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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES - June 2013 – December 2013
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report 

	BIVIANO JP
	MENRATH FRASER AND FRASER
	SROUGI B
	

	BOYD J
	MENZEL M
	VAN RYSEWYK A

	CLITHEROE AND TUCKER
	PEISLEY B
	VEGA A

	COLLER P-L
	PRINGLE R
	WALKER R

	GUNTON W
	SCHWARTZ E AND WALES M 
	WG

	HARRIS-CHAVARRIA KK
	SCIFLEET C
	YANG XY

	HOWELL RR
	SF
	

	LE MARSENY A
	STEPHENSON P
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Joe Peter BIVIANO  


	Deputy State Coroner MacMahon  

On 18 October 2013 

At Glebe


	
	Commissioner of Police  
	That the investigation of the death of Joe Peter Biviano be referred to the Unsolved Homicide Unit of the NSW Homicide Squad for further investigation in accordance with the protocols and procedures of that unit. 
	By letter dated 16 December 2013 the Police Commissioner P Scipione APM advised that the matter has been referred to the Unsolved Homicide Team for attention and will be captured on the Unit’s database and progressed at the earliest opportunity. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jean BOYD


	Deputy State Coroner  Magistrate Beattie 

On 15 October 2013 

At Wollongong Local Court 


	That Jean Boyd  died at 4pm on 7 October 2009 at Wollongong Hospital, New South Wales from E-coli septicaemia and congestive heart failure caused by adult respiratory distress syndrome, acute renal failure, hypotension and recurrent urosepsis and pyelonephritis.


	Illawarra Retirement Trust  
	a) That the Illawarra Retirement Trust (IRT) review the means by which general practitioners treating residents at William Beach Gardens (WBG) communicate with IRT carers and nurses regarding the treatment of acute illnesses.  Following this review, a standard protocol should be introduced that addresses:

(ii) What monitoring is required for the continuing treatment of the acute illnesses;

(iii) Whose responsibility it is to determine the level of monitoring;

(iv) How to assess whether suitable monitoring has occurred; and 

(v) What records should be maintained by visiting medical practitioners who attend upon residents, including the need to document all history, examination findings, and treatment plans in the resident’s file. 

b) That the IRT, in consultation with the Department of Families Ageing Disability and Homecare, (FADHC), provide courses by a suitably qualified aged care nursing specialist in the detection of deterioration in aged care patients and in the recognition and understanding of delirium.  These courses should be undertaken by all nursing and care staff employed at WBG  within six months of 15 October 2013.  Carers and nursing staff commencing at WBG after the conclusion of these course should be required to undertake comparable courses within three months of their first day of employment. 

c) That the IRT develop a protocol to provide guidance to nursing and care staff at WBG in the identification and management of deterioration in the condition of aged care residents. 

d) That the IRT establish a ‘Between the Flags’ type system to alert staff at WBG to observations such as fever, hypotension, abnormal pulse rates that fall ‘out of the normal range’.

e) That the IRT require clear documentation of each WBG resident’s ‘Usual Functional Status’. This document should be prepared by an experienced nurse on one full page and be accessible at the front of the resident’s file and should be updated at least every three months.


	[The Illawarra Retirement Trust is not a Government agency and not bound to report it responses to the Recommendations]

	
	
	
	Department of Health and Ageing 


	That the Department of Health and Ageing conduct a review into the ratio of nursing staff to high care residents at the William Beach Green aged care facility.
	Awaited 

	
	
	
	Referrals to the Health Care Complaints Commission 


	a) That Dr Myrna Jover be referred to the Health Care Complaints Commission for investigation in respect of her care of Ms Jean Boyd on 30 September 2009.

b) That Dr Deepak Raja be referred to the Health Care Complaints Commission for investigation in respect of her care of Ms Jean Boyd on 30 September 2009


	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jane Clitheroe

And

Elizabeth Tucker 


	Magistrate Holmes 

On 16 August  2013 

At Moree Local Court 


	That Elizabeth Tucker and Jane Clitheroe died on 25 September 2012 at Bingara in the State of New South Wales from drowning as a result of a boating accident on the Gwydir River.
	Minister for Transport 
	That consideration be given to removing the exemption for surf row boats currently contained within clause 82(1)(c) of the Marine Safety (General) Regulation 2009.
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Phoenix-Lee COLLER 


	Deputy State Coroner  

Freund

On 24 May 2013 

At Glebe 


	That Phoenix-Lee Coller died on 7 September 2011 at 24A Maynes Parade Unanderra.  The cause of death being unascertained however after nothing the evidence of Dr Duflou on balance it is likely to be accidental overlay.
	Minister for Family and Community Services 
	Having heard all the evidence in relation to the death of Phoenix-Lee Coller in particular the drug use of Rebecca Coller and Scott Berthaly, that FACS take all necessary steps to ensure the welfare of their child SF and any other future children of this relationship. Such steps are to include random drug testing. 
	On 29 July 2013 the Minister for Family and Community Services (FACS) advised as follows:

“I can assure you that the welfare of SF is also of concern to Community Services. I am advised that Community Services is assessing the safety, wellbeing and welfare of SF and has ongoing involvement with the family. I am aware that this assessment includes random drug testing of her parents Ms Coller and Mr Berthaly.

The matter is currently before the Children’s Court and I understand that SF is being cared for by a relative and that the care plan proposes that her parents enter a 12 month drug rehabilitation program before any assessment occurs of the viability of returning SF to their care.

In relation to any future children, Community Services has a policy to guide casework about responding to prenatal reports. This policy will be able to support and direct staff in assessing any future pregnancy of Ms Coller.” 

 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Warren GUNTON 


	Acting  State Coroner  

Dillon 

On 5 November 2013 

At Glebe 


	I find that Warren James Gunton died on 27 or 28 November 2012 by intentionally hanging himself in his cell at the Junee Correctional Centre, Junee NSW.
	Attorney-General & Minister for Justice
to the Managing Director, GEO Group Australia Pty Ltd.
	1) I recommend that GEO be required to follow Department of Corrective Services policy and practice in relation to the allocation of one-out or two-out cells at Junee Correctional Centre.  In particular, the formal process of reassessment of inmates should be followed before a change to a one-out cell is made.

2) I recommend that the Department of Corrective Services review GEO practice in relation to allocation of one-out and two-out cells at Junee Correctional Centre.

3) I recommend that the Department of Corrective Services and GEO review the investigation report of Senior Assistant Superintendent Andrew Sneddon dated 18 February 2013 and implement his recommendations or take action as appropriate in respect of them.

4) I recommend that GEO and the Superintendent of the Junee Correctional Centre consider implementing a policy that, if during nightly security checks an inmate is observed to be sitting or lying beside cell door vent, or in proximity to any other potential hanging points in his cell, the officer(s) check to ensure that the prisoner has not hanged himself.
5) I recommend that GEO follow Department of Corrective Services policy and practice in relation to the allocation of one-out or two-out cells at Junee Correctional Centre.  In particular, the formal process of reassessment of inmates should be followed before a change to a one-out cell is made.
6) I recommend that the Department of Corrective Services and GEO review the investigation report of Senior Assistant Superintendent Andrew Sneddon dated 18 February 2013 and implement his recommendations or take action as appropriate in respect of them.


	Recommendation 1 – Supported – Completed
Junee Correctional Centre management follow the CSNSW policy and practice in relation to the allocation of one-out and two-out cells. Junee Correctional Centre management have confirmed in writing that the formal process of reassessment of inmates is followed before a change to one-out cell is made.
Recommendation 2 – Supported – Completed

It is mandatory that GEO follows CSNSW policy in regards to the allocation of inmate cell accommodation. The CSNSW Monitor at Junee Correctional Centre will ensure that this is adhered to and that changes to Junee Correctional Centre’s local operating procedures are appropriate. The CSNSW Monitor will ensure compliance by Junee Correctional Centre through ongoing review and reporting.
Recommendation 3 – Supported – Completed

A review of the policies was conducted to ensure that all relevant physical evidence was preserved for inmate deaths in NSW correctional facilities. On 22 January 2011, the CSNSW Operations Procedures Manual policy document on serious incident reporting and crime scene management were updated. Furthermore, (then) Deputy Commissioner’s (Offender Management & Operations) Memorandum 2011/68 & COPM 2011/30 were promulgated on 21 July 2011 to give further effect to the Coroner’s recommendation (Operations Procedures Manual, Section 13.8. “Crime Scene Management Policy”.)
Recommendation 4 – Supported – Completed

The GEO Group Australia Pty Ltd (‘GEO’) the operators of the Junee Correctional Centre has implemented a Policy to ensure, during nightly security checks, if an inmate is observed to be sitting or lying beside a cell door vent, or in proximity to any other potential hanging points in the cell, the officer(s) conducting the checks will obtain an appropriate response from the inmate.
Recommendation 5 – Supported – Completed

Junee Correctional Centre management follows the CSNSW policy and practice in relation to the allocation of one-out and two-out cells in Junee CC. Junee Correctional Centre management also confirms that the formal process of reassessment of inmates is followed before a change to one-out cell is made.
Recommendation 6 – Supported – Completed

A review of the policies was conducted to ensure that all relevant physical evidence was preserved for inmate deaths in NSW correctional facilities. On 22 January 2011, the CSNSW Operations Procedures Manual policy document on serious incident reporting and crime scene management were updated. Furthermore, (then) Deputy Commissioner’s (Offender Management & Operations) Memorandum 2011/68 & COPM 2011/30 were promulgated on 21 July 2011 to give further effect to the Coroner’s recommendation (Operations Procedures Manual, Section 13.8. “Crime Scene Management Policy”.)

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Kathleen Karina HARRIS-CHAVARRIA  


	Magistrate Lee 

On 20 August 2013 


	That Kathleen Karina Harris-Chavarria disappeared, and on balance of probabilities, died on or sometime after, 31 May 1999.  The available evidence does not permit me to make any findings as to the location, cause or manner of her death.
	NSW Commissioner of Police 
	That the death of Kathleen Karina Harris-Chavarria be referred to the NSW Police Homicide Unit Unsolved Homicide Squad for further investigation in accordance with police procedures and protocols. 
	On 28 October 2013 the Commissioner of Police Mr AP Scipione APM advised that the matter has been referred to the Unsolved Homicide Squad at the State Crime Command for attention. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	HOWELL Rose Rain


	Deputy State Coroner  McMahon

On 27 June 2013

At Glebe 


	Rose Rain Howell (born 20 April 1984) died on or about 11 April 2003 in the Bellingen / Coffs Harbour area of the State of New South Wales. As to the cause and manner of her death the evidence available does not enable me to make a finding.
	Commissioner of Police 
	That the Investigation into Rose Rain Howell be referred to the Unsolved Homicide Unit of the NSW Police Force for further investigation in accordance with the protocols and procedures of that Unit. 
	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. 

The recommendation is now COMPLETED.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘WG’


	Deputy State Coroner  Dillon

On 5 November 2013

At Wagga Wagga 


	That WG died on 27 or 28 November 2012 by intentionally hanging himself in his cell at the Junee Correctional Centre, Junee NSW.
	Attorney General and Minister for Justice 
	1. I recommend that GEO be required to follow Department of Corrective Services policy and practice in relation to the allocation of one-out or two –out cells at Junee Correctional Centre. In particular, the formal process of reassessment of inmates should be followed before a change to a one out cell is made. 

2. I recommend that the Department of Corrective Services review GEO practice in relation to allocation of one-out and two-out cells at Junee Correctional Centre. 

3. I recommend that the Department of Corrective Services and GEO review the investigation report of Senior Assistant Superintendent Andrew Sneddon dated 18 February 2013 and implement his recommendations or take action as appropriate in respect of them. 

  
	Recommendation 1

Junee Correctional Centre Management follow the CSNSW policy and practice in relation to the allocation of one-out and two-out cells. 
Junee Correctional Centre management have confirmed in writing that the formal process of reassessment of inmates is followed before a change to one-out cell is made. 

Recommendation 2
It is mandatory that GEO follow CSNSW policy in regards to the allocation of inmate cell accommodation. 

The CSNSW Monitor at Junee Correctional Centre will ensure that this is adhered to and that changes to Junee Correctional Centre’s local operating procedures are appropriate.

The CSNSW Monitor will ensure compliance by Junee Correctional Centre through ongoing review and reporting.  

Recommendation 3
Junee Correctional Centre Management has identified that the administrative differences in WG’s historical housing records in OIMS and in Junee Correctional Centre’s computerised management system (known as Inmate Trust Account System – ITAS) arose as the result of human error.

To minimise future recurrence, Centre Management now requires Correctional Supervisors (including those acting in the role) to undertake refresher training and also have access to both OIMS and ITAS. 

This will be subject to monitoring by the CSNSW Monitor. – with ongoing review and reporting by the Monitor to ensure compliance by Junee Correctional Centre. 

	
	
	
	The Managing Director, GEO Group Australia Pty Ltd 
	1. I recommend that GEO and the Superintendent of the Junee Correctional Centre consider implementing a policy that, if during nightly security checks, and inmate is observed to be sitting or lying beside cell door vent or in proximity to any other potential hanging points in his cell, the officer(s) check to ensure that the prisoner has not hanged himself. 

2. I recommend that GEO follow the Department of Corrective Services policy and practice in relation to the allocation of one-out or two-out cells at Junee Correctional Centre. In particular, the formal process of reassessment  of inmates should be followed before a change to a one-out cell is made. 
3. I recommend that the Department of Corrective Services and GEO review the investigation report of Senior Asst Superintendent Sneddon dated 18 February 2013 and implement his recommendations or take action in respect of them as appropriate. 


	Recommendation 1
The geo Group Australia Pty Ltd (GEO) as operators of the Junee Correctional Centre has implemented a Policy to ensure during nightly security checks, if an inmate is observed to be sitting or lying beside a cell door vent, or in proximity to any other potential hanging points in the cell, the officer(s) conducting the checks will attempt to elicit an appropriate response from the inmate. 


Recommendation 2
Junee Correctional Centre Management follows the CSNSW policy and practice in relation to the allocation of one-out and two-out cells in Junee Correctional Centre.

The Centre Management also confirms that the formal process of reassessment of inmates is followed before a change to one-out cell is made.

Recommendation 3

Junee Correctional Centre Management has identified that the administrative differences in WG’s historical housing records in OIMS and in Junee Correctional Centre’s computerised management system (known as Inmate Trust Account System – ITAS) arose as the result of human error.

To minimise future recurrence, Centre Management now requires Correctional Supervisors (including those acting in the role) to undertake refresher training and also have access to both OIMS and ITAS. 

This will be subject to monitoring by the CSNSW Monitor. – with ongoing review and reporting by the Monitor to ensure compliance by Junee Correctional Centre.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	LE MARSENY 

Adam 


	State Coroner Jerram 

At Glebe 

On 14 February 2013
	That Adam Le Marseny died on 28 May 2011 at Surry Hills Court Cell Complex whilst affected by methadone and multiple benzodiazepines.  
	Commissioner of Police 

Commissioner of Corrective Services
	1) That the Commissioner of Police give consideration to ensuring that all police officers undertaking the role of Custody Manager and/ or Custody assistance be trained in the identification of risks to the health of persons in custody who have consumed alcohol, prescription drugs or prohibited drugs. 

2) That information as to the services available from and the contact details of the Clinical Forensic Unit of the NSW Police Force be displayed prominently in the custody reception area of all police stations. 

3) Any faults noted by correctional officers in

electronic security equipment in a correctional

centre are to be immediately reported in writing to

the officer in charge of that centre
4) That all correctional officers responsible for the

reception into custody of prisoners at Surry Hills

Court Cells Complex located at the Sydney Police

Centre should have access to all alerts (including

those entered by officers of Justice Health &

Forensic Mental Health Network) and be required

to check those alerts upon receipt of a person into

custody
5) That when a death in custody occurs at Surry Hills Court Cells Complex the officer in charge of that centre should be responsible to ensure that:
(a) all CCTV or other video footage in which the deceased person appears in the 48 hours prior to their death is immediately retained, secured and made available to the investigating police
(b) all records available from electronic security equipment such as cell call records and guard tour records relating to the deceased custody for the 48 hours prior to the death is immediately retained, secured and made available to investigating police.
6) That CSNSW consider requesting from Justice

Health & Forensic Mental Health Network a 6-

month trial of a 24-hour presence at Surry Hills

Court Cells Complex, at least on a Friday and

Saturday night
 
	1) The NSW Police Force Safe Custody Course is directed towards sworn officers performing or intending to perform custodial duties, including those of Custody Manager and assisting Custody Managers. The course includes content on Drugs and Alcohol, Clinical Forensic Medicine and a critical analysis of a case study, currently a historical coronial matters involving a person affected by alcohol and drugs. Whilst this training is considered adequate to meet current needs, as is the case with all training and education material, it is subject to periodic review to ensure its ongoing suitability. 

2) This recommendation is not supported. The NSW Police Force Clinical Forensic Medicine Unit (CFMU) is neither structured nor staffed to provide a state-wide 24 hour service. The Forensic Services Group (FSG) of the NSW Police Force is negotiating with NSW Health on the longer term provision of clinical forensic medical services in these circumstances. 

In the interim, pending finalisation of any agreement, FSG is examining other options, such as the use of services provided by other agencies to meet some or all of the business needs of the NSW Police Force in this respect. 

3) Completed – Supported
In accordance with Sections 12.1.2 to 12.1.2.5.6 of the CSNSW Operations Procedures Manual (‘OPM’), Daily Security Reporting (‘DSR’) protocols are in place at each correctional facility to provide the General Manager with the operational status of all the designated security elements within a correctional facility in a timely and auditable fashion.  The OPM identifies individual’s DSR responsibilities to ensure that security systems are checked daily and are operating effectively within each correctional facility.  Should a fault occur, it is identified and managed in accordance with procedures stipulated within the OPM.
4) Section 6.1.3 of the CSNSW Offender Classification and Case Management Policy and Procedures Manual requires that: "Where available, OIMS should be accessed to ascertain any alert, security or care in placement information previously documented by CSNSW. Any such history should be communicated to all staff managing the inmate, including transport officers. A copy of the Inmate Profile Document should be printed and transferred with the CMR and IIO to the receiving centre." The CSNSW Offender Classification and Case Management Policy and Procedures Manual also states that: "Whilst the inmate’s confidentiality is to be respected, any alerts, especially any concerns about risk of self harm, must be communicated to all staff at the court cell complex and transport officers prior to escort".  OIMS access is available to officers responsible for the reception into custody of inmates at Surry Hills Court Cells Complex. The new OIMS Alerts and Non-Association system deployed on 09 February 2014 by CSNSW has improved the management of historical alerts carried forward from previous inmate bookings— including medical/health alerts from Justice Health & Forensic Mental Health Network.
5) The time parameter (’48 hours prior to death’) is considered restrictive as precursor events relevant to the critical incident may have occurred outside of the 48 hours prior to the inmate’s death. On this basis, the time parameters of the coronial recommendation should be reworded to state that ‘any available CCTV, video footage or electronic security records relevant to the death is retained and secured for investigating police'. The requirements of the coronial recommendation are incorporated within the CSNSW Operations Procedures Manual (including Section 13.8.4.1 Saving and securing evidence of recent interactions with the deceased inmate, and Section 13.9.6, Video recordings – closed circuit television).
6) Justice Health & Forensic Mental Health Network (‘Justice Health’) has a duty of care to ensure the provision of, or the facilitation of timely health interventions to inmates.  Current policies and procedures require that when there is no Justice Health personnel on duty at Surry Hills Court Cell Complex, the Justice Health After Hours Nurse Manager can be telephoned for advice and guidance regarding inmate health issues.  This service is available 24 hours per day. If CSNSW staff have any concerns regarding an inmate’s health, the most senior officer on duty may contact the After Hours Nurse Manager. The Justice Health after Hours Nurse Manager must be contacted for advice on whether the “on call” nurse (if available) should return to the facility to see the inmate when there are no nursing staff on duty. If there are no Justice Health staff on duty and it is a medical emergency, CSNSW staff are instructed to dial “000” for an ambulance then notify the Justice Health After Hours Nurse Manager.


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Mohammed MENZEL  


	Deputy State Coroner Dillon 

On 14 May   2013 

At Glebe 


	That Mohammed Menzel died on 4 November 2011 on railway tracks at Sydney Central Station due to a large incised wound deliberately self-inflicted with the intention of taking his own life. 
	Commissioner of Police 
	I recommend that the August 2012 Critical Incident Guidelines  (P50) be amended to suggest that involved officers be asked questions relating to separation of officers and other measures taken to ensure non-contamination of evidence. 


	On 20 November 2013 the Commissioner of Police Mr AP Scipione APM responded to the Attorney General:

“The recommendation was separately brought to the attention of the Minister for Police and Emergency Services…which has asked the NSW Police Force to respond on the Minister’s behalf. Consequently, the [response] reflects the position of both the NSW Police Force and the Minister for Police and Emergency Services. 

I can advise that the NSW Police Force does not accept the recommendation. 

The Critical Incident Guidelines have been produced as an instructional guide for investigators, written to provide guidance on the management of critical incident investigations.  Adopting the recommendation would be overreaching the purpose of the Guidelines”.

 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Belinda PEISLEY 


	Deputy State Coroner MacMahon  

On 11 October  2013 

At Glebe and Katoomba Local Court 


	That Belinda Shirley Peisley (born 23 August 1979) died on or about 26 September 1998 in or around Katoomba in the State of New South Wales. As to the cause and manner of her death, the evidence available does not enable me to make a finding.
	Commissioner of Police 
	That, consistent with NSWPF policy that during the first 72 hours of an investigation into a homicide or suspicious death, the Homicide Squad is the leading investigator, consideration be given to the amendment of the NSWPF ‘Missing Persons – Standard Operating Procedures’ so as to require that where the risk assessment undertaken identifies that there is a high, or very high risk that the missing person has been the victim of a homicide or otherwise suspicious death, the Homicide Squad is to be immediately advised of the circumstances of the disappearance. 

That the investigation of the death of Belinda Peisley be referred to the Unsolved Homicide Unit of the NSW Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit. 
	On 21 May 2014 the Commissioner of Police provided an undertaking to amend the Missing Persons Standard Operating Procedures in accordance with the recommendation. A review of relevant sections of the Police Handbook is also being completed and any consequential amendments will be identified and progressed.

To complement these amendments, the missing persons risk assessment tool has been enhanced to ensure it delivers an evidenced based assessment; and notifications made to the Homicide Squad are now reviewed on an ongoing basis by both the Homicide Squad and the Missing Persons Unit.

The Missing Persons Standard Operating Procedures have been amended accordingly.

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



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	PRINGLE, Ryan Neil


	Deputy State Coroner 

Dillon

On 28 November 2013

At Parramatta
	Ryan Neil Pringle died on 15 April 2012 at the property known as “The School of Happiness” Bilirimba Road, Rocky Creek, N.S.W. due to a gunshot wound received in the course of police operation from an Officer acting in the course of his duty.


	Commissioner of Police  
	I recommend that Sergeants Carter Knyvett and Karen Peasley be nominated for appropriate bravery awards.
	On 21 May 2014 the Commissioner of Police Mr AP Scipione APM advised the process of recognising the bravery of Sergeant Knyvett and Sergeant Peasley has commenced with a determination to follow.
Sergeants Knyvett and Peaseley were both awarded Commissioner’s Valour Award.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	 SF


	Deputy State Coroner 

Freund

28 February 2013

At Glebe 


	I find that SF died in 2012 from multiple

injuries sustained as a result of deliberately driving the motor vehicle he was driving into a tree on Possum Brush Road between Tritton Road and the Pacific Highway, Taree.


	Commissioner of Police 
	That the relevant protocols, policies and training be reviewed so as to include a direction to police officers that where:

· A police officer becomes

aware that a person has attempted self harm; or

· A police officer conduct

a ‘concern for welfare’ check in relation to a threat of self harm by a person;

A warning is required to be placed on the COPS system. 
	On 24 July 2013 the Commissioner of Police, AP Scipione APM, advised:

“Firstly, I note that the Deputy State Coroner expressed her satisfaction that police conduct was appropriate, in the circumstances.

Secondly, the Coroner appears to use the terms self harm and suicide somewhat interchangeably. Generally speaking, these behaviours differ significantly in terms of their nature and intent. As such, the following submission necessarily distinguishes

between the behaviours and considers the Coroner's recommendation with that distinction in mind.

Police treat every instance of self harm seriously and where appropriate, warnings are recorded on the Computerised Operational Policing System (COPS). Warnings are

entered on COPS to convey information critical to the preservation of personal and public safety and it is most important that their content is accurate, comprehensive and timely. However, every instance of self harm must be assessed and treated within

the context of the circumstances in which it has occurred.

Warnings differ from information reports, which are a means of providing information of interest that would assist the collection of intelligence and future policing  responses. Each incident report is assigned an incident type from a fixed list of options and sub-options, for example, 'Suicide/Self Harm'/'Inflict Self Harm'. The

main section of the report is the narrative, although the incident type categories allow for fast identification.

The NSW Police Force does not believe that a direction to all officers regarding warnings in this context is beneficial and nor does it assist police intervention. In some circumstances, issuing such a direction may in practice be detrimental to the person to whom the warning relates and could unfavourably impact any future emergency police response by triggering action disproportionate to the actual risk.

It is also noted, that previous attempts at self harm and/or suicide can be identified by incident type, or by the content of narratives, without the need for a warning. This is, of course, dependent upon whether police were advised of previous attempts of self

harm or suicide, or if they had responded directly to any previous attempt. As stated above, every instance of self harm must be assessed and treated within the context of the circumstances in which it has occurred. Similarly, the decision whether or not to

create a 'warning' for each incident will necessarily depend on a variety of factors, including the number of existing warnings and/or information reports.

In turning to the second recommendation, 'concern for welfare' checks are generally undertaken by police in response to reports from members of the community concerned for another person's well being. Where the subject of the report is considered at risk, a COPS Event Report is created by the attending officers.

Whilst police will always respond, where appropriate, to such reports, by checking on the welfare of the person concerned, anecdotally a number of these reports have been found to be invalid, and in some eases vexatious. Consistent with our position on self harm, the NSW Police Force believes that a mandatory requirement to place warnings on COPS for all 'welfare cheeks' is not appropriate.

More broadly, the NSW Police Force Mental Health Intervention Team provides specialised mental health training to police which includes material on risk assessment, communication strategies and crisis intervention and de-escalation techniques.”


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	SCOTT LEONARD MENRATH, 

MONIQUE PETA

FRASER,

DANIEL FRASER


	Courthouse, Scone NSW

7 August 2013

Deputy State Coroner
MacMahon

	Scott Leonard Menrath (born June 1969) died on 14 September 2008

at "Head of the Peel" Morrisons Gap Road Nundle in the State of New

South Wales. The cause of his death was multiple injuries that he

sustained when the aircraft of which he was the pilot impacted with

the ground after colliding with the forest canopy whilst travelling

towards Scone airport in poor weather.

I find that Monique Peta Fraser, born 9 August 1970 died on

14 September 2008 on the property "Head of the Peel",

Morrison’s Gap Road, Nundle in the state of New South

Wales. The cause of her death was multiple injuries which she sustained when the aircraft in which she was a Passenger collided with forest canopy while travelling

 towards Scone airport in poor weather.

I find that Daniel Fraser, born 9 January 2000 died of multiple injuries on 14 September 2008 on the property "Head of the Peel", Morrison’s Gap Road, Nundle, in the State of

New South Wales. The cause of his death was multiple

injuries which he sustained when the aircraft in which he

was a passenger collided with forest canopy whilst

travelling towards Scone airport in poor weather.


	Commissioner of Police  
	That negotiations be entered into with organisations involved in

Search and rescue operations so as to develop a protocol requiring

That photographic and other media items obtained during search and

Rescue operations are not released to the general media unless and

Until consent is obtained from the new police officer in charge of the

Operation or other designated new police officer.


	The Commissioner of Police responded on 12 June 2015 as follows: 
The current State Rescue Policy addresses the “Taking of Photographic Images at and from a Rescue Incident” and provides clear guidelines when referring to photographic images. The NSW Police Force intends to reinforce this policy in the following ways:

A communication will be sent to all NSWPF Rescue Units concerning the Deputy Coroner’s recommendation.

A brief or communication will be sent through the State Rescue Board as the appropriate vessel to communicate the Deputy Coroner’s recommendation. 

Pending State Rescue Board advice, a directive memorandum will be disseminated to all relevant agencies. The memorandum will reinforce the relevant sections of the State Rescue Policy and NSWPF Media Policy.

A meeting will be convened between air operators involved in Search and Rescue activities (both State Government and NGOs). The meeting, anticipated to occur within 3-6 months, will address operational responses to SAR activities. The meeting will also include appropriate reinforcement of the relevant policies. It is important to note that this action should be no means replace the necessity for reinforcement of the relevant policies by the SEOCON who has the overall responsibility for Emergency Management across the State of NSW.

The Deputy Coroner’s recommendation will be tabled by the NSWPF Emergency Management Unit at a SERM Act Review Working Group meeting on Thursday, 9 April 2015, with a request that it be considered as part of the wider State Rescue Policy Review, which will occur at the conclusion of the SERM Act review.

Additionally, an amendment will be made to the State Rescue Policy under the Statements to the Media and Public (1.51) section to include “after appropriate consultation with the Officer in Charge of the Operation/ Incident NSWPF or a suitable representative of the NSWPF Public Affairs Branch.”



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Eve SCHWARTZ 

Magda 

WALES 


	State Coroner 

Jerram

On 9 August 2013

At Glebe 
	That Eve Veronica Schwartz died at 1/47 Wolseley Road Point Piper NSW sometime between 20 August and 21 August 2005 but the evidence does not allow findings to be made on the cause and manner of her death. 

That Magda Walers died at 5A/153 Bayswater Road Rushcutters Bay NSW  on or about 16 September 2005 but the evidence does not allow findings to be made on the cause and manner of her death.
	Minister for Health 
	1) That consideration be given to imposing a prohibition on a medical

practitioner certifying the death of a close relative, subject to a limited

exception in relation to remote areas.

2) That there be a review of the efficacy of the Public Health (Disposal of Bodies) Regulation 2002 and in particular that consideration be given to a prohibition on a medical practitioner completing an attending

practitioner's cremation certificate for a close relative, currently provided for in cl. 38.
	Preparation of response is underway, acknowledgement letter sent 11 September 2013.

	
	
	
	Chairman of the Medical Council of NSW 
	That the question of whether there was professional misconduct by Dr Jerry Schwartz in writing the death certificates of Eve Schwartz and also of Magda Wales should be considered by the Board.
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Cooper SCIFLEET


	Deputy 

State Coroner 

MacMahon

On 30 October 2013

At Glebe and Cootamundra
	That Cooper Scifleet (born 1 September 2009) died on 9 October 2009 at the Children’s Hospital at Westmead in the State of New South Wales. The cause of his death was head injury that occurred when a person or persons unknown shook him forcefully on or about 3 October 2009.
	Attorney General 
	That the attention of the Attorney General be drawn to the findings and recommendations of the Law Commission in its report Children: Their Non – Accidental Death or Serious Injury (Criminal Trials) dated 6 August 2003 and that consistent with the findings and recommendations of that report consideration be given to the enactment of a new criminal offence in New South Wales similar to that of Causing or allowing the death of a child or vulnerable adult as was created by Section 5 of the Domestic Violence, Crime and Victims Act 2004 (UK).
	On 7 July 2014 the Attorney General the Hon B Hazzard MP responded as follows: 
“The UK offence applies where members of a household fail to take reasonable steps to protect children or vulnerable adults from any foreseeable significant risk of serious physical harm from another household member.  Similar offences have been introduced in South Australia and New Zealand. 

The UK offence was introduced to address cases where it is difficult for the prosecution to establish which adult member of a household was responsible for harm caused to a child.  In the Scifleet inquest, the evidence did not establish the identity of any known person who might have committed a serious indictable offence. However, Deputy State Coroner MacMahon was satisfied on the balance of probabilities that at a time he was under the care of his parents, Cooper Scifleet was shaken with such force that he suffered significant injuries which led to his death.

Reports on cases prosecuted in the UK suggest that the UK offence is not being used as intended.  Rather, it is being used to prosecute household members other than the principal offender who, it is alleged, should have been aware of the offender’s conduct and intervened to protect the victim. The Department Of Justice will seek further information about the experience in South Australia and New Zealand to assist in determining whether a similar offence should be enacted in New South Wales.”

	
	
	
	Minister for Family and Community Services  
	That the attention of the Minister for Family and Community Services be drawn to these findings and the reasons therefore and that such action as is considered necessary to be taken to ensure the continued health, safety and welfare of the siblings of Cooper Scifleet. 
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	STEPHENSON 

Patricia 


	Deputy State Coroner  Beattie 

On 14

November

2013

At Wollongong 


	That Patricia Stephenson died on 29 May 2008 at Wollongong Hospital, Crown Street, Wollongong from cardiac arrest with subsequent hypoxia in the context of underlying sepsis of unknown origin. 
	Ageing Disability and Home Care, Department of Family and Community Services  
	That staff at the Gladstone Street, Belambi group home be trained on an ongoing basis to enable them to provide adequate background information for medical professional treating clients by ensuring that the Professional Services Report contains a complete picture of the physical and cognitive changes in a client over the preceding seven days. 
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	SROUGI 

Bassam (John)


	Deputy State Coroner  Freund  

On 24 October

2013

At Glebe 


	That Bassam ‘John’ Srougi died on 11 April 2012 at Nepean Hospital Penrith from natural causes namely, atherosclerotic cardiovascular disease.
	Commissioner of Police  
	That the current education and training programs for Police in relation to first aid and CPR be reviewed and amended, in light of the current accepted industry standard, and to that end, the appropriate persons within the NSW Police Force consult with the Australian Resuscitation Council with respect to improving and updating the training of all police officers with respect to the provision of CPR.  
	On 23 January 2014 the Commissioner of Police advised that the NSW Police Force has reviewed relevant material against the most recent Australian Resuscitation Council (ARC) guidelines and consulted with the NSW Branch of the ARC on best practice and accepted industry standards. It is envisaged the updated training for all police officers will be implemented in the 2014/15 Operational Safety and Skills Mandatory Training Directive.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Anthony 

Van Rysewyk

	Deputy State Coroner  Freund

On 17 July  2013

At Glebe
	That Anthony Van Rysewyk died on 8 May 2011 at Junee Correctional Centre as a result of Heroin Toxicity. 


	Commissioner of Corrective Services 
	1) To review and audit the current training received by Correctional Officers for identifying the signs and symptoms of intoxication of inmates, including intoxication caused by inmates engaging in illicit drug use.

2) To consider increasing the number of Drug Detection Dog Units at the Junee Correctional Centre to enable a more proactive approach to the screening of visitors attending the Junee Correctional Centre, to ensure that inmates leaving the C-Unit visits area after receiving a visit are screened and to enable regular patrols by the Drug Dog Detection Unit of the C-Unit visits area during and following visiting hours. 

3) To review the number and placement of CCTV cameras in the C-Unit visits area with the view to deterring the introduction of contraband into the Centre and to increasing the detection of contraband passing between visitors and inmates. 


	Recommendation 1 – Completed 
The following actions have taken place to address the issue: 

· The signs and symptoms of intoxication of inmates are covered in the custodial primary training course for CSNSW correctional officers. The custodial training program was reviewed and custodial training amended to ensure:

· the material covered in the Offender Management & Policy session in the correctional officers’ primary training program is standard course material; and

· course material on identifying intoxication and illicit drug use in the on-line Incident Management refresher course.

· The GEO Group Australia Pty Ltd (‘GEO’), the private operators of the Junee Correctional Centre, conducted a review of their Correctional Officer Training Program and subsequently incorporated additional material providing their staff with information related to identifying signs of intoxication.  
Recommendation 2 – Completed 
The following actions have taken place to address the issue: 

· Visitors to the Junee Correctional Centre are screened by a Passive Alert Drug Detection (PADD) dog prior to entry; they are also screened via walk-through and hand-held metal detectors and visitor property is passed through an x-ray machine for examination.
· It is standard practice in both CSNSW and privately operated correctional centres that PADD dogs are deployed to detect prohibited substances prior to a visitor entering a correctional centre.
· All inmates are stripped searched upon entering and exiting the visiting area in both the main and minimum security visits area.  No inmates other than those with a booked visit (and visitor) are permitted in either area.

· GEO submitted an action plan to CSNSW which strengthens their drug interdiction strategies and subsequently implemented the following actions: 

· Additional staff deployed within the minimum security visits section on Saturdays and Sundays

· Increased presence of drug dog detector coverage within the minimum security visits section 

· Completion of assessment and confirmation that both drug detector dogs are competent. 

· Purchased ION scanner technology to supplement drug dog detection in the Junee Correctional Centre.
Recommendation 3 – Completed 
The following actions have taken place to address the issues:

· A comprehensive Security Risk Assessment undertaken by two qualified and senior personnel from CSNSW was completed; to determine the level of ongoing risk minimum security inmates posed to the security of the centre.

· Mitigating strategies implemented to strengthen drug interdiction at this location included: additional staff deployed for duty within the visits section and the increase of drug detector dog numbers and use at the centre. 

· It is also considered that the increase in staff and drug detection dog numbers, and there visual presence and increase in drug interdiction operations at the centre is a greater deterrent to a person's attempt to introduce contraband (such as illicit substances) into a correctional centre than Closed Circuit Television (CCTV) coverage.

· In January 2014 the ION scanning technology was introduced at the centre which also assists in the interdiction of illicit substances into the centre.

· These latest enhancements have allowed contraband to be detected and intercepted at the Gate house of the centre and these procedural improvements have assisted in maintaining security and good order within the centre.

· As a result of these risk mitigation strategies, the installation of CCTV cameras and monitors in the Junee Correctional Centre C1 Visits area was not recommended.
· It is noted that the Junee Correctional Centre, C-Unit accommodates ‘C’ classification (minimum security) inmates who are not required to be enclosed by a physical barrier or supervised by an officer at all times pursuant to the Crimes (Administration of Sentences) Act 1999.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ariel VEGA 


	Deputy State Coroner  Beattie  

On 12 November 2013

At Wollongong 


	That Ariel Vega died between 6.37 pm on 8 August 2011 and 11.00 am on 9 August 2011 from a high cervical fracture as a result of trauma to his neck when he fell into a concrete cavity within a plant room off the level 3 atrium at Wollongong Hospital Crown Street, Wollongong NSW.
	Illawarra Shoalhaven Local Health District 
	That a modified Admission and Discharge Risk Assessment (ADRA) be developed for implementation with all patients in the pre-admission clinic by a nurse trained in its use. 

In the event that the modified ADRA form is not available at pre-admission stage, that a screening test for signs of cognitive impairment, such as the Abbreviated Mental Test Score be administered to all patients aged 70 years or more. 

That any identified real risks of delirium or cognitive impairment, or prior clinically identifiable and significant events of delirium be flagged as alerts on a patient’s record.

That the Missing Patient Search Protocol be amended at the first dot point on page two by adding the words ‘and including locked areas and restricted areas’ after ‘atriums, fire cupboards, offices, fire escapes.’  


	Awaited.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	WALKER 

Rhys


	Deputy State Coroner  MacMahon 

On 13 June 2013

At Glebe 


	That Rhys Walker (born 27 October 1993) died on 5 September 2011 at the corner of Old Bathurst Road and Great Western Highway Emu Plains in the State of New South Wales. The cause of his death was the multiple injuries that he received when he was struck by a truck while crossing Old Bathurst Road. The manner of death was misadventure. 
	General Manager, 

Roads and Maritime Services 
	Noting the circumstances of the death of Rhys Walker, that the RMS review the traffic control arrangements at the intersection of Old Bathurst Road and the Great Western Highway Emu Plains, to determine whether, in the interests of pedestrian safety:

1) the traffic control pole on the western side of Old Bathurst Road Emu Plains ought be moved closer to the point at which pedestrians enter the roadway when crossing that road; and 

2) the time allowed for pedestrians to cross Old Bathurst Road should be increased from the current ten seconds. 
	Awaited,

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	YANG

 Xiu Yu


	Deputy State Coroner 

Dillon

On 14 June 2013

At Glebe
	That Ms Yang died on 22 April 2010 at the Concord Hospital as a result of hypoxic brain injury suffered by her on 19 April 2010 in the Aged Care Rehabilitation ward of the Hospital when she hanged herself in a bathroom while a patient at the Hospital.
	Minister for Health and

Sydney Local Health District 
	That Concord Hospital consider the feasibility of engaging with community groups from Non English speaking communities to provide support to geriatric non–English speaking patients at the Hospital. 
	Preparation of response is underway.

	FUTURE – Next response
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