. However these discussions have been confined to processes coming within the purview of that policy directive and this directive is not instigated until a reportable death has occurred. 

The NSW Police Force agrees that there is public interest in ensuring that incidents where persons suffer significant injury are investigated to ensure that there is no criminal offence and that it would be desirable to be notified of an impending death as soon as possible so as to ensure that initial investigation crime scene examinations and evidence collection can occur at an early time. 

However, an assessment as to whether police attendance is warranted must be made on a case-by-case basis by medical experts according to the circumstances at hand. As this is an internal matter for NSW Health, the NSW Police Force does not see the utility of a protocol.  If and when police are notified. The NSW Police Force already has clearly defined and robust policy and procedures in relation to the investigation of matters on behalf of the Coroner”.



	
	
	
	
	
	On 28 May 2012, the Minister for Health wrote to the NSW State Coroner and advised:

Before addressing Magistrate MacMahon’s recommendation, it is appropriate that attention is drawn to the correlation between the findings and recommendation that resulted from this inquest and the recommendations from an earlier inquest heard by Magistrate Hugh Dillon on 22 December 2010.  There are factors common to both matters, including that it was a death reportable to the Coroner and that one recommendation was directed to NSW Health and NSW Police, as is this recommendation. 

The response to that matter addressed all 13  recommendations; however subsequent correspondence from the Magistrate that heard that inquest  required NSW Police and NSW Health to consider further action in regard to recommendation 12.  I am advised that to progress this recommendation, discussions and meetings have been held between the Ministry of Health and representatives nominated through the Police Commissioner’s Office.  NSW Police representation includes senior officers from the Police Commissioner’s Office, the Police Prosecutions Command, the Professional Standards Command and the State Crime Command Homicide Squad with additional input provided by the Mental Health and the Forensic Services Group Crime Scene Services.

A working party, convened between these officers and Ministry of Health policy advisors, is revising and strengthening the current statewide NSW Health Policy Directive PD2010_054 Coroners Cases and the Coroners Act 2009.   This mandatory Policy Directive is well known and used in all NSW hospitals, both public and private. This policy currently includes sections identifying responsibilities for hospital managers and staff, the provision of information to police and custody of the body. I am further informed that the working party has agreed to include more detailed direction regarding the timely notification of reportable deaths to police, securing the physical evidence for forensic analysis and the timely taking of witness statements. Agreement has also been reached in regard to replicating this advice in the appropriate section of the NSW Police Handbook, thus providing consistent and practical assistance, direction and guidance for both frontline hospital and police personnel. 

In preparing the response to Magistrate MacMahon, information has been sought from the Chief Executive, Mid North Coast Local Health District (MNCLHD) and from policy advisors within the Ministry of Health.  While the advice received (in the main) supports the recommendation, concerns have been raised that do not support some aspects of the recommendation. The reasons for these areas of concern follow:

· There is no legal basis for reporting incidents to the Coroner that do not amount to a death.

· Following an attempted suicide, the Hospital’s priority is to administer emergency and medical treatment which will include the removal of items from the patient (such as belts from around the neck).

· Preserving the environment of an attempted suicide in a hospital could adversely impact on a facility’s operational capacity to provide care.

Taking into consideration these concerns, the overall intent of the recommendation is supported and I am confident that the collaborative undertaking between NSW Police and NSW Health that is already well advanced, will achieve the required outcome. Following an appropriate consultation process that will include frontline staff, a copy of the revised Policy Directive on the Coroners Act 2009 and the revised (reciprocal) sections of the NSW Police Handbook will be provided to your office with updated advice on the implementation of this recommendation.

I trust that the approach taken to this matter and the actions identified in this response will assure you that NSW Health is committed to working closely with the NSW Coroner’s Office and NSW Police to achieve service improvements in those aspects of patient care where each duty of care and legal obligation intersect. 



	FUTURE – Next response
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	Isabela FRESCO
	Deputy State Coroner MacMahon

On 18 August 2011

At Glebe 


	I find that Isabela Fresco (born 21 October 2008) died at the Westmead Children’s Hospital Westmead on 11 January 2010. The cause of her death was drowning which occurred when she was able to enter the swimming pool in the backyard of her home on 10 January 2010 and because of her age, inexperience and lack of swimming ability, she was unable to escape therefrom.
	Minister with responsibility for the administration of the Swimming Pools Act 1992

(Minister for Local Government)
	That the Swimming Pools Act 1992 be amended so as to:

· Require that all swimming pools be registered with the local government authority for the area in which it is situated. 

· Require that within a specified period, all swimming pools be required to be brought into compliance with Australian Standard AS 1926.1-2007. 

· Require that all owners of property on which swimming pools are constructed be required to provide a certificate of compliance with the provisions of the Swimming Pools Act 1992 to the relevant local Government authority on a periodical basis.

· Provide that the right of entry to properties for the inspection of swimming polls provided to local government officers be extended so as to allow such officers entry in order to determine whether or not a swimming pool exists on a particular property.

· Provide that where inspections of swimming pools are undertaken by officers of a local government authority the authority be entitled to impose a fee for the purpose thereof that allows the authority to recover the action and incidental costs of such inspection.


	Awaited

	
	
	
	Minister for Finance and Services (Conveyancing Act 1919)
	That the Conveyancing (Sale of Land) Regulation 2010 be amended so as to require that a certificate of compliance with the provisions of the Swimming Pools Act 1992 be a prescribed document where the property the subject of a contract for the sale of land has erected thereon a swimming pool.
	Awaited

	FUTURE – Next response
	A recommendation was also made to the Law Society of NSW in the following terms: That the Society bring to the attention of its members, the terms of the warning concerning swimming pools required by Clause 15 Schedule 1 of the Conveyancing (Sale of Land) Regulation 2010 and that there a property that is to be purchased has constructed on it a swimming pool the terms of the warning be brought to the specific attention of the purchaser.


TOP
	Name of Deceased 
	Date,

Venue & Coroner
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	Recommendations made to:
	Recommendations
	Response

	Francesco 

FROIO
	Deputy State Coroner 

Dillon 

7-9 March 

12 July 2011


	I find that Francesco Froio died on 16 February 2008 at Liverpool Hospital, Liverpool NSW, due to methylenedioxymethamphetamine (MDMA)  (‘ecstasy’) toxicity as the result of voluntarily ingesting that drug.  
	Commissioner of Police 
	That the NSW Police Force considers amending the NSW Police Force Handbook where it relates to the destruction of prohibited drugs, to give effect to the following:

Where a prohibited drug has been implicated in a death, an order for the destruction of relevant drug exhibits should only be made after consultation with:

1. The Officer in charge of the investigation; and

2. The Registry of the Office of the NSW State Coroner.
	The former NSW State Coroner, Her Honour Mary Jerram  authorised the following procedures to enable the more efficient and timely destruction of illicit substances, and the NSW Police Force Handbook has been amended to reflect these changes:
1) Upon the first mention of a coronial matter, police must request the Coroner to consider whether a substance suspected of being a prohibited plant or drug should be retained or destroyed;

2) Once a direction is given, police can then either destroy the substance at the earliest opportunity or make arrangements for analysis in accordance with the Coroner's direction, beyond which destruction may occur following receipt of an analyst's certificate.



	
	
	
	The NSW Department of Health (Division of Analytical Laboratories and Department of Forensic Medicine)
	1. That a Protocol be drawn up for identifying the causes in which there has been an unusual or unexpected toxicology result, to ensure that such cases are drawn to the attention of:

a) The Officer in charge of the investigation; and

b) The Registry of the Office of the NSW State Coroner.

2.That, where a prohibited drug has been implicated in a death, analysis of any relevant drug exhibits should include the composition and purity of the drug, where this is possible.

3. That procedures should be developed for identifying in toxicology results the presence of, and where detected, the quantity, of paramethoxyamphetamine (PMA). 
	The Ministry of Health advised the following response in June 2012:

Recommendation (1a) Not supported; (1b) Supported 

· Laboratory analysis of specimens relevant to each case is undertaken according to each case history and the pathologist request and reports are provided to the Coroner and pathologist immediately on completion of a case.

· Informing the investigating officer of results that may have a legal and/or public issue impact is sensible, as would be the notification to public health officials.

· However, discussions in 2011 between the DAL, DFM and NSW Police identified a risk in providing the police with toxicology reports as accurate interpretation required consideration of medical and other findings and that conclusions drawn from (non medical)  individual research, for example information from the Internet had the potential to be incorrect and misleading.

· Currently, the Registry in the State Coroner’s Office is provided with a copy of the DAL toxicology report at the same time as the DFM pathologist.

Recommendation 2 Supported - This process is already in place with exhibits delivered to the Drugs Laboratory at DAL routinely quantitated if the amount is considered to be trafficable and requested by Police.
Recommendation 3: Supported - DAL developed and has been using a method for quantitating PMA since 2011.



	FUTURE – Next response
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	Celeste GILBERT 


	Deputy State Coroner 

Dillon 

On 11 July 2011

At Parramatta 
	I find that Celeste GILBERT died as a result of homicide on or about 20 August 2000 but as

to place she died, the cause of death, the evidence does not enable me to make a finding.
	Commissioner of Police 
	That the Investigation in relation to Celeste Gilbert remain open and be referred to the NSW Police Force Unsolved Homicide Squad. 

That Police take action to locate the person of interest [SUPPRESSED NAME] for an interview in relation to the murder of Celeste Gilbert.
	On 22 August 2011 Commissioner AP Scipione APM responded:

“ In accordance with this recommendation, this matter has been referred to the Unsolved Homicide Team (UHT) for attention and will be captured on the Unit’s database and progressed at the earliest opportunity.  In addition the UHT will seek to locate and interview [NAME SUPPRESSED PERSON OF INTEREST]. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
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	Recommendations
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	Brian GILSENAN    
	Deputy State Coroner 

MacMahon 

On 22  November  2011

At Glebe 


	Brian Gilsenan (born 9 May 1953) died on 24 May 2008 at Royal North Shore Hospital St Leonards in the State of NSW. The cause of his death was blunt force  head injury and its complications that occurred following an assault on him by a person unknown in Bathurst Street Sydney on 8 February 2008. 
	Commissioner of Police 
	1. That the investigation of the death of Brian Gilsenan be referred to the Unsolved Homicide Section of the Homicide Squad for further investigation in accordance with the relevant protocols and procedures of that section.

2. That in terms of the future investigation by police of incidents of a like nature to that of the attack on Mr Gilsenan on 8 February 2008 consideration be given to the recommendations of Detective Inspector Stuart Gair relating to ‘First Response’ and ‘Investigation’ as are set out at paragraph 14.5 (pages 57-58) in his statement dated 1 December 2009.
	On 11 May 2012 Mr AP Scipione APM, Commissioner of Police, advised the Attorney General as follows:

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

With regard to the second recommendation, the NSW Police Force has processes in place that respond to the points raised by Detective Inspector Gair. Specifically:

First response

Current NSW Police Force practices and procedures address the Police related recommendations and comments of Detective Inspector Gair. Comments on the recommendations are provided for clarification and information. 

When police require access to CCTV footage, this is arranged through the respective Local Area Command.  More broadly, the NSW Police Force policy on CCTV footage is available on the Police Intranet.  This policy was developed based on the NSW Government Policy Statement and Guidelines for the Establishment and Implementation of Closed Circuit Television in Public Places. 
The recommendation regarding sufficient CCTV operators is not a matter for the NSW Police Force as CCTV safety cameras are owned and operated by local Government, Sydney Port Authority and other agencies. 

Investigations

Police disseminate information publicly on a regular basis through a wide range of media (including social media platforms).  However the dissemination methods and information disclosed depend on the circumstances of the matter in question and each matter is dealt with on a case by case basis. 

A new policy was introduced in September 2011 that ensures all biological exhibits are not forwarded to the Division of Analytical Laboratories (DAL) without a forensic review by local crime scene sections. This policy ensures that for homicide matters, forensic investigators will manage exhibits, including submission for analysis to DAL, in liaison with investigators. 

The NSW Police Force policy details a review cycle for the forensic management of major crime that requires the submission of a Major Crime/ Incident Situation Report by forensic investigators to designated police and investigators usually within 24 hours. A formal review occurs at the earliest opportunity which includes discussion on case details and exhibit analysis prioritisation.  Crime Scene Zone Managers monitor and review protracted investigations and if necessary conduct monthly reviews.

The NSW Police Force has also recently introduced an Exhibits, Forensic Information and Miscellaneous Property System (EFIMS) whereby forensic investigators and investigating police can monitor the progress of forensic cases including exhibit management. 

Resources are committed to investigations based on the often changing nature and demands of police work. 



	FUTURE – Next response
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	George 

GODDEN  


	Deputy State Coroner 

Forbes 

On 12 August  2011

At Glebe 
	That George Godden died on 22 February 2001 at Prince of Wales Hospital NSW as a result of lignocaine toxicity following dental surgery with atherosclerotic and valvular heart disease being significant conditions contributing to his death.  The lignocaine was administered to him in hospital when he was asked to bite down on a gauze soaked in cophenylcaine (active ingredient lignocaine) for the purpose of stopping his bleeding gums.
	Minister for Health and Justice Health 
	That the attached Prince of Wales Hospital protocol relating to the management of the treatment for post dental extraction bleeding and the bulletin ‘Co-phenylcaine Forte spray’ be provided to all hospitals within NSW with a view to the publication of the contents among clinical staff. 
	The Ministry of Health’s response to the Coroner was delayed, as the transcripts for this matter were not received until late November 2011.

On 21 February 2012, the Minister for Health wrote to the State Coroner and advised:

The Ministry of Health supports the recommendation. 

Protocol relating to management of the treatment for post-dental extraction bleeding
The Clinical Excellence Commission (CEC) and the Ministry’s Chief Dental Officer (CDO) concur with the recommendation that a clear and appropriate protocol relating to the management of the treatment for post dental extraction bleeding be provided to all hospitals within NSW.  Whilst the protocol at Prince of Wales Hospital would act as an excellent interim protocol, the CEC and CDO advise that further work is required to enhance the content of the proposed protocol, including: 

· Comprehensive instructions to provide greater guidance for clinicians unfamiliar with managing patients who have undergoing this procedure.

· Ensuring the diagrammatic representation of the correct placement of the packs are much more clearly presented for nursing and ward staff.

The CDO has advised that this protocol will be reviewed by panel of experienced oral surgeons. Implementation of the recommended action will be addressed by the Ministry’s Centre for Oral Health with assistance and support by CEC. It is anticipated that the new protocol will be implemented state-wide later in  2012. A copy will be provided to the Coroner at this time.

“Co-phenylcaine Forte Spray” Bulletin

The Ministry of Health supports the issuing of a state-wide bulletin. The Ministry’s Pharmaceutical Services advise that since Mr Godden died from lignocaine toxicity, it may be pertinent to expand the safety bulletin title to include other topical lignocaine preparations that are given orally, since such preparations have the potential to cause a similar outcome. The CEC agreed with the expansion of the Safety Information and is revising the content to cover topical lignocaine preparations. The CEC will issue the Safety Information state-wide when it is finalised and a copy will be provided to the Coroner at this time.

South Eastern Sydney LHD (SESLHD) advises that this recommendation is supported and that an interim) protocol has been implemented at the Prince of Wales Hospital.


	
	
	
	Health Care Complaints Commission 
	That the professional conduct of Dr T Brown and Registered Nurse Shores be considered for its appropriateness. 
	Awaited

	FUTURE – Next response
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	Terry GRIFFITHS 

	Deputy State Coroner Barry

On 4-5 and 12 August 2011

At Parramatta 
	That Terry Griffiths died on 3 December 2009 at the John Moroney Correctional Centre by hanging himself with the intention of taking his own life. 
	Justice Health 
	1. That consideration be given to increasing mental health resources within correctional Centres as a matter of urgency.

2. That the MHSU be made a limited purpose declared mental health facility to enable lawful involuntary mental health treatment to be given there for patients who cannot adequately be treated involuntarily otherwise in the correctional system.

3. That consideration be given to the implementation of the legislative provisions for Community Treatment Orders for those within the Correctional System and for those leaving the Correctional System.

4. That consideration be given to the making of Community Treatment Orders and appropriate health monitoring for persons who have a history of mental illness and who come into the Correctional System or are returning from the MHSU.

5. In each case as described above, Justice Health is to liaise with classifications and security within the correctional facility to ensure persons are appropriately treated and accommodated to reduce the risk of self harm or harm to others. 
	On 6 December 2011 the Minister responded to the State Coroner and advised:

Recommendation 1 - Supported in principle

Justice Health (JH) provides health care to inmates in more than thirty (30) correctional centres as well as detainees in Juvenile Justice Detention Centres and to persons in a variety of community settings. Epidemiological research by JH and others has shown that persons in contact with the criminal justice system tend to have significantly higher physical and mental health needs than those of the general population. JH strives to provide the full range of clinical services to meet the complex health needs of its client group whilst acknowledging its resources are finite. Whilst JH would support increasing the resources directed to mental health services, such action cannot be done in isolation, rather it can only be achieved by directing resources away from other areas of equal need.

Recommendation 2  - Not supported

Justice Health is committed to providing the highest quality care to persons in custody. In accord with international best practice and the United Nations Standard Minimum Rules for the Treatment of Prisoners, mentally ill persons should be treated in specialised facilities. JH and mental health clinicians consider that the present conditions operating in correctional centres with regard to staffing levels and access to patients render it clinically unsafe to involuntary treat mentally ill persons in the Mental Health Screening Units (MHSU).

Presently, patients from the correctional system who require involuntary treatment can be admitted to, and safely treated in the Mental Health Unit of Long Bay Hospital which is a declared mental health facility.  In addition, as soon as local procedures are agreed between Justice Health and Corrective Services NSW (CSNSW), correctional patients will be able to be admitted to the Forensic Hospital for involuntary treatment. Both the Mental Health Unit in Long Bay Hospital and the Forensic Hospital are specialised units designed to enable the delivery of safe and effective care and treatment.

The legal capacity of the MHSU to detain patients is not considered relevant as Mr Griffiths was assessed by a JH doctor as not requiring involuntary mental health treatment. Therefore, if a person in the MHSU has been clinically assessed as requiring involuntary treatment, capacity already exists to have the person made a correctional patient and transferred to the Long Bay Hospital which is a declared mental health facility empowered to provide involuntary treatment.
Recommendation 3 - Supported 

On 15 December 2010 JH published the Procedure Manual for Forensic Community Treatment Orders (FCTO) on its Intranet. The Procedure Manual sets out the JH system, procedures and forms for the making and implementation of FCTO in correctional centres. This action satisfies the recommendation.

Recommendation 4 - Supported

The decision to apply for a FCTO for any individual patient is a clinical one made by the patient’s treating team. In making a decision to apply for a FCTO, the treating team must consider a number of factors, including the health needs of the patient, the resources available to implement to FCTO and, most importantly, whether making the FCTO would add to the management of and be beneficial to the individual patient concerned. Where all criteria are met, treating teams can and do apply to the Mental Health Review Tribunal for a FCTO. 

Recommendation 5- Supported

JH has existing systems in place to ensure that relevant information is provided to the appropriate staff members of CSNSW to advise them of the salient health risks of inmates in order so that CSNSW staff can make informed decisions regarding placement. JH has had Policy 1.231 Health Problem Notification Form (Adult) in place for many years which sets out the procedure by which clinical staff can inform custodial staff of any health risks of an inmate that may impact on the wellbeing or accommodation of needs of the person. Relevant alerts entered into the JH Patient Administration System are automatically transferred to the CSNSW Offender Information Management System.

Whilst JH makes recommendations to CSNSW regarding the placement of inmates based on an individual’s health needs, CSNSW is ultimately responsible for inmate placement

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Amber HAIGH
	Deputy State Coroner Mitchell

On 20- 24 June and 7-8 July 2011

At Parramatta 

and Young 


	I find that Amber Haigh who was born on 18 November 1982 is dead and that she died probably early in June 2002 as a result of homicide or other misadventure but the evidence does not permit me to be more specific as to the cause and manner of death.
	Commissioner of Police 
	I recommend that the case be referred to the Unsolved Homicide Squad for further investigation. 

I commend the dedication and professionalism of Sgt David Cockran, the Officer in Charge, in the discharge of his duties in this case. 
	The matter has been referred to the Unsolved Homicide Team at the State Crime Command for attention. 

This recommendation has been forwarded to the Cootamundra Local Area Command Awards Committee for consideration.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Meika 

HAWES 
	Deputy State Coroner MacMahon 

On 22-24 August 2011

At Broken Hill 
	I find that Meika Hawes (born 22 June 2006) died at the Broken Hill Hospital on 30 November 2009. The cause of her death was drowning that occurred when, due to a failure of her carers to adequately supervise her and the non compliance of a door leading to the swimming pool constructed in her backyard with the provisions of the Swimming Pools Act 1992, she was able to enter the swimming pool and because of her age, inexperience and lack of swimming ability, was unable to escape therefrom. 
	Minister with responsibility for the administration of the Swimming Pools Act 1992 
	 That the Swimming Pools Act 1992 be amended so as to:

· Require that all swimming pools be registered with the local government authority for the area in which they are situated.

· Require that within a specified period all swimming pools be required to be brought into compliance with Australian Standard AS1926.1- 2007. 

· Require that all owners of property on which swimming pools are constructed be required to provide a certificate of compliance with the provisions of the Swimming Pools Act 1992 to the relevant local Government authority on a periodical basis. 

· Provide that the right of entry to properties for the purpose of inspection of swimming pools provided to Local Government officers contained within the Swimming Pools Act 1992 be extended so as to allow such officers entry in order to determine whether or not a swimming pool exists on a particular property.

· Provide that where inspections of properties are undertaken by officers of a local Government authority, the authority is entitled to impose a fee for the purpose thereof that allows the authority to recover the actual and incidental costs of such inspection.  
	Awaited

	
	
	
	Minister with responsibility for the administration of the Conveyancing Act 1919
	That the Conveyancing (Sale of Land) Regulation 2010 be amended so as to require that a certificate of compliance with the provisions of the Swimming Pools Act 1992 be a prescribed document where the property the subject of a contract for the sale of land has erected thereon a swimming pool. 
	Awaited

	
	
	
	General Manager, Broken Hill City Council 
	That the policies and procedures of the Broken Hill City Council be reviewed with a view to ensuring that, where issues relating to compliance with the safety provisions of the Swimming Pools Act 1992 are identified, either at the initial construction stage or at a later time, effective action is taken to ensure that compliance is brought about in a timely manner.  
	Awaited

	FUTURE – Next response
	A recommendation was also made to the Proprietor, LJ Hooker Conveyancing. This is not a Government agency and is not required to notify the Attorney General of any proposed action.  


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Morgan James Hill  
	Deputy State Coroner Mitchell

On 9 September 2011

At Glebe and Parramatta 


	I find that Morgan Hill who was born on 25 January 1983 died at Fishermans Road Malabar NSW at about 8.39pm on 27 March 2009 of a gunshot wound to the head, self inflicted while suffering severe depression.. 
	Commissioner of Police 
	1. That a psychiatrist or psychiatrists be employed in the Health and Well being Unit of Welfare Safety Command or retained so as to ensure qualified psychiatric oversight of all police fitness assessments where mental health or emotional stability are an issue. 

2. That appropriate criteria be developed and established to guide and inform police medical officers in assessing the fitness of police officers for various duties within the police force and the fitness of police officers to have possession of a firearm. 

3. In particular, that the criteria so developed and established provide that fitness for duty and to carry a firearm is not merely a matter of the absence of a diagnosable psychiatric condition or mental illness. 

4. That police medical officer be encouraged to explore with police officers referred by commanders for a fitness assessment the history of that officer and any current or recent medical diagnoses and treatment plan or plans and the identity of that officer’s medical practitioner and to seek the consent of the police officer to that medical practitioner providing appropriate medical information to the police medical officer and that unwillingness to provide that consent be among the matters to be reported to the referring commander.

5. That psychologists assisting in the preparation of fitness assessments be accorded independence from police medical officers. 

6. That police medical officer be reminded of the provisions of the Health Records and Information Privacy Act 2002 and, so far as the provision of information to commanding officers is concerned, be encouraged to act in accordance with its terms. 

7. That the practice of placing reliance on psychological tests in the preparation of fitness assessments be reviewed by an independent expert.

8. That the freedom of commanding officers to make their decisions as to the removal or restoration of firearms informed by considerations other than those dealt with by police medical officers be encouraged.

9.That commanding officers be reminded of their entitlement to the provision of information pursuant to the Health Records and Information Privacy Act 2002.  

10. That consideration be given to the establishment of a mentoring system of young officers by more senior officers with a view to the guidance, support and oversight of the performance of those young officers.
	On 2 April 2012, Police Commissioner AP Scipione APM advised the Coroner as follows:

“The NSW Police Force established a Self Harm Prevention Advisory Panel (the Panel) in 2010, following a recommendation of the Deputy State Coroner Dillon in 2009 arising from the death of Sgt Ian Muir.   The role of the Panel was recently reviewed and amendments are currently being made to its charter to oversight the NSW Police Force response to Recommendations in all coronial matters involving self-harm by police officers.”

1. Under current arrangements, Police Medical Officers (PMOs) are able to refer matters to two independent Psychiatrists, both familiar with the policing environment, who are able to examine officers and report back to the referring PMO within four weeks of appointment. 

The NSW Police Force believes that these arrangements make the best use of scarce medical resources. 

2 A quality management framework has been developed by the Workforce Improvement Program that addresses all of the requirements of Recommendation 2. 

This framework sets out the unit’s commitment to a quality management system and includes an administrative procedure for making appointments for the PMO. 

This administrative procedure covers PMO decision making and onwards referral, which is guided by an assessment template. 

The assessment template provides the PMO with consistent and as far as is possible, relevant medical, social and psychological information. 

3.The NSW Police Force readily acknowledges that fitness for duty and fitness to carry a firearm is not simply a matter of the absence of a diagnosable psychiatric condition. Access to firearms by police officers can be removed for a range of reasons and would in all cases, lead to a referral to Workforce Safety for assessment. Consistent with the response to Recommendation Two, a wide range of risk factors are canvassed.

4. Fitness assessments include a comprehensive review of the medical history of the officer being assessed, with past and current medical and mental history an integral part of the fitness for duty assessment.

Current arrangements include an initial consent form, incorporating permission from the officer for contact to be made with his/her treating health professionals. In those cases where officers decline to provide consent for their treating health professionals to be contacted, this information is provided to the officer’s Commander and is an issue taken into consideration when assessing whether or not officers should continue to have access to their police issue firearm.

5. Clinical assessments conducted by both the PMO and Psychologists are undertaken independently of each other. However, given the desirability of any decision on fitness assessments being as fully informed as possible, the health professionals involved discuss their respective assessments after they have occurred. Both PMOs and Psychologists recognise the importance of independence in the assessment process.

6. Seminars containing advice on this issue have been conducted for relevant officers. Additionally, updated consent forms have been introduced.

7. An independent review of health and well being issues is being undertaken which will include an assessment of current practice concerning psychological testing. However, notwithstanding this review, the NSW Police Force notes that such tests are but one tool in a larger assessment process and the test currently used remains statistically valid.

8. Commanders have access to a range of information when making such decisions, as advised in the responses to Recommendations Two and Four. For example, in those cases where officers decline to provide consent for their treating health professionals to be contacted, this information is provided to the officer’s Commander and is an issue taken into consideration when assessing whether or not  officers should continue to have access to their police issue firearm.

Additionally, a wide range of risk factors are canvassed in preparing information for PMOs recommendations, which inform decision making by Commanders on whether or not  officers should continue to have access to their police issue firearm.

9. The attention of officers has been drawn to this issue.

10. The NSW Police Force has a well established and  staged mentoring system, including:

A mentoring process for all new Probationary Constables allocated to Local Area Commands (LACs), with these officers assigned a Field Training and Assessment Officer for a period of 12 weeks, permitting ‘one on one’ direct mentoring for this period. Further oversight of these officers continues for 12 months.

Team Leaders at LACs supervising and supporting officers in their respective teams, including the provision of mentoring to junior officers, where appropriate.

Trained Peer Support Officers at every LAC to support officers during critical incidents, to assist them in managing issues and provide support and mentoring when required.

In 2011, the Supportive Leadership Program was implemented to encourage officers at Inspector and Sergeant rank to develop an increased awareness of stress and self harm indicators, effective conflict management and the management and mentoring of officers under their supervision.

The Career Management System provides an opportunity for all officers to discuss performance issues and concerns with their immediate supervisor.

	FUTURE – Next response
	


TOP
	Name of Deceased
	Coroner 
	Finding
	Recommendations made to:
	Recommendations
	Response

	Mark

HOLCROFT 
	Deputy State Coroner MacMahon

On 12 August 2011

At Wagga Wagga and Glebe 


	Mark Stephen Holcroft died on 27 August 2009. The cause of his death was myocardial ischaemia due to atherosclerotic cardiovascular disease. His death occurred near Batlow in the State of New South Wales whilst he was being transported between Correctional Centres by the NSW Department of Corrective Services.
	Commissioner of Corrective Services 
	1. That the Standard Operating Procedures and Departmental practices for inmate transfers be reviewed so as to ensure that:

· Adequate drinking water is always available to inmates during transfers

· If the proposed journey is anticipated to be longer than three hours, a toilet stop be included during the course of the journey;

· If the proposed journey is anticipated to be longer than four hours, a meal is to be provided to each inmate prior to the commencement of the journey as well as during the course of the journey.


	Completed – Supported

Commissioner of Corrective Services, Ron Woodham PSM, advised the Attorney General as follows:

Corrective Services NSW (CSNSW) is currently giving careful consideration to all the coronial recommendations arising from this inquest.  Operational and procedural changes have already been introduced by CSNSW in order to address some of the coronial recommendations. 

1. A ‘Commissioner’s Instruction’ has been issued which, inter alia, ensures the provision of water, food, toilet and exercise stops to inmates during designated journeys. [Commissioner’s Instructions amount to lawful orders and any staff member who intentionally disobeys or disregards an Instruction or is found to be negligent in the performance of their duties, may be liable to disciplinary action under the Public Sector Employment and Management Act 2002.] 

Inmates who are being transported for 2 hours or more are provided with food at the commencement of the journey and thereafter ay the commencement of each following stage of the journey which is also more than 3 hours’ duration (food packs have been developed by Corrective Services Industries for this purpose).

Transport officers on long haul journeys of more than 3 hours are required to provide inmates with toilet and exercise breaks at pre-arranged designated secure locations at correctional centres or police stations. 



	
	
	
	
	2. That the Department of Corrective Services (DCS) conduct a review of radio communication facilities available for DCS officers providing inmate transfers so as to ensure that they are always able to obtain advice and assistance from senior officers.
	Completed – Supported

Transport vehicles are already equipped with radio communication devices. As a result of the coronial recommendation, an operational review was undertaken in relation to the available communication strategies, including their operational and technological capabilities and their application within various climatic and working environments. In order to address coronial recommendation 3 (see below) satellite telephones are being purchased by CSNSW for designated escort trips.



	
	
	
	
	3. While the review referred to in Recommendation 2 is being undertaken, DCS officers working in areas where radio communication facilities are unavailable be provided with satellite phone capacity.
	Completed – Supported

In order to address coronial recommendation 3, CSNSW has purchased satellite telephones for designated escort trips.  Relevant training has also been provided to CSNSW staff members. 

	
	
	
	
	4. That the program for providing two way communication between inmates and DCS officers in transport vehicles be reviewed with a view to ensuring that such communication capacity is available on all inmate transport vehicles at the earliest possible date. 
	Completed – Supported

Prior to the coronial inquest. CSNSW had already commenced installing two-way intercom devices into its transport vehicles. All transport vehicles have been fitted with two-way intercom communication devices.

	
	
	
	
	5. That consideration be given to the upgrade of current technology for monitoring inmates in DCS transport vehicles so that the monitoring images are recorded and kept for a period of at least 14 days following each inmate transfer journey.
	Completed – Supported
Recommendation 5 required an upgrade of current technology to enable the recording and storage of images from CCTV monitors in transport vehicles.  CSNSW has purchased and is undertaking a scheduled installation of mobile video recording devices into each escort vehicle. Global Positioning System tracking technology and back-to –base live video streaming will also be installed progressively, which will provide remote supervision of all escort vehicles to a central operation room. 



	
	
	
	
	6. That the vehicle checklist used by DCS officers prior to transferring inmates be reviewed.  All items going to the wellbeing and safety of DCS officers and inmates should be identified as priority matters and where a priority matter identified as being defective the vehicle should not be used until the defect has been made good by appropriate repair or maintenance.  
	Completed – Supported

The previously mentioned ‘Commissioner’s Instruction’ provides, inter alia, instructions regarding the responsibilities of Transport officers to ensure the wellbeing and safety of inmates. 

A comprehensive vehicle inspection procedure and a detailed checklist are completed by the escorting officers which addresses the issues raised by the Coronial recommendation. 

	
	
	
	
	7. That the DCS draw the attention of all officers to the policies and procedures to be followed in the event of a death in custody and emphasise the importance of compliance by officers with such polices and procedures. 
	Completed – Supported

Prior to the Coronial findings being handed down by the Deputy State Coroner, CSNSW had already taken active steps to strengthen its policies and procedures relating to serious incident reporting and crime scene management. These policy changes and the importance of compliance by officers with such policies and procedures were promulgated and circulated to all staff by way of a Deputy Commissioner’s (Offender Management and Operations) Memorandum.



	
	
	
	
	8. That disciplinary action be considered in respect of the performance of Peter Augustine Sheppard with particular regard to his actions as observer on an inmate transport vehicle between Bathurst Correctional Centre and Mannus Correctional Centre on 27 August 2009.
	Completed – Supported

Consideration of this matter has been finalised with CSNSW action taken against Mr Sheppard. 

	
	
	
	The Director, Justice Health 
	1. That Justice Health take such action as is necessary to ensure that all relevant employees are aware of the functions and importance of the PAS computer system and that there is no confusion as to which employees have the responsibility for the updating of such system following a consultation with an inmate.

2. That Justice Health take such action as is necessary to ensure that at all times inmates are aware and encouraged to seek the assistance of Justice Health staff in respect of any medical concern and that the availability of such staff is to be emphasised during intake assessment interviews conducted following transfer of an inmate from one corrective services centre to another. 
	On 6 December 2011 the Minister responded to the State Coroner and advised:

Recommendation 1 - Supported 

The Patient Administration System (PAS) is an integrated computer system for managing patient administration and management data, including appointments and waiting lists. All Justice Health (JH) staff have access to checking for alerts on PAS but staff without access to the entire health record can view health issues during the process of transferring inmates.

JH recognises the need to ensure that staff from all disciplines are skilled in the use of PAS. Both salaried medical officers (MOs) and Visiting Medical Officers (VMOs) are employed by JH. 

JH issued a memo and Medical Officer Clinic Session Guidelines in May 2011 to ensure staff awareness of their responsibilities and the arrangements that must be followed when MOs work less than four hours per month. Additional advice from the Ministry of Health’s eHealth and ICT Strategy Branch confirms the wider use of PAS by JH and supports the instructions issued in the memo and guideline.

Recommendation 2 - Supported

All JH patients are assessed on reception into custody. While all JH patients are given the JH patient information brochure on the health services available on reception, the levels of literacy are highly variable.

JH is currently reviewing the patient transfer policy to ensure the transition from one facility to another is as seamless as possible. All levels of clinical staff are involved in the review and upon completion of the revised policy; education at each health centre and ward / unit will support its implementation. 

Both JH and Corrective Services NSW (CSNSW) provide an orientation to the services and the process for transfer. CSNSW completes the transfer documentation which includes consideration of any immediate health needs, and the JH transfer process includes the identification of immediate and ongoing health care needs at both transfer out from one centre and transfer in to another. 

In relation to the Coroner’s findings, the Ministry’s Nursing and Midwifery Office have provided further advice regarding the Essentials of Care (EOC) Program. EOC is designed to address problems such as those identified by the Coroner in communication, documentation and the delivery of appropriate care, by achieving cultural change in the workplace. JH has identified a total of 41 potential sites and has commenced implementation of EOC across its facilities with fourteen (14) facilities engaged in this undertaking to date.


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Christopher HOWSE 
	 State Coroner 

Jerram 

On 25 August 2011

At Glebe 


	That Christopher Michael Howse disappeared and on the balance of probabilities died, during or soon after May 1983 but the evidence does not allow me to find either the cause or the manner of his death. 
	Commissioner of Police 
	I recommend that the Commissioner of Police refer the matter to the Unsolved Homicide Squad, NSW Police. 
	On 21 October 2011 the Police Commissioner Mr AP Scipione APM advised as follows:

‘ The matter has been referred to the Unsolved Homicide Team within the NSW Police Force Homicide Squad.’

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Harshith 

ILLA 

 
	 State Coroner 

Jerram 

On 1 December  2011

At Glebe 


	That Harshith Illa died a Westmead Children’s Hospital on 19 March 2011 aged 2 years and 11 months from head injuries incurred when he fell accidentally three days earlier from a third floor window.  
	Minister for Family and Children’s Services 
	I recommend that an awareness campaign be implemented to educate parents and carers regarding the dangers associated with small children and open windows in high rise accommodation. 
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ramon KHANANYAH
	Deputy State Coroner Dillon

On 27 July 2011

At Parramatta 


	I find that Ramon Khananyah died at Fairfield NSW on the 31st October 2005 as a result of a gunshot wound to the head inflicted by a person unknown acting in concert with a person or persons unknown.
	Commissioner of Police 
	I recommend that the Commissioner of Police offer a substantial reward for information leading to the conviction of the persons responsible for the death of Ramon Khananyah.
	On 23 November 2011 the NSW Police Commissioner Andrew Scipione APM advised the Attorney General:

“It is acknowledged that the offer of a reward can be useful investigative strategy and the NSW Police Force will give consideration as whether the offer of a reward might assist in this particular matter.”

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Melissa KELLY 
	Deputy State Coroner Dillon

On 28 November 2011

At Parramatta 


	I find that Melissa Kelly died at Nepean Hospital on 13 March 2005 die to multiple blunt force head injuries inflicted at her home by an unidentified person or persons on 8 March 2005. 
	Commissioner of Police 
	I recommend that the Commissioner of Police

1) offer a substantial reward for information leading to the identification of Melissa Kelly’s assailants. 

2) undertake a publicity campaign to identify the unknown person heard on the Triple 0 call made on 8 March 2005.
	On 24 January 2012 the Commissioner for Police Mr AP Scipione APM advised as follows:

“It is acknowledged that the offer of a reward can be a useful investigative strategy and the NSW Police Force will give consideration as to whether the offer of a reward might assist in this particular matter.   The conduct of a publicity campaign will also be considered with other investigative strategies during the continued investigation into the death of Melissa Kelly. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Matthew LOCKE
	Deputy State Coroner Barry

On 20  December 2011
At Glebe 


	That Matthew Locke (born on 21 March 1978) died on 19 May 2009 as a result of multiple injuries sustained after jumping from Gordon’s Bay Clovelly while suffering from a psychotic illness.
	Minister for Health  
	1) That consideration be given to ensuring that the implementation of an electronic file system to be accessed by all mental health service providers be treated as a matter of urgency. 

2) That consideration be given to ensuring that all mental health service providers confirm verbal and written communication of discharge and treatment plans to external service providers and families/ carers. 

3) That the changes outlined by Mr Mick Rowles contained in his statement dated 19 December 2011 be formally implemented and audited in a six month period. 


	On 24 September, the Minister for Health responded to the NSW State Coroner and advised:

The LHD has advised that all three (3) recommendations are supported and provided a comprehensive package of documentation on their implementation.  A copy of the LHD Action Plan with estimated timeframes, together with other evidence of the action is attached for your information. 

Recommendation 1: 

The LHD supports the implementation of this recommendation.

It is understood that this recommendation seeks to improve the timeliness of entries in hear care records and access to details of a mental health patients clinical information by their treating team. The intent of this recommendation is supported.  NSW Health has been developing electronic medical records systems that will enable access to clinical information within, and across, inpatient and community based settings, and LHD boundaries. 

The development of an electronic medical record (eMR) has been a lengthy and complex initiative that includes a number of interlinking National, State, LHD and clinical speciality components. Mental Health is one of the clinical components that will contribute to the eMR project. Currently the LHD is leading the pilot for building the core clinical Mental Health content. Although some components of clinical information are available electronically, the management of patient information remains principally paper based until the eMR is operational across the NSW health system. Management of this information is mandated by existing NSW Health policies that will be superseded by a new and comprehensive Health Care Records Policy that is to be released later in 2012. 

Recommendation 2:

 This recommendation is also supported and there is an existing policy in place to provide direction to clinical staff to meet this recommendation.   NSW Health recognises the need to ensure continuity of patient care across clinical settings and the potential risks at points of transition between care providers, at discharge and transfer from one service to another.  For this reason NSW Health has developed PD2009-060 Clinical Handover - Standard Key Principles, a statewide policy with protocols that set out the requirements for safe and effective handover and transfer of care.  A key step in the handover/transfer of care process is to ensure comprehension, acknowledgement and acceptance of responsibility for the patient by the clinician receiving handover. A copy is attached for your information. 
In addition, the existing mental health inpatient discharge planning policy has been revised and its release is expected shortly.  The revised policy and its implementation plan emphasise the steps to be taken to promote good communication and understanding between all the relevant parties, including families, about discharge / transfer of care and ongoing care arrangements for the patient.  The risk for patients when support and the management of their care and treatment is being transferred from inpatient to community based care is recognised. Local Health Districts will have responsibility for establishing local protocols and auditing local clinical practice based on the requirements of the new transfer of care policy directive. Once published, a copy will be provided to your office.

Recommendation 3:

I am pleased to advise that since the preparation of the LHD Action Plan, Recommendation 3 has been implemented, and all scheduled audits have been completed. For your information, I have also attached a copy of an action plan prepared by the Eastern Suburbs Mental Health Service which details progress up to August 2012.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Michael MAGRO 
	Deputy State Coroner Mitchell

On 1 July At Glebe 
	that Michael Peter Magro, who was born 17 October 1968, died at Royal North Shore Hospital (Metropolitan Special Programs Centre) St Leonards NSW on 27 December 2008 of hypoxic brain injury consequent upon cardiac disease, possible viral infection of the lungs and generally suboptimal health.
	Minister for Health 

(Minister with responsibility for Justice Health)
	Recommendation 1

(a) That in any internal review of a death in custody whether conducted by Justice Health or Corrective Services NSW, the author(s) of such reviews take all appropriate steps to interview and/or obtain information from relevant staff on duty or involved  with the deceased person in the forty eight hours prior to that person’s death or transfer to an external medical facility and the cellmates of the deceased. 

(b) That if it is not already the case, the Patient Request Forms, known as Green Forms, form part of an inmate’s Justice Health Medical file.

(c) That any written communication to Justice Health clinically relevant to an inmate’s medical condition should form part of the inmate’s Justice Health medical file;

(d) That in correctional facilities where Patient Request Forms (Green Forms) are in use, these should be reviewed by a Registered Nurse on the day they are submitted by an inmate.

(e) That Justice Health promptly investigate and seek to devise a policy and procedure or supplement any existing policy and procedure to ensure that any complaint of an inmate regarding breathing difficulty, chest pain or respiratory distress be immediately assess by a medical professional; and 

(f) That Death in Custody Reports prepared for Justice Health following the death in custody of an inmate include an endorsement by the person responsible to the Chief Executive for the report confirming that the person has had access to the relevant medical records of the deceased inmate prior to submitting that report to the Chief Executive and enumerating all and any source documents relied upon in the preparation of the report. 
	Recommendation 1 - Completed – Supported
Commissioner of Corrective Services Ron Woodham PSM advised as follows on 12 July 2011:

The Coronial recommendations reflects the current investigative practices and procedures of CSNSW – with the exception of interviewing Justice Health staff and accessing medical files maintained by Justice Health.  This information is not made available to CSNSW investigators at any time when investigating and reporting on deaths in custody due to confidentiality issues raised by Justice Health.

Reference is made to the investigation parameters recommended by the Deputy State Coroner, namely that interviews or information be sough from staff with contact with the deceased in the 48 hours prior to the person’s death or transfer to an external medical facility. 

The parameters of the coronial recommendation are considered to o restrictive to an investigation and a more reasonable timeframe is preferred. On this basis, it is suggested that the parameters of the Coronial recommendation be reworded and expanded to state “ All persons with any information pertaining to the death of the inmate will be interviewed”.

The internal investigation report into the death in custody of Michael Magro was completed in February 2009. Investigative procedures are now much more rigorous and a closer relationship now exists between the NSW Police Force and CSNSW when dealing with any serious incidents involving CSNSW.

Subsequent to an independent expert review conducted by a former Assistant Commissioner with the NSW Police Force, a new management structure and greater accountability measures were implemented which led to significant organisational and procedural changes to CSNSW Investigations.  This included the appointment of a new General Manager of CSNSW Investigations on 4 October 2009.  The General Manager is an ex Detective Sergeant of the NSW Police Force and has more than 21 years experience in policing (17 years in the field of criminal investigations).

On 1 September 2011, new protocols were introduced which ensures and enhanced investigative response between the NSW Police Force and CSNSW in the investigation of deaths in custody.

It also allows for a more expeditious exchange and gathering of information between the two stakeholders.  The NSW State Coroner was consulted prior to the implementation of the new protocols and supported these procedural changes.
Rec 2: Justice Health supports this recommendation in principle. 

It is acknowledged that there is a legal requirement for the maintenance of Patient Request Forms within patient clinical files. Immediately upon receipt, Justice Health implemented this recommendation, with all such forms to be included in the health record.

Due to the large amount of Patient Request Forms that need to be added to individual’s medical records within a 12 month period, an alternative method of requesting health services is currently being researched by the Adult Clinical and Nursing Operations and the Health Clinical Record Forms Committee. A policy review is underway and it is expected that this policy will be in place by mid 2012.

Rec 3:  Justice Health partially supports this recommendation as there are some exceptions of communications retained on a medical file. The content of Justice Health health records is governed by NSW Health policy, with which Justice Health complies. Not all correspondence received by Justice Health which contains clinical information is, or should be included in the record. For example, it is expressly required by NSW Health Policy that complaint correspondence must not be entered in the health record. 

Rec 4: Justice Health supports this recommendation in principle, but notes that Corrective Services NSW staff provide Patient Request Forms to Justice Health. Justice Health staff cannot control when they receive these forms. Justice Health undertakes to review such requests on the day they are received by Justice Health, subject to staff being rostered on at that time. It is current procedure that such requests are reviewed on the day of receipt by the evening staff, with triaging to be undertaken and entered into the Patient Administration System.

Rec 5: In the Justice Health context, patients may not be able to be immediately assessed by a medical professional. Justice Health is guided by Emergency Response Guidelines which are based on best practice evidence, including that from the Australian Resuscitation Council, National Asthma Council Australia and the Heart Foundation. 

The Emergency Response Guidelines have been developed to guide the clinical practice of nurses employed by Justice Health to assist in the assessment, management and referral process for general emergency situations. These situations include the management of patients complaining of breathing difficulty, chest pain and/or respiratory distress.

These protocols guide the assessment and observations of Justice Health nursing staff. An on-call medical officer is available 24 hours a day by telephone, but should a patient require urgent medical care Justice Health staff will contact an ambulance. 

Rec 6: Justice Health advises that this recommendation is supported and has been implemented

	
	
	
	Attorney General and Minister for Justice (Corrective Services)
	As above
	Commissioner of Corrective Services Ron Woodham PSM advised as follows on 12 July 2011:

(a) The Coronial recommendations reflects the current investigative practices and procedures of CSNSW – with the exception of interviewing Justice Health staff and accessing medical files maintained by Justice Health.  This information is not made available to CSNSW investigators at any time when investigating and reporting on deaths in custody due to confidentiality issues raised by Justice Health.

Reference is made to the investigation parameters recommended by the Deputy State Coroner, namely that interviews or information be sough from staff with contact with the deceased in the 48 hours prior to the person’s death or transfer to an external medical facility. 

The parameters of the coronial recommendation are considered to o restrictive to an investigation and a more reasonable timeframe is preferred. On this basis, it is suggested that the parameters of the Coronial recommendation be reworded and expanded to state “ All persons with any information pertaining to the death of the inmate will be interviewed”.
The internal investigation report into the death in custody of Michael Magro was completed in February 2009. Investigative procedures are now much more rigorous and a closer relationship now exists between the NSW Police Force and CSNSW when dealing with any serious incidents involving CSNSW.

Subsequent to an independent expert review conducted by a former Assistant Commissioner with the NSW Police Force, a new management structure and greater accountability measures were implemented which led to significant organisational and procedural changes to CSNSW Investigations.  This included the appointment of a new General Manager of CSNSW Investigations on 4 October 2009.  The General Manager is an ex Detective Sergeant of the NSW Police Force and has more than 21 years experience in policing (17 years in the field of criminal investigations).

On 1 September 2011, new protocols were introduced which ensures and enhanced investigative response between the NSW Police Force and CSNSW in the investigation of deaths in custody.

It also allows for a more expeditious exchange and gathering of information between the two stakeholders.  The NSW State Coroner was consulted prior to the implementation of the new protocols and supported these procedural changes. 
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	Finding
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	Milivoje 

MATOVIC 


	Deputy State Coroner 

MacMahon
	That Milivoje Matovic (born 30 June 1955) died on 26 January 2003 at 51 Roslyn Gardens Elizabeth Bay in the State of NSW. The cause of his death was multiple gunshot wounds inflicted on him by a person or persons unknown, with the intention of causing his death. 
	Commissioner of Police 
	That the matter be referred to the Unsolved Homicide Squad NSW Police for further investigations. 
	On 28 September 2011 the Commissioner of Police Mr AP Scipione APM advised as follows:

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

	FUTURE – Next response
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	Coroner
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	Peter McLENNAN 
	Deputy State Coroner Barry

On 8-9 November 2011

At Albury 


	Peter McLENNAN born 4 February 1964 died on 24 December 2009 as the result of injuries sustained as a swimmer in a collision with a speed boat at Casey’s Bend Murray River, Echuca. I find the manner of death to be accidental.
	NSW Maritime
	1. I recommend NSW Maritime continue to conduct safety reviews of the use of boats and other craft on the river and continue to engage with local Councils and Police regarding water safety.

2. I recommend strongly that NSW Maritime continue to approach the Victorian Authorities to effect conformity with boat licensing between the two states. 

3. I recommend that NSW Maritime make it a condition of a Survey Certificate that commercial operators provide and display on their boats, information concerning the dangers of swimming in the river, especially in unrestricted speed areas. 

4. I recommend that NSW Maritime write to all individual houseboat operators, highlighting the concerns raised in this inquest. 
	Awaited 

	FUTURE – Next response
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	Kirrily 

MURPHY 
	Deputy State Coroner Truscott 

On 5 May 2011

At Newcastle 


	Kirrily Murphy died on 4 June 2006 having incurred multiple injuries when struck by a moving train at about 6.20pm near the Telarah Rail Station in the State of New South Wales. 
	Hunter New England Local Health Network 
	That the Director of the Hunter New England Local Health Network give consideration to the following: a review of the policy 1.148.06 (last reviewed April 2010) (Patients who are absent without leave) with a view to creating a clear policy applicable to voluntary patients who absent themselves contrary to Leave as set out in Policy 1.138.05 (Patient Leave Status) with regards to the following:

1. Paragraph 3 of Policy 1.148.06 excludes voluntary patients from the AWOL procedure yet paragraph 7 on page 2 includes reference to the Severity of Assessment Code applicable to Voluntary patients.

2. When a voluntary patient breaches their leave approval that immediate action is taken by nursing staff to contact the treating psychiatrist on call (including after hours psychiatrist on call at the Mater Hospital where the patient is accommodated at other hospitals). A clinical decision to be made as to whether or not the patient should become detained under section 19 of the Mental Health Act 2007.

(i) If so, then the procedure to be adopted is that as set out in paragraph 2-11 as set out on page 2 of Policy 1.148.06 in addition to the completion of the appropriate section 19 documents and procedure

(ii) If after consideration of the risk factor a decision is made not to detain under section 19 then consideration is to be given as to whether there should be notification to police for concern of welfare of the patient. The policy to include what steps are to be taken in relation to contacting police and next of kin. 

3. That the policy include a direction that formal record keeping including reasons for decision are set out on the patient’s file. 

4. That a referral to review the Memorandum of Understanding between the NSW Police and NSW Health Department  “Mental Health Emergency Response 2007” be considered in light of any changes to this further recommendation. 


	 On 18 October 2011 the Minister for Health responded to the State Coroner as follows: 

Recommendations 1- 3 – Supported and completed

Hunter New England Mental Health (HNEMH) has actioned these recommendations and completed a revision of the HNEMH Procedure 1.148.06 Patients who are Absent without Leave (AWOL). This procedure, endorsed in August 2011, has been circulated to all clinical areas and staff have been advised of the changes. 

The Ministry of Health’s Mental Health and Drug and Alcohol Office has modified the section on Leave Procedures in the statewide policy Transfer of Care for Mental Health Inpatient Services. This new policy is in the final stages of development and its release is expected early in 2012.

The existing NSW Health policy Suicidal Behaviour – Management of Patients with Possible Suicidal Behaviour PD2005_121 is currently under review with an expected release date of mid-2012.

Recommendation 4 – Supported and in progress

This statewide MOU is currently under review and this matter has been referred to the Interagency group responsible for the MOU review process.  The revised MOU will include steps to be followed by the agencies involved (health, ambulance, police) when a voluntary patient, who is considered to be at high risk of harm to self or others, is missing from a mental health unit. The revised MOU will include guidelines on seeking police assistance. The expected release date for the revised MOU is late 2011 or early 2012. 
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	Anthony 

NAKAD
	Deputy State Coroner Forbes 

On 6-7 April 2011

At Glebe 


	That Anthony Nakad died on 16 June 2008 of fatal burn injuries the result of smoke inhalation, bilateral pulmonary congestion, oedema and second degree burns to over 90% of his body, following an explosion of petrol vapour ignited by an electrostatic spark. 
	Minister for Finance and Services (Responsibility for WorkCover)
	That the WorkCover roll out its Service Station Industry Verification Program to include information about the dangers of ‘switch-loading’ and static electricity. 
	On 7 July 2011, the Minister for Finance and Services, the Hon Greg Pearce MP, advised the Attorney General as follows:

“ WorkCover is working with petroleum industry bodies to prepare and circulate to the industry the relevant safety alerts advising of the potential dangers arising in the context of switch-loading and splash filling petroleum products. Pursuant to Premier’s Memorandum 2209-12, WorkCover will report further on action being taken to implement the recommendation within six months”. 

	FUTURE – Next response
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	Reuven OVADIA 
	Deputy State Coroner MacMahon 

On 26 September 2011

At Glebe 


	That Reuven Ovadia (born 20 September 1934) died in New South Wales in or about September 1987. As to the cause of his death and the manner thereof the evidence available does not enable me to make a finding.
	Officer in Charge,

Missing Persons Unit, NSW Police Force  
	That the efforts to locate Joseph Oved, the brother of Reuven Ovadia, be continued with a view to obtaining from him a DNA sample to be used to assist in the identification of unidentified remains should such remains be those of Reuven Ovadia. 
	On 3 February 2012 the Commissioner of Police advised as follows:

“The Missing Persons Unit continues to seek a DNA sample from the brother of the missing person Reuven Ovadia.  Following international protocol, requests for assistance have been made with Interpol as Jacob Oved is a resident of Israel.

Operation Firenze, established to deal with long term missing persons, will ensure that the DNA request, along with any other items deemed necessary, are followed up until completed.”

	FUTURE – Next response
	


TOP
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	Adam 

POOR 
	Deputy State Coroner Truscott

On 4-12 April 2011

15-17 June 2011

At Newcastle  


	That Adam Stephen  Poor died on 29 August 2008 of multiple system organ failure at John Hunter Hospital Newcastle NSW 48 hours after he first attended the Emergency Department with severe thigh pain; the cause of his pain being misdiagnosed and his treatment being compounded by errors, delay and failure to properly monitor and promptly detect blood loss. 
	Hunter New England Local Health Network 
	Weighing patients 

1) Where practicable all patients presenting to the Emergency Department at John Hunter Hospital / Royal Newcastle Centre (JHH/RNC) are weighed.  If the patient cannot be weighed and an estimate is recorded, the patient’s medical record should contain a clear notation alerting all staff to the fact that weight has been estimated. 

2) Training is conducted at JHH RNC so that nursing staff are aware of the availability of bariatric scales to weigh obese patients and how those scales are to be utlilised. That training should include emphasis on the requirement to weigh all patients or where impracticable properly record estimated weights. 

CAPAC
3) An information sheet is to be developed to be provided on discharge from the Emergency Department to all patients who are to receive outpatient anticoagulation therapy provided by the CAPAC. The sheet should contain

· Confirmation that the patient will be contacted by the CAPAC to arrange a home visit;

· Confirmation that the instructions in relation to prescribed medications (ie Clexane and Warfarin) will be given by the CAPAC nurse on the first home visit (and no medication is to be taken until those instructions are provided). 

· What actions the patient should take in the event that the patient develops certain (specified symptoms) and 

· Whom the patient should contact (with relevant telephone numbers) in the event that the patient develops those symptoms).

Record Keeping 
4) Consideration be given to the development of an induction program to emphasise the requirement for medical staff to note the times of their attendance on patients. 

5) Audits conducted every three months of a reasonable sample of medical records to identify if proper record keeping is being maintained by staff (including the provision and copying of discharge letters, recording the time of examinations and recording investigations, treatment and the provision of medication.

Clexane

6) The new ‘Subcutaneous Enoxaparin Protocol’ developed by the JHH and adopted by the HNELHN be further reviewed to make clear if the protocol differs in relation to patients being treated in the community by CAPAC or in hospitals and if risk assessments should be conducted in relation to morbidly obese patients. 

7) JHH/RNC give consideration to the development of an automatic policy of contacting a haematologist if a patient has a bleeding complication associated with the administration of Clexane.

VAC dressings 
8) JHH/RNC review the training programs and materials (including those provided by sales representatives) for the education or nursing staff with respect to VAC therapy and monitoring to ensure that nursing staff are conversant with the requirement for, and frequency with which, VAC drains should be monitored and the parameters within which medical staff should be called to review a patient in the event of excessive drainage. 

9) JHH/RNC give consideration to the development of a dedicated VAC dressing chart like that used at Northern Sydney Area Health and, at the least, amend the operative report currently in use at the JHH and the RNC to make provision for the operating surgeon to document: 

· the settings for the VAC drainage

· the frequency with which monitoring is required and 

· the parameters within which medical staff should be contacted. 

10) A directive be issued to all surgical staff at JHH and RNC to ensure that post operative instructions in relation to VAC dressings (as set out in (9) above) are clearly recorded until new charts are devised. 
Review of patients 

11) JHH/ RNC give consideration to the introduction of a system whereby patients who miss medical review at ‘wards rounds’ receive medical review within a reasonable period and, at the least, are seen by a doctor within six hours.

Sonography

12) JHH/ RNC require that trainee sonographers provide as a condition of employment a binding statement of intent to enrol in a suitable course leading to the DMU qualification or other recognised qualification:

· Within 6 months of commencing the traineeship if fulltime position.

· Within 12 months of commencing the traineeship if part time position.

13) That all other proposed changes, recommendations and audits proposed by Prof Peter Fletcher in his statement to this Inquest are supported by HNELHN and implemented as soon as possible.
	The Chief Executive, Hunter New England Local Health District and branches within the Ministry of Health have provided detailed advice. John Hunter Hospital (JHH) provided a comprehensive Action Plan for implementation of the recommendations with estimated completion dates. The recommendations are being addressed as follows:

Recommendations 1 and 2:  Weighing patients - supported

Training records are maintained as part of local performance improvement initiatives and as evidence for hospital accreditation. Training for nursing staff includes awareness training in the availability and use of bariatric scales and should also emphasise the importance of this aspect of patient care.  Nursing staff should recognise weighing as an essential component of patient care, particularly in regard to medication management and nutritional care. The NSW Health Nutrition Care Policy has been developed in response to recommendation 127 from the Special Commission of Inquiry into Acute Care Services in NSW Public Hospitals.  This policy’s implementation standard includes a checklist requiring equipment (such as scales, height measures and specialised feeding equipment) is available to support implementation of the Nutrition Care Policy in clinical areas; and that patients have their weight and height measured and documented on admission and then measured weekly.

Recommendation 3: CAPAC – supported 

Recommendation 3 is supported with one exception. JHH cites a clinical rationale for not fully supporting this option as the timing of home visits could result in a delay in treatment and possibly in achieving a stable blood result, necessary for managing blood coagulation (clotting) times in patients on some anti-coagulant therapies. 

Informing patients about their ongoing care on discharge is important and an essential element is the need to ensure patients demonstrate an adequate understanding of their intended care plan prior to discharge.  A further outcome of the Special Commission of Inquiry was the development of the policy Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals in which the role of multidisciplinary care coordination in patient transfer of care (discharge) planning is reinforced.  

Effective written information plays an important part in care coordination; especially as patients share the responsibility for their ongoing care, it is essential that they are able to understand their predicted journey and their responsibilities within that journey. The NSW Health Clinical Services Redesign Program recognised the following principles in their summary of the CAPAC program that “patient education and advocacy as well as the maintenance and surveillance of patients are also critical. Clear organisational and clinical governance systems, procedures and clinical practice guidelines that take account of patient acuity, medical accountability, latest clinical evidence and delivery of quality outcomes are essential.”

Recommendations 4 & 5: Record Keeping - Supported

Best practice supports entries into medical records that are as contemporaneous as possible with the timing of events. A section in  the new draft Health Care Records policy states that documentation in health care records “must be made at the time of events or as soon as possible afterwards”. 

Documentation is an ongoing issue for all sectors of the public hospital system. A uniform approach is essential to ensure that correct documentation is maintained at all times throughout NSW hospitals. A NSW Health Guideline outlines an agreed minimum set of items which is expected to be incorporated into discharge referrals for patients discharged or transferred from health facility care.  One of the remaining actions from the Special Commission of Inquiry is finalisation of a new Health Care Records policy which will supersede the guideline identified above. Improvement will only be achieved through policy and practice development at a local level throughout the Local Health Districts (LHDs).  

Finalisation and implementation of the new Health Care Records Policy (expected release in 2012) will require all clinicians to document the times patients are examined or procedures are performed.  Requirements for auditing health care records are outlined in this new policy. To ensure compliance across the health system, the policy will mandate support and education at a local level and its implementation will strengthen and reinforce all documentation requirements.

Recommendation 6: Clexane – Supported

NSW Health released a policy in December 2010 that ensures a Venous Thromboembolism (VTE) risk assessment is undertaken on all admitted adult patients and that those patients identified at risk of developing a VTE receive appropriate mechanical and pharmacological prophylaxis. The policy notes that “Obese patients (body mass index > 30kg/m2) may have an increased risk of VTE”. The risk assessment outcomes and any planned prophylaxis must be documented in the patient’s health care record. Compliance with the requirements of this policy is mandatory for all Local Health Districts.
Recommendation 7: Haematologist to be contacted for patients with a bleeding complication associated with the administration of Clexane - Supported

The policy identified above notes that the risk of bleeding related to surgery is the main complication of pharmacological prophylaxis and requires regular re-assessment of any prophylactic treatment.

Recommendations 8, 9 and 10: Vacuum Assisted Closure (VAC) Wound Dressings – Supported with one (1) exception

 A revised Surgical Checklist (as per the World Health Organisation checklist) is in draft as a Procedural Safety Checklist. This checklist identifies a sign-out process that will ensure that patients are prepared for post-operative care and that important information is transferred to the teams providing post-operative care. The draft checklist and a policy directive are being developed to guide implementation. 

The exception is the recommendation that a patient’s fluid balance is documented, including all inputs and outputs, on a single form (the Fluid Balance Chart - FBC) designed for that purpose. Maintaining input and output totals on separate forms will significantly increase the risk that the fluid balance will not be complete as all relevant amounts may not be entered on all charts. 
Recommendation 11:  Review of patients - Supported

The Special Commission of Inquiry in Acute Care Services in NSW Public Hospitals (2008) recommended that daily multi-disciplinary ward rounds should occur at which accurate and complete notes are taken and approved by the supervising doctor within a specified time frame. The NSW Health policy on the Standard Key Principles for Clinical Handover was released in September 2009 to support improved and effective clinical handover. Additionally, Between the Flags, a statewide initiative developed to improve the management of patients whose clinical status was deteriorating, was implemented in 2010.


Recommendation 12: Sonography - Supported 

There are variations in the range of classifications of staff that perform sonography functions across the NSW health system. It is for example, common for a sonographer to have a radiography background or qualification and to a lesser extent, a nursing background or qualification. While there is no existing award classification of sonographer, there are criteria for accreditation as a sonographer through the Australasian Sonography Association (ASA). As variations in sonography functions have been identified, consistency in the qualifications and the functions of this evolving classification is needed. To that end, this advice will be referred to the Health Education and Training Institute and to the Workforce Development & Innovation Branch within the Ministry for their attention.

Recommendation 13: Supported

Clinical audit is supported as an integral part of clinical quality and patient safety systems assessment and evaluation within health care systems throughout the world. Systematic audits across a range of clinical practice areas will identify opportunities for improvement and for evaluating the strategies intended to achieve that improvement. The expert advice, recommendations, proposed audits and comments regarding the need to improve clinical supervision for sonographers are supported and appropriate audits are being undertaken.

The need for health services to improve the culture and provision of adequate clinical supervision across all health professions is being addressed. A working group - Supervision for Safety - was established by the NSW Health in December 2009 and representation included three (3) of the four (4) health system Pillars (important sources of expertise for the health system identified by former Commissioner Garling as “Pillars of Reform”).  These Pillars are now the Clinical Excellence Commission (CEC), Clinical (now Health) Education & Training Institute (CETI) and the Agency for Clinical Innovation (ACI).  CETI has developed a guide to supervision for doctors in training and allied health workers.  Discussions have commenced in regard to developing a similar guide for nurses and midwives.  Supervision has been identified as a key issue by the Special Commission of Inquiry and by numerous clinical groups. 
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	Kaneesha SIMPSON   


	Deputy State Coroner Mitchell 

On 23 - 25 November 2011

At North Sydney  


	That Kaneesha Simpson  who was born on 10 May 2004, died at Liverpool Hospital on 29 January 2009 of cardiac and respiratory arrest probably connected with Embolic Stroke. 
	Sydney Children’s Hospital Speciality Network
	That the Sydney Children’s Hospital Speciality Network introduce and implement the following additional policies and procedures at the Heart Centre at Westmead Children’s Hospital:-

· A policy to ensure that all decisions concerning surgical and para-surgical procedures made during joint surgical review meeting are properly documented, including in the medical records of each patient, the subject of discussion at such meetings and promptly communicated in writing to any relevant clinical missing from the meeting;

· A policy to ensure that should a treating clinician decide in a particular case to depart from a decision of the meeting, such change or changes be promptly communicated in writing to the Head of the Heart Centre, or the Head of Cardiothoracic Surgery within the Heart Centre and a copy inserted in the patient’s medical records;

· A policy to ensure that a referral by a cardiologist to a surgeon be accompanied at the time the referral is made, by a letter of referral sent to the relevant surgeon with a copy to be placed in the medical records of the patient;  

· A policy to ensure that a back up appointment for review by the treating cardiologist is made and documented wherever a cardiologist refers a patient to a surgeon or other clinician for surgical or parasurgical treatment;

· A policy to ensure that a referral by a cardiologist to a surgeon or other clinician for surgical or parasurgical treatment be accompanied by advice that the patient re-present to the cardiologist within a prescribed period, but not more than 6 months, in the event that such treatment does not occur within that time;

· A policy to ensure that the Head of Cardiothoracic Surgery within the Heart Centre compile and maintain a surgical waiting list or lists detailing all patients for whom surgery is planned or contemplated within 12 months.


	On the 19 March  2012, the Minister for Health wrote to the NSW State Coroner and advised:

Information was sought from the Sydney Children’s Hospital Network (SCHN) and from policy advisors within the Ministry of Health and I am pleased to advise that all expert groups consulted fully support the recommendations and that implementation is well underway.

I am advised that the Director of the Heart Centre and the Head of Cardiac Surgery at the Children’s Hospital Westmead (CHW) are leading the implementation process and meet regularly on this matter. Implementation of the recommendations has commenced with application to local practice in the Heart Centre for Children. The new and/or revised policies will be endorsed at the SCHN Policy and Procedure Committee and the Health Care Quality Committee, enabling a wider application of such policies to other clinical units. An estimated date for completion was offered as mid 2012, however after that time, further advice on progress will be sought and an update provided to your Office.

The identified failure to comply with NSW Health Policy Directives on managing patients for elective surgery in NSW Hospitals (issued in 2006 and 2009) was of concern to all expert groups (a copy of the 2012 policy directive was sent to the Coroner). Concern was also identified over the failure to follow-up the referral of a deteriorating patient and that many of the failures documented by Magistrate Mitchell have generic implications, particularly in regard to the management of patients with chronic / complex conditions. 

The NSW Chief Paediatrician further commented on care coordination/case management as an essential component within the health system and beyond and supported the need for CHW/SCHN to evaluate and monitor the progressive implementation of these recommendations.

In endorsing these recommendations, it was commented that while they reflect good practice in the management of any patient being cared for by a range of care providers and multiple services across facilities to minimise the risk to patients, consideration of a broader application of the SCHN policies (once developed) might be appropriate..
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	Suppressed name #1 

Non publication order made.
	Deputy State Coroner Truscott

On 23 July 2011

At Newcastle 


	That [SUPPRESSED] died on 14 February 2008 in Metford New South Wales as a result of a gun shot wound to the head, which was self inflicted. 
	Minister for Health 

Hunter New England Local Health Network 
	TO MINISTER 

That immediate steps be taken to develop and distribute an information pack for families and carers of persons suffering a mental illness.  That package should address the rights and responsibilities of the patient and their families and carers and provide clear information on how to get further help. 

TO HNELHN 

That the following policies immediately be ratified and put into effect:

After Hours Presentations to the Maitland Hospital Emergency Department (1.109.99) Review date July 2010

After Hours review of Patients by HNEMHS Medical Staff (1.139.05) Review date July 2012.

2. That a ‘Discharge Referral’ letter be designed and implemented for patients who have undergone a Mental Health Assessment by a Mental Health Clinician and are discharged into the community after their release from the Emergency Department.

a) The document to include the names of persons involved in the assessment processed (including the on-call psychiatrist, Nurse Manager 2 at PECC and the Emergency Department Medical Officer, referred to in Policy 1.109.99).

b) The document to be signed by the Staff members physically present at the Patient’s discharge.

c) The document to include a clear treatment plan and the course of action or steps to be taken should the patient’s condition or circumstances change.

d) The document to include the names and contact details of persons to be contacted by the family members/carers/patient.
	On 8 November 2011, the Minister for Health wrote to the NSW State Coroner and advised:

Rec 1: Supported.  The Ministry supports the provision of detailed written advice to families, carers and others when a person with a mental illness is being transferred into their care from a hospital setting.   The provision of information promotes communication and understanding between mental health clinicians and families/carers.

The Ministry’s Mental Health and Drug & Alcohol Office advise that there is a range of resources, pamphlets and information kits developed and distributed at the Local Health District level that relate to a diverse range of mental health topics. For example advice to a family/carer about what to do in a crisis.  

A statewide information sheet for Consumers and Carers on the Mental Health Act 2007, has been developed by NSW Health which explores the principles of the Act, the rights of consumers and carers, and sharing information under the Act.

There is a NSW Family and Carer Mental Health Program, which focuses on ensuring mental health services work with families and carers as partners in care and be responsive to their unique needs.  NSW mental health services employ specialist family and carer staff to facilitate changes needed to make mental health services more family and carer friendly.  This includes ensuring that families and carers know their rights and responsibilities, and are involved in assessment, care planning, treatment and transfer of care planning.

The Carer Lifecourse Framework is a resource developed by Carers NSW and funded by NSW Health. This Framework is set out to provide practical application for ensuring that carers of people with a mental illness receive appropriate information and support and is used throughout the NSW Family and Carer Mental Health Program in the training of mental health staff. 
The Ministry plans to extend the scope of its draft Transfer of Care policy beyond inpatient mental health transition situations, to encompass the specific requirements of people leaving Emergency Departments after a mental health assessment; and those transferring from the care of community mental health services to another health professional or support providers.  The Coroner’s first recommendation will be considered during the development of these statewide guidelines for the transfer of care of people who have had a mental health assessment in an Emergency Department. 

 Rec  2:  Accepted and implemented by the Hunter New England Local Health District (HNE LHD)  The two protocols have been amended and were ratified and implemented in September 2011.  
Rec 3: NSW Health and HNE LHD support this recommendation. HNE LHD advise that an Emergency Department discharge /referral letter was developed in response to Recommendation 58 Special Commission of inquiry into Acute Care Services in NSW Public hospitals and trialed across a number of EDs. This process was superseded by the implementation of an electronic discharge and referral letter that is used by Emergency Departments across HNE LHD. A memo to the Service Managers was issued on 19 October 2011 to advise mental health staff of the necessity to ensure this letter is completed in line with the specified requirements outlined in the Coronial Recommendation 3 [a) to d)] when completing the electronic discharge letter. 

Although recommendations 2 and 3 were referred to the HNE LHD, they cover matters that have statewide implications. A project  expected to commence in 2012 will inform the standards and guideline development process for Emergency Department mental health ambulatory patient transfer of care. The project will involve consultation with mental health and Emergency Department clinicians, consumers and carers 
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TOP
	Name of Deceased 
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	SUPRRESSED # 2


	Deputy State Coroner Freund

On 22 July 2011

At Glebe 
	That [Suppressed name] died on 2 September 2009 directly from multiple blunt force injuries as the result of being hit by a train. As to whether his death was self inflicted, I make an open finding. 
	Australian Medical Association

Royal Australian College of General Practitioners, Royal Australian and New Zealand College of Psychiatrists, Australian Psychological Society and the Counsellors and Psychotherapists Association of NSW
	1.That these agencies use the best of their endeavours to publicise the availability of the Beyond Blue Clinical Practice Guidelines – Depression in adolescents and young adults published in February 2011, to their members. 

2. That such publicity should specifically highlight the recommendations and good practice points set out in the guidelines at Part C as to assessment, management (including the use of SSRI medications where clinically indicated) warning and monitoring of symptom severity and adverse effects and the need for communication with adolescents and parents and/ or caregivers.

3. That a copy of my findings be forwarded to the above organisations along with these recommendations.

4. That a copy of my findings be forwarded to the Pharmaceutical Society of Australia suggesting that they use their best endeavours to publicise the availability of the Beyond Blue Clinical Practice Guidelines – Depression in Adolescents and Young Adults published in February 2011, to their members and ask them to bring it to the attention of parents/ caregivers when it is clear that a prescription is being filled for antidepressant medication.
	The matter has been referred to the Ministry of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health.

A letter of acknowledgement was sent to the State Coroner on 26 October 2011. Implementation of the Coroner’s recommendations is progressing.
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	SUPPRESSED # 3


	 Deputy State Coroner Forbes 

On 26 August 2011

At Glebe 
	I find that [NAME SUPPRESSED] died on 8 October 2009 at [ADDRESS SUPPRESSED] and that the cause of death is consistent with hanging and that the manner was suicide.
	Minister for Health 
	(1) That the South East Sydney Local Health District allocate to each patient a Carer Advocate across the Mental Health Service who would inform families of their existence and be available for communication at all times. 

(2) That the discharge checklist utilised by the Sutherland Mental Health Service be revised to include a requirement to confirm that verbal and written communication of discharge and treatment plan has been provided to external service providers and family carers.  The discharge checklist is be confirmed and signed by the treating psychiatrist.

(3) That the Sutherland Mental Health Service immediately ensure that the input of families/ carers into the assessment and development of care plans is actively facilitated, encouraged with patients and include provision of written material.  
	Awaited

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	SUPPRESSED #4  


	Deputy State Coroner Forbes

On 26 August 2011

At Glebe 
	[Deceased] died in October 2009.  The cause of death was consistent with hanging and the manner of death was suicide. 
	Minister for Health 
	1) The South East Sydney Local Health District allocate a carer advocate to each patient across their mental health service and that carer advocate inform families firstly of their existence and be available for communication at all times.

2) The discharge checklist utilised by the Sutherland Mental Health Service be revised to include a requirement to confirm that verbal and written communication of discharge and the treatment plan has been provided to external service providers and families and carer and that in addition, the discharge checklist be confirmed and signed by the treating psychiatrist. 

3) The Sutherland Mental Health Service immediately review practices in relation to families/ carers in the assessment process  to ensure that the input of families and/or carers into the assessment and development of care plans is actively facilitated and encouraged with patients and include the provision of written material from family and carers.
	Awaited
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	SUPPRESSED #5 

“AB”

	Deputy State Coroner Freund

On 22 July 2011

At Glebe 
	I find that AB died on 2 September 2009 directly from multiple blunt force injuries as

a result of being hit by a train. As to whether his death was self inflicted I make an

open finding.
	Australian Medical Association, Royal Australian College of General

Practitioners, Royal Australian and New Zealand College of Psychiatrists, the

Australian Psychological Society and the Counsellors and Psychotherapists

Association of NSW.
	1.That the Australian Medical Association, Royal Australian College of General Practitioners, Royal Australian and New Zealand College of Psychiatrists, the Australian Psychological Society and the Counsellors and Psychotherapists

Association of NSW use their best endeavours to publicise the availability of the Beyond Blue Clinical Practice Guidelines Depression in adolescents and

young adults published in February 2011, to their members.

2. That such publicity should specifically highlight the recommendations and

good practice points set out in the guidelines at Part C as to assessment, management (including the use of SSRI medications where clinically

indicated), warning and monitoring of symptom severity and adverse effects and the need for communication with adolescents and parents and/or

caregivers.

3. That a copy of my findings be forwarded to the above organisations along with

these recommendations;

4. That a copy of my findings be forwarded to the Pharmaceutical Society of Australia suggesting that they use their best endeavours to publicise the

availability of the Beyond Blue Clinical Practice Guidelines Depression in adolescents and young adults published in February 2011, to their members

and ask them to bring it to the attention of parents care givers when it is clear that a prescription is being filled for antidepressant medication.


	Awaited 
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	Michael SUTHERLAND 


	Deputy State Coroner Dillon

On 14 July 2011

At Glebe 
	I find that Michael Sutherland died on 3 March 2006 at Cobargo New South Wales, of faecal peritonitis which was not diagnosed before his discharge from the Emergency Department of the Bega Hospital on 2 March 2006.
	Minister for Health 
	I recommend that the Southern NSW Local Health Network consider installing a CT Scanner at the Bega Hospital.
	On 21 September 2011, the Minister reported to the State Coroner that this recommendation is accepted and supported. A CT scanner has been purchased for Bega Hospital. It is expected to be installed and utilised by the service by the end of December 2011.

At this stage the CT scanning service will be used to support the hospital inpatient and ICU requirements. Planning of the new Bega Valley Hospital also includes the development of a full range of imaging services and this equipment will be transferred as part of the relocation to the new campus and health facilities.  The installation of the CT scanner at Bega Hospital will assist in ensuring timely access to diagnostic imaging and treatment for patients in the hospital and will prevent the need to travel out of the area for this service.

`
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	Sarah WAUGH  


	Deputy State Coroner Freund

On 19-21 December 2011

At Glebe 
	I find that Sarah Kate Waugh died on 24 March 2009 at TAFE NSW Western Institute Dubbo Campus from multiple fractures of the skull, separation of C2 and C3 and generalised cerebral contusion as a result of a fall from a horse. 
	NSW Minister for Education;

Managing Director TAFE NSW;

Australian Skills Quality Authority;

AgriFood Skills Australia 
	1. That the Australian Skills Quality Authority, Agrifood Skills Australia and TAFE NSW review the conduct of the units including:

(a) the essential performance criteria that students are required to meet in order to be deemed competent;

(b) the feasibility of educating beginner riders to a level where they can demonstrate via mustering exercises that educated horses are controlled and worked as an integral part of stock husbandry routines in the space of 40 hours of tuition and significantly less than 40 hours of riding time;

(c) the adequacy of relying upon the recognition of staff prior learning and industry experience in the circumstances of this case and in the absence of any independent accreditation of riding skill. 

(d) Best practice for the assessment of horses for use in the conduct of these units.

2. That TAFE NSW amend policy and practice at TAFE NSW Western Institute relating to the tender process for the supply of horses for use in the units as follows:

a) Tender documents should require the provision of horses educated for use with beginner riders experienced in lessons with beginner riders, educated for use around stock and experience in use around stock.

b) Tender documents should exclude ex-racehorses and horses under 10 years of age.
c) Tender documents should require applicants to provide information (as within their knowledge) specific to each horse including:

i) Age breed and height of horse

ii) Date of purchase

iii) From whom purchased

iv) Purchase price

v) Level of education for use with beginner riders and recent experience with beginner riders in the course of riding lessons.

vi) Level of education for use in stock works and experience in stock work.

vii) Whether horse has ever been trained for racing (although never raced) and if so, date when such training concluded.

viii) Whether horse has an Australian Stud Book Microchip Number and if so, the number.

ix) Whether horse has an Australian Identification Number and if so, the number. 

x) Details as to how horses would be worked and kept on the days when they were not at TAFE. 

3. Assessment of applications for tender should take into account the nature of information provided for each horse, recognising that the relative importance of specific criteria will vary from horse to horse. For instance, if an applicant does not have much historical information but has owned the horse for 5 years the lack of historical information would be less significant that in the case where the applicant has owned the horse for 5 weeks. 


4. Assessment of applications for tender should include cross checks using the ASB microchip Number and or Australian Identification Number if available. This is not to suggest that this assessment as and of itself, obviates the need for other assessment as follows. 

5. That TAFE NSW undertake an independent Occupational Health and Safety audit at TAFE NSW Western Institute, Rural Skills Campus (such as via commercially available safety management programs) that includes:

a) Risk assessment of paddocks and properties on which the units are conducted with a view to ensuring that any paddocks that will be used for riding exercises are fit for purposes. This shall include the use of single purpose gates.

b) Risk assessment of equipment to be used in the conduct of the course. 

c) Review of the assessment process for horses to be used in the units taking into account the necessary experience required to adequately assess the horses, current practice and the adequacy of the current form and assessment tool.

d) Guidelines prohibiting use of cameras and phones whilst riding should be strictly enforced. 

6. TAFE NSW adopt the Australian Horse Industry Council Horsesafe Code of Practice in the conduct of the units.


	On 21 June 2012 the Minister for Education, the Hon A Piccoli MP, advised the Attorney General that Ms Carolyn Burlew, the independent Chair of the Department’s Audit and Risk Committee, chaired the Steering Group to oversee the implementation of each of the Coroner’s recommendations and consider other issues arising from the Coroner’s findings. 

A report setting out the actions taken in relation to the six recommendations made to the Minister for Education is attached here.
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