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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES - DECEMBER 2011 – JUNE 2012
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report 

	‘Mr A’
	JENKINSON LJ

	BESHAY RR
	JOHNSON G

	BRIDGE D M AND J; CAROLAN D
	KIMBER MPF

	BOURKE RL
	McDONALD V

	COSTIN N  AND O’DONOGHUE S
	MOORE M

	‘DB’
	MURPHY B A

	DONNELLEY J 
	PARSONS M

	ELLIOT J 
	PEARCE N

	GHELANI D
	PULVER D

	GOSS MA
	RODDA M

	GRAINGER H 
	SMITH N and MUNNERLEY S


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘Mr A’ 

Non publication order made pursuant to section 75 (5) of the Coroner’s Act. 2009
	Magistrate P.A MacMahon 

Deputy State Coroner
On 27 March 2012

At Glebe 


	That Mr A died on or about 30 June 2010 at the Parklea Correctional Centre Parklea in the State of NSW. The cause of his death was asphyxia due to hanging that occurred as a consequence of actions taken by him with the intention of ending his life. 
	Commissioner of Police  

Commissioner of Corrective Services 
	That a protocol be developed to ensure that when a prisoner is taken into custody by Corrective Services, a copy of the Police Statement of Facts associated with the relevant police charges is provided to Corrective Services so that the information provided therein might be considered when the prisoner’s risk of self harm or suicide is assessed.
	Completed - Supported

Primary responsibility in implementing the coronial recommendation falls with the NSW Police Force. 

On this basis, CSNSW sought the advice of the NSW Police Commissioner prior to CSNSW responding to the coronial recommendation. A formal response has been submitted by the NSW Police Commissioner to the NSW Attorney General, which has been considered by CSNSW. In part, the NSW Police Commissioner advises that: “[I]n most instances, CSNSW is provided with a copy of the police Statement of Facts when a person is transferred from NSW Police Force to CSNSW custody.  However, in instances where sensitive material is included in the police Statement of Facts, police may elect not to provide a copy of it to CSNSW.” The NSW Police Commissioner further advises that the police Statement of Facts sheet outlines elements of the offence(s) for Police Prosecutors to present at court and would not necessarily provide an insight into a person’s risk of self-harm or mental state. It is important to recognise that information sharing with CSNSW already occurs through the NSW Police Force Custody Management System. As the NSW Police Commissioner states, police currently undertake an assessment of any person arrested and taken into police custody.  This information includes recordings of medical and health conditions and forms part of the Custody Management Record, which is provided to CSNSW upon transfer of people in custody. The NSW Police Commissioner concludes by stating that the current practices are appropriate and already address the recommendation made by the Deputy State Coroner in this matter. CSNSW has noted the formal advice from the NSW Police Commissioner to the NSW Attorney General. In most cases where it is available, CSNSW is provided with a copy of the police Statement of Facts when a person is transferred from NSW Police Force to CSNSW custody.  As mentioned earlier, information sharing already occurs through the NSW Police Force Custody Management System and the current practices are considered appropriate and appear to address the recommendation made by the Deputy State Coroner.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ramon 

Riyad BESHAY


	Deputy State Coroner MacMahon

On 24 February 2012 

At Glebe 


	That Ramon Beshay died on 18 May 2009 at Birrong NSW from multiple stab wounds to the trunk, inflicted on him by a person or persons unknown.   
	Commissioner of Police  
	That the investigation of the death of Ramond Riyard Beshay be referred to the Unsolved Homicide Unit of the NSW Police Force for further investigation in accordance with protocols and procedures of that Unit.  
	The Commissioner of Police Mr AP Scipione APM advised on 31 May 2012 as follows:

“The matter has now been referred to the Unsolved Homicide Team at the State Crime Command for attention”.

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Makeely Bridge, Jordan Bridge, David Bridge, David Carolan 


	Deputy State Coroner Forbes

At Batemans Bay 

On 17 November 2011 
	That Makeely Bridge died on 28 December 2009 on Princes Highway at East Lynne the cause being consistent with burning she sustained in a motor vehicle collision:

That Jordan Bridge died on 28 December 2009 on Princes Highway at East Lynne the cause being consistent with burning she sustained in a motor vehicle collision;

That David Bridge died on 3 January 2010 at Royal North Shore Hospital St Leonards, as a result of multi organ failure with multiple injuries he sustained in a motor vehicle collision;

That David Carolan died on 28 December 2009 on the Princes Highway at East Lynne NSW from the consequences of heat exposure he sustained in a motor vehicle collision. 
	Minister for Roads and Ports NSW
	That Roads and Maritime Services (RMS) undertake a review of the signage and speed limits for heavy vehicles for the Princes Highway between Termeil and Batemans Bay having regards to the circumstances of this collision. 

I recommend that the review include an investigation as to the feasibility of making advisory speed limits mandatory for heavy vehicles. 
	On 17 May 2012, the Hon D Gay MLC, Minister for Roads and Ports advised the Attorney General as follows:

“ One of the five recommendations made by the Coroner was addressed to the Minister Roads and Ports.

The second part of the recommendation pertaining to the feasibility of making advisory speed limits mandatory for heavy vehicles was referred by Roads and Maritime Services (RMS) to Transport for NSW and that Agency will respond to you on the actions taken in relation to that part of the recommendation. 

In relation to the first part of the recommendation, I am advised that RMS Southern Region reviewed the signage and speed limits for heavy vehicles along the Princes Highway between Termeil and Batemans Bay having regard to the circumstances of this collision. 

The review consisted of a number of factors including: crash history, road geometry, road environment, road usage, adjacent developments, traffic mix, traffic volumes and the number of access points.  The section of road was reviewed in accordance with relevant Australian Standards and NSW speed zone guidelines, published in 2004, The findings of the review are as follows:

The section of the Road reviewed is 30 km in length, with varied horizontal and vertical alignment.  The horizontal alignment is generally of a high standard with significant length of straights throughout the section.  There are some curves signposted at 75km and 85km respectively.  These curves are appropriately delineated and signposted in accordance with Australian Standards. The vertical alignment consists of generally flat to rolling grades. 

Installation of lower speed limits specifically for heavy vehicles in only implemented in circumstances where there is a significant grade over a specified length of road. There are no sections of the Road length reviewed that warrants specific heavy vehicle limits or steep grade signage. 

The existing speed limit of 100 km/h is in accordance with NSW speed zoning guidelines for roads classified as being ‘rural’ and undivided with pavement width greater than 5.6m.

I am advised that RMS’ review of the Princes Highway between Termeil and Batemans Bay having regard to the circumstances of this collision has determined that both the signage and the speed limits for heavy vehicles are appropriate an in accordance with Australian Standards and NSW speed zone guidelines respectively.”



	
	
	
	Minister for Transport NSW 
	I recommend that an amendment by made to the Dangerous Goods (Road and Rail Transport) Regulation NSW 2009 to make it mandatory that all vehicles used in the transport of dangerous goods be fitted with a stability control system. 
	Awaited

	
	
	
	Minister for the Environment and Heritage 
	I recommend that the ‘relevant authority’ responsible for the certification of person who are authorised to transport dangerous good include in the certification process a training component on the causes of rollover incidents. 
	On 28 February 2012 the Minister for the Environment the Hon Robyn Parker MP advised as follows:

“Of the five recommendations made by the Deputy State Coroner two fall within my portfolio responsibilities as the Minister for the Environment.  Recommendation 3, which was referred to me by the Minister for Transport, the Hon Gladys Berejiklian MP, relates to the Dangerous Goods (Road and Rail Transport) Regulation NSW 2009. Recommendation 4 relates to the ‘relevant authority’ responsible for the certification of persons who are authorised to transport dangerous goods. 

In accordance with Premier’s Memorandum 2009-12 Responding to Coronial Recommendations, I am writing to advise you of the action being taken to implement these recommendations.

I am advised that the recommendations have been referred to the national Competent Authorities Panel (CAP) for consideration and were listed for initial discussion at a workshop on 1 March 2012. The CAP comprises representatives from State and Territory Governments, including the NSW Environment Protection Authority (EPA) and is responsible for the consistent implementation of the  Australian Code for the Transport of Dangerous Goods by Road and Rail across all states and territories. 

With respect to Recommendation 3, the CAP will consider mandating that all vehicles transporting dangerous goods be fitted with a stability control system. Following a recommendation from the CAP, the EPA can mandate this requirement through a determination made under Part 4 of the Regulation, without the need for a Regulation amendment. 

With respect to Recommendation 4, the CAP will consider amending the national training course for obtaining a dangerous goods driver licence to incorporate a component on the causes of rollover accidents.  If this recommendation is agreed to it will then proceed with changes to the course as part of other training reforms currently being progressed.

An update on the progress of Recommendations 3 and 4 will be provided to you after the CAP makes its final recommendation.”

	FUTURE – Next response
	Other recommendations were made to the Federal Minister for Infrastructure and Transport (amendments to the Australian Dangerous Goods Code) and the Chairman of the Australian Trucking Association (concerning a training and education package for the members of the Association).

On 22 July 2012 the Hon R Parker MP advised that with respect to Recommendation 3, “the national Competent Authorities Panel (CAP) endorsed the Environmental Protection Authority (EPA) commencing consultation with industry on this proposal. The EPA is writing to stakeholders to invite comments on the recommendation and to seek details of the number of vehicles in fleets that might be affected or are already fitted with stability control, as well as information on any technical issues with the proposal.  Following approval by the CAP, the EPA should be able to mandate this requirement through a determination made under Part 4 of the Recommendation and amendment is unlikely to be required. “

In respect of Recommendation 4, “I am advised that the CAP did not agree to the inclusion of rollover awareness training in the nationally agreed dangerous goods driver licence training course. However CAP did endorse an alternative proposal to seek inclusion in some other appropriate Transport and Logistics Industry Skills Council (TLISC) training relating to the driving of heavy vehicles. The EPA is writing to the TLISC to request implementation of this alternative proposal. “




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	BOURKE Ruby Lea 


	Deputy State Coroner MacMahon

On 21 September

 2011

At Glebe 


	That Ruby Lea Bourke died on 7 January 2009 at 8 Beechworth Street Whitton in the State of New South Wales.  The cause of her death was multiple injuries that were sustained when she was attached that day by dogs ordinarily houses at the said property.
	NSW Commissioner of Police 
	That the NSW Police Force, in conjunction with officers of the Department of Local Government and other relevant bodies, develop a protocol specifying the forensic examinations that should be undertaken of dogs involved in fatal and serious dog attacks and that once such examinations have been undertaken, the subject dogs should be destroyed and then disposed of. 
	On 2 April 2012 Police Commissioner AP Scipione APM advised the Attorney General:

“The NSW Police Force has had discussions with local government authorities over the potential to introduce protocols for forensic examinations of dogs following dog attacks. In view of the wide range of circumstances in which attacks, fatal and serious, can occur and the range of actions required by the individuals first on the scene to protect and preserve life, a protocol was not considered feasible. 

Also it was not considered appropriate in ALL circumstances to require the destruction of a dog or dogs which were involved in serious attacks.  The Companion Animals Act 1998 already has a provision for local council to make application to the Local Court for an order to destroy a dog should the need arise. 

The NSW Police Force does however see potential value in providing its officers with additional information on the forensic options available to them when responding to a serious or fatal dog attack. To that end, we are examining the merit of including a section on dog attacks in the Police Handbook.  We are also exploring the merits of providing guidance to council rangers and other first responders to minimise the likelihood of their actions inadvertently compromising any subsequent forensic examination”.  

The NSW Police is seeking advice internally on the merit of including a section on dog attacks in the Police Handbook and exploring the merits of providing guidance to Council rangers and other first responders to minimise the likelihood of their actions inadvertently compromising any subsequent forensic examination.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Nick COSTIN and Shane O’DONOGHUE


	Deputy State Coroner Brydon 

On 24 April

 2012 

At Glebe 


	Mr Shane O’Donoghue died between 12.20 pm and 12.45 on 5 October 2006 in the vicinity of the Turon Lake Forest north east of Bathurst as a result of multiple injuries sustained when the Strikemaster aircraft in which he was travelling broke up in light and impacted with the ground. 

Mr Nicholas Costin died between 12.20 pm and 12.45 on 5 October 2006 in the vicinity of the Turon Lake Forest north east of Bathurst as a result of multiple injuries sustained when the Strikemaster aircraft in which he was travelling broke up in light and impacted with the ground.


	Civil Aviation Safety Authority 
(CASA)
	1. That CASA or the Australian Warbirds Association Limited (AWAL) when issuing special certificates of airworthiness for limited category aircraft make it a mandatory condition of issue that the aircraft engaged in adventure flights have approved protocols in place to monitor the departure and return of each adventure flight together with search and rescue procedures in the event of the non return of the aircraft from the adventure flight with in an appropriately considered timeframe. 

2. That AWAL amend the Flight Operations Audit Checklist contained within its current ESAM, to incorporate the auditing of base monitoring of the department and return of adventure flights together with Search and Rescue and next of kin notification protocols. 

3. The AWAL amend the Adventure Flights Guidance Material and exposition for adventure flights by limited category aircraft to incorporate the requirement of base monitoring of departure and return of adventure flights and Search and Rescue notification protocols. 

4. That CASA or its delegate on granting a special certificate of airworthiness for limited category aircraft make it a mandatory condition of the certificate that the pilot and passenger carry an Emergency Position Indicating Radio Beacon (EPIRB) during any flight.

5. That CASA consider making it mandatory for limited category aircraft with a special certificate of airworthiness that engage in adventure style operations have fitted to the aircraft an Emergency Locator Beacon.

6. That CASA investigate such legislative amendments as are necessary to withdraw all exemptions from having to have an Emergency Locator Beacon fitted to any limited category aircraft engaged in adventure style operations. 

7. That the Air Ambulance Service of NSW and the NSW Department of Health make provision for the installation of winch facilities for the CareFlight Helicopter operating in conjunction with Orange Base Hospital and / or in the Central West region of NSW.

8. In conjunction with Recommendation 7 above,  that the Air Ambulance Service of NSW and the NSW Department of Health fund and provide proper and appropriate training to those personnel based in Orange and/ or in the Central West region of NSW who are tasked to operate the helicopter winch service. 

9. That CASA refer to the Maintenance Review Board for consideration both in general and in particular amendments to Service Procedure 1137 and NDT/STR3 that in preparation for Non Destructive Testing – Eddy Current Testing, the area for such testing is to have all coatings removed.

10. That CASA on a nominated annual date initiate contact with the existing manufacturers of limited category aircraft, or in the event of the manufacturer no longer existing, the international or national association of the subject type of limited category aircraft, seeking disclosure of any information that has arisen since the last enquiry as it relates to the safe life and safe operation of the subject type or a particular aircraft within the subject type, including any variation of fatigue measurement factors. 


	CASA, as a Commonwealth Government agency, is not bound by the requirements of Premier’s Memorandum 2009-17 to report to the Attorney General of NSW in respect of its response to these recommendations.

Individuals who would like to know what action CASA will be taking in respect of the recommendations should contact CASA on 131 757 or in writing to GPO Box 2005 Canberra ACT 260.

The Minister for Health (Recommendations 7 and 8) responded to the NSW State Coroner on 21 January 2013. 

On 2 July 2012, the NSW Ministry of Health received Magistrate W Brydon’s detailed report of the inquest into the deaths of Mr O’Donoghue and Mr Costin including ten (10) recommendations made as a result of his findings. 

There were two (2) recommendations made to the then NSW Department of Health and the Air Ambulance Service of NSW which have been referred to the Ambulance Service of NSW (ASNSW) and the NSW Ministry of Health for expert advice. 

A statewide review of aeromedical (rotary wing) retrieval services is currently underway and an investigation into the tragic death of an ASNSW helicopter paramedic during a winching procedure in December 2011 is also in progress. 

Given both reviews are needed to inform future arrangements for provision of aeromedical (rotary wing) retrieval services for the Orange area, it would be appreciated if you would accept this as interim advice.

In December 2012 the Minister for Health released the NSW Government reform plan for NSW Ambulance (copy of media release attached for your information). To improve access to critical care services, a 10 year strategic plan for the provision of aeromedical (rotary wing) retrieval services for NSW has been commissioned. The resulting independent report was provided to approximately 150 stakeholders in December 2012 for their comment by 28 February 2013. 

Following consideration of comments on the report, and completion of investigations into the death of the ASNSW paramedic mentioned above, a final response will be provided to you. 

Coronial recommendations provide important opportunities to continually improve the delivery of health services. I trust that this interim response will assure you that NSW Health will address any changes needed following a thorough investigation of all aspects identified by the Coroner.  


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘DB’

Name and details suppressed under s 75 Coroner’s Act 2009

	Deputy State Coroner Forbes 

On 17 April

 2012 

At Glebe 


	That DB died in April 2009. The cause of death was ligature strangulation and the manner was suicide. 
	Minister for Health 
	1) That consideration is given to the introduction of a leave form for involuntary patients with first episode psychosis. 

2) That consideration be given to the creation and distribution of an information package for patients and their families/carers relating to first episode psychosis. 
	A letter of acknowledgement was sent to the Coroner on 2 May 2012 and the matter was referred to the Ministry of Health to coordinate a response on behalf of NSW Health. 

Magistrate Forbes’s statement that the thorough review of the evidence relating to DB’s care and treatment by two (2) independent psychiatrists determined that DB had been appropriately diagnosed, medicated and supervised and that the decision for him to be given leave was appropriate is welcomed. I have noted that the issues identified during the Inquest focussed on assessing and documenting risk and on the provision of appropriate information / education for the family. 

In preparation of this response, information has been sought from the Chief Executive, Nepean Blue Mountains Local Health District (the LHD) and from policy advisors across the Ministry of Health including the Nursing and Midwifery Office (NaMO), the Clinical Excellence Commission (CEC) and the Mental Health and Drug and Alcohol Office (MHDAO).  

The LHD has comprehensively addressed these recommendations and a copy of the action taken to date (as an Action Plan with estimated timeframes) is attached for your information. 

In addition to the action taken to address the recommendations, the LHD have also advised that a new position of Family and Carer Worker has been created and that a new staff member commenced in this position in January 2012. It is expected that the implementation of this role will improve the experience of mental health services in the LHD for both consumers and carers. 

I am aware that relevant advice was provided by the Director of the MHDAO in the Ministry of Health to the Crown Solicitor’s Office during the Inquest for Magistrate Forbes information. In their advice to me, the MHDAO has considered the recommendations made and while not supporting the recommendations as written for statewide implementation, has provided valuable, expert mental health opinion as follows. 

Recommendation 1: The leave form suggested by Magistrate Forbes is considered to be too specific in terms of mental illness and legal status. The draft NSW Health (statewide) policy Transfer of Care from Mental Health Inpatient Services (as advised to the Inquest) will set out clear standards and procedures for patients having leave from an inpatient facility to the community. The policy will detail the requirements for written and oral communications and will include discussions with family/carers (and the provision of customised information) to facilitate their understanding of the patient’s needs and their responsibilities during leave. It is a requirement that each Local Health District mental health service amends current leave protocols to ensure compliance with statewide standards. 

Through this process an LHD may develop a template for information outlining leave conditions for the family / carer that can then be tailor-made to the specific needs of the relevant patient. Stakeholder consultation for this policy included LHDs, experts in Child and Adolescent and Older People’s Mental Health, carer and consumer organisations, the Department of Ageing, Disability and Home Care, the Mental Health Tribunal and the Office of the Public Guardian. 

This draft document is progressing through the final stages of endorsement and once published, a copy will be provided to your office.

Recommendation 2: While the creation of such a specific information package is not supported, the local development and provision of information appropriate and relevant to each patient and their family or carer needs is supported and is recommended as clinical best practice in mental health services. 

Mental Health staff already utilise a range of fact sheets and leaflets for patients and their family/carers but the provision of such information is considered to be only one part of the required engagement with and support for the family of a person with a mental illness. 

The new Australian Clinical Guidelines for Early Psychosis identifies the fundamental importance of working in partnership with families of persons with early psychosis, and psychoeducation is identified as one component of this process.   

The importance of the opportunities provided by coronial recommendations for continued improvement in the delivery of health services is recognised, and I trust that the actions that have been identified will assure you that NSW Health is committed to providing best practice care and treatment for mental health patients and their carers, particularly at such critical junctures of mental health care. 


	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date, Venue and Coroner 
	Finding 
	Recommendations made to:
	Recommendations
	Response 

	Joshua DONNELLY


	5 December 2011 

Orange

Magistrate Lucas


	Magistrate Lucas found that Joshua Donnelly died on 23 June 2010 due to previously undiagnosed propensity to Long QT Syndrome incident complicated by Glomerular Nephritis which led to extreme stress upon his bodily organ systems instituted by streptococcal infection.
	Western NSW LHD and Ministry of Health
	1. GWAS implement notification of the need for all practitioners to be aware of the possibility of Long QT syndrome, its diagnosis, effects and treatment.

2. The Department of Health of NSW maintain a separate register of all discharge certificates of all patients discharged during each shift. Further, the Senior Medical Registrar of such shift certify that such Discharge Certificate copy has been placed into the Register prior to completion of duties.
	On 4 June 2012, the Minister for Health wrote to the NSW State Coroner and advised:

Magistrate Lucas made two (2) recommendations; the first to what is now known as the Western NSW Local Health District (WNSWLHD) and the second to the now titled NSW Ministry of Health. In preparation of this response, information has been sought from the Chief Executive, Western NSW Local Health District, the Chief Paediatrician, NSW Health, from policy advisors within the Ministry of Health and from expert clinician members of the Cardiac Network through the Agency for Clinical Innovation (ACI) and the Clinical Excellence Commission (CEC). I am pleased to provide the following advice pertinent to Magistrate Lucas’s comments and recommendations.  

Recommendation 1: 

While there is support for this recommendation from the WNSWLHD and all other groups consulted, it is considered that a wider application across the health system is required and measures to achieve this undertaking will be explored through the CEC and ACI. The advice I have received indicates that while the absolute frequency of the hereditary type of this condition is unknown, it appears to be a common cause of sudden and unexplained death in children and young adults. The ACI identified the importance of training in ECG interpretation and the opportunity for cross-checking readings by more senior, experienced personnel and advised that the Ministry of Health is currently working with clinicians to establish ECG reading services for patients presenting with Acute Coronary Syndromes. In the future it may be possible to broaden the scope of this service.
Recommendation 2: 
A number of concerns have been identified in relation to this recommendation that do not uphold its implementation. However, as well as raising concerns, the clinicians and policy advisors consulted on this matter identified existing policy directives that it appears (in the inquest transcript and report) may not have been available to Magistrate Lucas at the time of the inquest. 

While the principal concerns that have been identified are presented to assist you in understanding the carefully considered position on this recommendation, this response also presents information in support of this position and that addresses the importance of providing patients, families, treating and referring doctors with timely and appropriately detailed discharge certification as identified by Magistrate Lucas.

Among the principal concerns is that registrars are not present in all hospitals in NSW and some rural hospitals do not have on-site medical officers. Such an administrative function (as per the recommendation) would not be the most optimal use of medical expertise; it would be an additionally onerous task in busy Emergency Departments and would have a significantly adverse impact on the clinical workforce. It is not clear that maintaining a separate register for each Local Health District or a centralised register of discharge documentation in the Ministry would be of benefit to patients or to patient care. 

In addition, a potential concern in regard to privacy was identified if a centralised register was to be held within the Ministry. Further, while the future implementation of Electronic Medical Records (EMR) may enable access to discharge advice centrally, there remain significant issues with the inter-connectivity of Information Technology (IT) systems across the health system. 

However, all groups identified the relevance of other measures such as existing policy directives and processes that mandate the provision of considered and timely discharge planning and documentation. The need for continuing education and monitoring of compliance with these policies has also been identified. 

Copies of three (3) such key documents are attached for your information as follows:

1. Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals PD2011_015  which requires a checklist (or equivalent) of tasks to be completed prior to discharge (or Transfer of Care) as well as the requirement for a copy of this documentation to be given to the patient &/or family and sent to the patient’s General Practitioner (GP);

2. A paediatric specific policy directive, Management of Admission of Children and Adolescents to Services Designated Level 1-3 Paediatric Medicine & Paediatric Surgery PD2010_032 ; 

3. The Medical Discharge Referral Reporting Standard MDRRS GL2006_015 Guideline provides a consistent framework for completing and sending discharge summaries to a patient’s GP or other care in the community.  

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 continually extending and enhancing the knowledge of the NSW clinical workforce and to improving management of health services for all children, including those children with complex and / or infrequently seen health conditions. 




TOP
	Name of Deceased and File No
	Date, Coroner and Venue 
	Findings
	Recommendations made to:
	Recommendations
	Response

	Joshua ELLIOTT
	17 February 2012

Magistrate Scott Mitchell

Glebe
	Magistrate Mitchell found that Joshua Anthony Brian Elliott who was born on 9 August 2009 died at Sydney Children’s Hospital, Randwick on 9 September 2009 of massive pleural and pericardial collections (Total Parenteral Nutrition) due to central venous line perforation.
	Sydney Children’s Hospital, Randwick
	1. Sydney Children’s Hospital, Randwick introduce a practice where an anaesthetist conducting a pre-anaesthetic consultation record on the pre-anaesthetic consultation form any discussion with the patient or the patient’s parent/guardian of the details of the procedure to be undertaken and the possible complications of that procedure;

2. Sydney Children’s Hospital, Randwick develop a fact sheet, written in clear and uncomplicated terms, to be provided to parents or carers when their consent for the installation of a line is sought for the purpose of promoting an appropriate understanding of the factors involved in the procedure and the dangers and possible complications of the procedure and thus facilitating the giving of informed consent and for the further purpose of promoting an understanding of significant aspects of post-procedure care.
	A letter of acknowledgement was sent to the Coroner on 1 March 2012 and the matter was referred to the Ministry of Health to coordinate a response.  

On 28 June 2012 the Minister for Health wrote to the NSW State Coroner and advised:
In order to respond to the matters identified and the recommendations made by Magistrate Mitchell, wide consultation has occurred with the Sydney Children’s Hospital Network and with clinician experts and policy advisors within the Ministry.

Magistrate Mitchell made two (2) recommendations to the Sydney Children’s Hospital, Randwick, both of which are fully supported by the Sydney Children’s Hospital Randwick and the Sydney Children’s Hospital Network (SCHN), the Clinical Excellence Commission (CEC), the Agency for Clinical Innovation (ACI) and the branches consulted within the Ministry of Health. A wealth of detailed advice has been provided in response to this matter as it is considered that the circumstances of this tragic death and the Magistrate’s recommendations have statewide and system wide relevance to clinical practice.

The Chief Executive SCHN has informed me that the practice as stipulated in Recommendation 1 commenced at the Sydney Children’s Hospital Randwick on 15 March 2012 and that 3-monthly compliance audits will be conducted and reported at the SCHN Health Care Quality Committee. Additionally, a working party has been established to develop a Fact Sheet for parents on Central Venous Access devices that will help parents and carers make an informed decision when asked to consent to the procedure for the insertion of such a device. 

Finalisation of this Fact Sheet is expected by July 2012 and progress is to be reported to the SCHN Health Care Quality Committee. A copy of this Fact Sheet will be provided to your office once endorsed and published. 

The SCHN advice includes a commitment to provide the Fact Sheet to NSW Kids for sharing across the state and for inclusion in any relevant statewide policies.  NSW Kids and Families is a new statutory health corporation about to be established (1 July 2012) under the Health Services Act 1997 to give effect to the intent of the recommendations of the Garling Inquiry. NSW Kids and Families status will be similar to other “Pillar” organisations in Health such as the ACI and the CEC. 

Policy advisors within the Ministry of Health have identified wider implications for consent for patients of all ages in all facilities, particularly in regard to documentation of discussions between treating clinicians and the patient / family and between clinicians. The importance of the completing the new Health Care Records policy has also been identified. Seeking and gaining consent is recognised as being a multiple step process, and is not only the responsibility of the anaesthetist. The ACI has nominated the insertion of central / Peripherally Inserted Central Catheter (PICC) lines as one of the more difficult areas for anaesthetic consent as often there will be (at a minimum for children) the admitting paediatrician, the surgeon and the anaesthetist involved in the necessary discussions.  Further opinion has been offered that the recommended fact sheet could be developed as a more generic document for use across a range of clinical settings.
I have noted in the report that the staff of the Sydney Children’s Hospital Randwick regarded Joshua’s death as catastrophic, and while I can only agree with that judgment, the lessons learned from what must have been a shattering experience for all concerned can only serve to improve the delivery of health care services to the children of NSW and their parents. To this end the CEC will develop and publish a case study from the Root Cause Analysis that was undertaken for distribution across all Local Health Districts that will highlight the Coronial findings and recommendations as well as links to the related policies and clinical practice guidelines. 




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GHELANI Deep


	Deputy State Coroner Guy

On 4 April

 2012 

At Wollongong


	That Deep Ghelani died on 13 June 2010 at Kiama, New South Wales, as result of drowning

following an accidental fall from rocks into the ocean.
	Royal Life Saving NSW 
	1. The findings are to be forwarded to Royal Life Saving NSW to assist with the compilation of information and further research to form the basis of awareness campaigns targeting particular aquatic environments, as referred to in the letter of Royal Life Saving addressed to the Coroner’s Court and tendered at the Inquest.

2. The findings are to be referred to Kiama Council with the recommendation that the Council gives consideration to thee carrying out of a Coastal Risk Assessment in co-operation with Surf Life Saving Australia.

3. Any such Coastal Risk Assessment consider the issue of the adequacy of warning signage installed at the Kiama Blowhole and surrounds and in particular, that consideration be given to enhanced signage incorporating large graphic illustrations of the risks of slipping or falling from rocks, in the format adopted at the Remarkable Rocks. As referred to by the Coroner’s Court of South Australia in the findings of the inquest into the deaths of Dougal Smart and Daniel O’Donnell, handed down on 10 August 2006.

4. A copy of the transcript and findings are to be forwarded to Superintendent Willing at the Lake Illawarra Local Area Command for his information and consideration of any further action which may be appropriate in relation to the letter of complaint sent on behalf of the family. 
	Awaited (RLSNSW)  Police response below.

In October 2012, the Commissioner of Police wrote to the NSW Attorney General, providing the following response:

While Superintendent Michael Willing was the Commander of Lake Illawarra Command at the time of Mr Ghalani's death, Superintendent Wayne Starling is the current Commander. Accordingly, the findings and recommendation were referred to Superintendent Starling for consideration. 

Given that the concerns raised by Mr Ghalani's family were made through the Consul General of India in NSW, Superintendent Starling has now written to the Consul General addressing matters raised by the Ghalani family and referring to the outcomes of the Inquest


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	GOSS Maureen Anne 


	Deputy State Coroner Hiatt

On 15 March 2012

At Wagga Wagga  


	I find that Mrs Maureen Anne Goss died on 8 October 2010 at Wagga Wagga Base Hospital from a subdural and brain stem haemorrhage sustained as a consequence of a fall in Ward 3 whilst admitted as a patient to Wagga Wagga Base Hospital 
	 Murrumbidgee Local Health District (MLHD)
	1) a) That the Murrumbidgee Local Health District give consideration to changing the wording of the discharge risk screen document to incorporate further provision for the recording of either a positive or negative finding of risk. 

b) That the Murrumbidgee Local Health District provide a report to the Coroner within 90 days of any action being taken.

2) a) That the Murrumbidgee Local Health District give consideration to implementing a formal requirement for the documentation in the clinical patient record of any outstanding medical procedure required to be conducted (in this case an MMSE) when a patient is transferred between wards or other areas of the hospital so as to negate the potential for that procedure being lost within the prolixity of medical notes. 

b) that the Murrumbidgee Local Health District provide further instruction to all persons entering information in a patient record of the need to ensure the PRINTING of the author’s name and designation.

c) That an audit of patient records be conducted within 60 days to ensure appropriate compliance with such requirement.

d) That the Murrumbidgee Local Health District advise the Coroner within 90 days as to action taken on recommendation. 


	The Minister for Health responded to the NSW State Coroner on 16 October 2012:

I am aware that the Chief Executive of the LHD provided the Wagga Wagga District Court Assistant Coroner, Magistrate Marie Samuelson, with written advice as to the actions taken to address all aspects of the recommendations and included a copy of the new Adult Risk Screen Form.

It is pleasing to note that in relation to Recommendation 1a, Wagga Wagga Base Hospital (WWBH) implemented their new Adult Risk Screen Form in all adult general wards in May 2012 and that implementation is currently underway in all other hospitals across the LHD.  With regard to all recommendations and the corresponding actions taken by the LHD, the Agency for Clinical Innovation, the Clinical Excellence Commission (CEC) and the Nursing and Midwifery Office in the Ministry of Health have advised of their support.

The CEC also advised of work underway in collaboration with the Ministry of Health that aims to promote a comprehensive, systemic approach to preventing falls, particularly the risks associated with falls in older people. This approach is outlined in the NSW Health policy directive Prevention of Falls and Harm from Falls among Older People: 2011-2015 (PD2011_029). This policy aims to reduce the incidence and severity of falls among older people and reduce the social, psychological and economic impact of falls on individuals, families and the community.  Copies of some of the current CEC resource documents for NSW Health facilities and staff, including a guideline for the assessment and management of patients after sustaining a fall, are also attached for your information.

While appropriate action has been taken by the LHD in relation to Recommendations 2a and 2b, the critical importance of safe clinical handover and accurate documentation in the health care record are known to be fundamental to safe, quality patient care and as such, continue to be addressed as matters of statewide significance. As identified by Magistrate Hiatt, the NSW Policy Directive Clinical Handover - Standard Key Principles PD2009_060 was in place at the time of Mrs Goss’ admission to WWBH and has been progressively implemented across the state since late 2009 with the provision of a comprehensive Implementation Toolkit. Safe clinical handover is the effective transfer of information, accountability and responsibility for a patient or group of patients. Compliance with the standard key principles for clinical handover will aid effective, concise and complete communication in all clinical situations and will facilitate care delivery and contribute to improved safety of patient care. Additionally, the new Policy Directive Health Care Records – Documentation and Management is nearing finalisation. When published, this policy will mandate the appropriate management of the issues identified in Recommendations 2a and 2b. A copy will be provided to your Office when available.

Coroners’ inquests are acknowledged as important processes in providing opportunities for continuing to improve the delivery of health services. I trust that the actions taken by the LHD to address the recommendations and the statewide approach taken to reducing the incidence of patient falls will assure you that the NSW health system welcomes the valuable lessons that can be derived from Coronial findings.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Helen S GRAINGER 


	Deputy State Coroner

S Mitchell

15 May 2012
	Helen Samantha Grainger died at John Hunter Hospital Newcastle on 29 April 2007 of Hypoxic Encephalopathy consequent upon Cardiorespiratory Arrest arising from either an excessive intake of Adrenaline or Anaphalyxis [sic], on a background of Cephalosporin Allergy.
	Australian and  New Zealand College of Anaesthetists

Royal Australian College of General Practitioners
	 That guidelines on sedation/ analgesia be amended to include at least annual training in advanced life support. 

That steps be taken to publicise the guidelines on Medical Management of Severe Anaphylactoid and Anaphylactic Reactions to non-anaesthetists providing sedation and/or analgesia
	The Minister for Health responded to the NSW State Coroner on 25 January 2013.

Thank you for the copy of Deputy State Coroner Mitchell’s Inquest report, findings and recommendations that he handed down on 15 May 2012. The two (2) recommendations to the specialist Medical Colleges (the Australian and New Zealand College of Anaesthetists [ANZCA] and the Royal Australian College of General Practitioners [RACGP]) have been noted and advice from the Chief Executive, Hunter New England Local Health District (the LHD), the Clinical Excellence Commission and specialty networks in the Agency for Clinical Innovation (ACI) supports both recommendations.

While Mrs Grainger’s principal episode of care on 26 April 2007 was undertaken in the Lambton Road Day Surgery facility, her untimely death on 29 April 2007 eventuated following her emergency ambulance transfer to the John Hunter Hospital (JHH) in the LHD. As a result, the LHD has carefully reviewed the matters identified throughout Magistrate Mitchell’s inquest report in relation to the management of procedural sedation in the John Hunter and Royal Newcastle Centre Hospitals.

The LHD has recognised that at any procedure where sedation is administered, clinical staff with the appropriate skill set must be present. The Australian and New Zealand College of Anaesthetists (ANZCA) has developed a guideline with six other Medical Colleges - PS9 2010 Guidelines on Sedation and/or Analgesia for Diagnostic or Interventional Medical Surgical or Dental Procedures - that outlines an appropriate standard of care. From the information available in the inquest report it appears that the environment did not meet the minimum standard – i.e. there was no-one immediately available who could confidently manage anaphylaxis and the patient’s airway.  

The LHD advice notes that this skill set does not have to rest with a single person as evidence suggests that there must be someone who can ventilate a patient by hand (using bag and mask) for 5-7 minutes until a rapid response team arrives to take over the patient’s management.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Luke John JENKINSON 


	State Coroner Jerram 

At Glebe 

On 8 June 2012
	I find that on 5 May 2010 Luke John Jenkinson died near rail tracks approximately 3km east of Newbridge NSW as a result of blunt force trauma sustained from a collision between the XPT and the excavator upon which he was working. 
	Independent Transport Safety Regulator (ITSR)

The Australian Rail Track Corporation 

(ARTC)

John Holland Rail Pty Ltd (non Government)
	1) That consideration be given by ITSR, the ARTC and John Holland Rail Pty Ltd and any other rail infrastructure managers to an amendment to the relevant network rule(s) to ensure that no track occupancy authority is granted whenever a train is within the limits of the track occupancy authority until the protection officer has sighted the lead locomotive number and communicated it to the network control officer. 

2) That the training in track awareness of rail safety workers (undertaking track maintenance) include the dangers of entering the danger zone before protection is provided, the relevant rules and procedures governing the protection of such workers ad the role of the protection officer. 
	Chief Executive of ITST Mr Len Neist acknowledged the recommendations on 18 June 2012 and advised that ITSR is investigating the matter.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendation made to:
	Recommendation/s
	Response

	JOHNSON Graham  
	Deputy State Coroner Dillon

On 12 June 2012

At Glebe


	I find that Graham Johnson died on 18 January 2009 on the New England Highway Bolivia Hill approximately 16kms north of Deepwater NSW as a result of blunt force injuries inflicted while a passenger in a motor vehicle driven by Benjamin Pappin which crashed while being pursued by the NSW Police Highway Patrol
	Commissioner of Police 
	1. That the NSW Police Force Traffic Services Branch develop a set of criteria for identifying permanent ‘traffic red zones’ or ‘traffic danger zones’ (commonly called ‘traffic black spots) on National Highways, National Routes and State Routes in NSW Police Northern, Western and Southern Regions outside of major built up areas. (Note: in this recommendation, permanent ‘traffic red zone’ refers to a section of highway on which there is significantly increased risk of conducting a high speed pursuit due to permanent topographical features or road characteristics even in good weather with good road surface with relatively safe or unchallenging sections. 

2. That the Commander of the Traffic Services Branch require each Highway Patrol in the Northern, Western and Southern Regional to collate and provide to him, or his delegate, information identifying permanent ‘traffic red zones’ in its patrol area and that the Traffic Services Branch then collate and disseminate that material in suitable form to VKG and Regional Duty Officers and supervisors. 

3. That the NSW Police Safe Driving Policy be amended to require all persons conducting monitoring or supervision pursuits who have power to terminate them explicitly take into account ‘traffic red zones’ being approached in the course of the pursuit.

4. That the Safe Driving Policy be amended to establish a default position that high-speed pursuits will not be conducted through ‘traffic red zones’ unless there are strong countervailing reasons for continuing the pursuit.

5. That supervisors and monitors of police pursuits be given suitable training or induction in the location and characteristics of ‘traffic red zones’ before being required to take responsibility for supervising pursuits in areas with which they are unfamiliar. 

6. The VKG and/or Duty Officers supervising pursuits notify police vehicles engaged in pursuits that they are approaching ‘traffic red zones’ when the target vehicle reaches a certain distance from the ‘red zone’. The appropriate distance should be determined by the regional Highway Patrol commander, the State Pursuit Management Committee or by some other suitable means [Note: the appropriate distance may vary from location to location]. 

7-9  These recommendations are the subject of a Non Publication Order (made by Deputy State Coroner Dillon on 15 June 2012) under section 74 of the Coroners Act 2009.

	On 17 December 2012, the Commissioner for Police advised the Attorney General as follows:

Recommendation 1 – 6 ‘establishing ‘traffic red zones’

The NSW Police Force is not supportive of introducing ‘traffic red zones’.   It is considered impractical to introduce a review process to cover the 185,000 kilometres of NSW roads, where conditions are constantly changing. Even if this is limited to the Northern, Western, and Southern regions outside of built up areas, it is impossible to have an absolute knowledge of all the road and to ensure that all possible adverse locations are on file, and it is not necessarily feasible.  Of further concern is the possibility that should these ‘traffic red zones’ become know to be ‘no pursuit areas’, offenders seeking to evade police would be likely to head towards those areas if they were being pursued by Police. 

Nonetheless, establishing ‘traffic red zones’ will not address the two issues raised by Coroner Dillon in Paragraph 32 (a) reporting from the cars in the field and (b) controlling of the chase from Armidale or VKG.

It is considered that ‘traffic red zones’ or ‘black spots’ fall within the definition of ‘traffic conditions’, and includes road works, which are already a factor to be considered under the Safe Driver Police (SDP) in respect of terminating pursuits. 

Notwithstanding this, a number of options available to NSW Police Force have been pursued to refine existing Standard Operating Procedures (SOPs) to achieve some of the Coroner’s Recommendations.  The State Pursuit Management Committee (SPMC) has agreed to amend the Pursuit Forms under the ‘Summary’ section where a brief description of the pursuit includes any reason for termination. This will include any description of any adverse road conditions including road works.  These changes will be formally considered as part of the SDP review currently underway.

Recommendation 7
These recommendations are the subject of a Non Publication Order (made by Deputy State Coroner Dillon on 15 June 2012) under section 74 of the Coroners Act 2009.
Recommendation 8

These recommendations are the subject of a Non Publication Order (made by Deputy State Coroner Dillon on 15 June 2012) under section 74 of the Coroners Act 2009.
Recommendation 9

These recommendations are the subject of a Non Publication Order (made by Deputy State Coroner Dillon on 15 June 2012) under section 74 of the Coroners Act 2009.


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	KIMBER Marc 

Peter Farrell

	State Coroner Jerram

On 28 March 2012 

At Goulburn


	That Marc Peter Farrell Kimber died on12 March 2010 at 32 Elizabeth Crescent Queanbeyan, a residential care facility for persons with disabilities, his cause of death being the complications of Prader-Willi Syndrome (including morbid obesity).
	Minister for Family and Community Services 
	I recommend consideration of establishment of a group home or homes specifically for sufferers of Prader-Willi Syndrome. 
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Vanessa McDONALD 
	Deputy State Coroner Mitchell 

On 15 December 2011

At Glebe 


	That Vanessa Nathalie McDonald who was born on 5 December 1973, died at MacDonaldtown NSW on 14 May 2012 when, while a patient in a psychiatric facility known as the Missenden Unit, she jumped in the way of any oncoming train, sustaining multiple injuries, and died instantly. 
	Director, Missenden Unit

Royal Prince Alfred Hospital Camperdown 
	1) That the Director undertake an audit or cause an audit to be undertaken regarding leave forms and other documentations relating to patients’ leave from the Missenden Unit so as to ensure that a patient’s leave status as from time to time it may vary, and any conditions attaching to such leave as from time to time they may vary be recorded in chronological order on a master form to be maintained as part of the individual patient’s progress notes and to be consulted by all staff including nursing staff and other staff responsible for allocating and varying leave, attaching and varying conditions of leave and ‘signing out’ patients at the commencement of each occasion of leave prior to the patient being released from the Unit and that the use of such master form be mandated and that steps to train appropriate staff in the proper use of such master forms be undertaken.

2) That the Director ensure the presence and availability to staff at nursing handover meetings of the progress notes relating to each patient for whom nursing staff is responsible and explore practical means of ensuring that progress notes are consulted during nursing handover meetings and, otherwise, early in each nursing shift. 
	The recommendations were not referred to the Minister for Health.

Recent advice from Royal Prince Alfred Hospital (14 February 2013) will be incorporated into a response that is being prepared for the Minister.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	MOORE

Michelle


	State Coroner Jerram 

16 May 2012

At Glebe 


	That Michelle Moore died at Royal North Shore Hospital on 1/08/10 of multiple injuries

suffered when struck by a vehicle at The Stockton Centre, Newcastle on 16/07/10.
	Department of Ageing Disability and Home Care (and Minister for Family and Community Services 
	That Ageing Disability and Home Care, which is part of the Department of Family and Community Services, subject to funding, implement all recommendations of Jamieson Foley Consulting Engineers risk assessment of the Stockton Centre, Casurina Grove, Norton Road Group Homes, Summer Hill Group Homes, Rydalmere, the Kangara Centre, The Tomaree Centre, Westmead Metro Residences and the Riverside Centre. 
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	MURPHY 

Beverly Ann 


	Deputy State  Coroner Mitchell 

14 June 2012

At Glebe 


	I find that Beverly Ann Murphy who was born on 14 January 1938 died at Prince of Wales Hospital Randwick on 28 April 2008 of Hypoxic Ischaemic encephalopathy consequent upon Cardiorespiratory arrest and compound airflow through tracheostomy, probably upon being turned in bed, against a background of  dilated cardiomegaly, multiple organ failure as a consequence of wound dehiscence following hysterectomy for endometrial carcinoma and iatrogenic small bowel perforation during the attempted repair thereof, obesity and pre-existing intra-abdominal adhesions following previous abdominal surgery.
	Royal College of Surgeons and Royal Australian and New Zealand College of Obstetricians and Gynaecologists 
	That the Royal College of Surgeons and Royal Australian and New Zealand College of Obstetricians and Gynaecologists consider introducing a mandatory training requirement for postgraduate certification in Gynaecological Oncology that there be participation in the work of a general surgical unit, particularly in the areas of gastrointestinal and urological surgery, for a period of not less than twelve months. 
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	PARSONS Michael 


	Deputy State Coroner Guy 

22 February 2012

At Wollongong 


	That Michael Parsons died on 25 August 2008 at Bellambi NSW from cardiac arrhythmia secondary to cardiac sensitisation caused by acute exposure to chemicals in an industrial solvent whilst cleaning as part of his work related duties the inside forward part hull of a catamaran. 
	Minister with the responsibility for the WorkCover Authority of NSW. 
	1(a) That the WorkCover Authority of NSW issues a Safety Alert advising relevant industry that the effects of inhalation of exposure to high concentrations of the chemicals in Bostik 9913 can include unconsciousness, cardiac arrhythmia and death.

(b) That the WorkCover Authority of NSW issue a Safety Alert to the manufacturer of Bostik Products and the Plastics and Chemicals Industry Association advising that the Material Safety Data Sheets for these products should include in clear language that exposure to high concentrations of these chemicals can cause unconsciousness, cardiac arrhythmia and death.  
	Awaited

	
	
	
	Minister for Health

(having responsibility for the NSW Ambulance Service) 
	That the Department of Health consider the issue of information, advice, education and or training to ambulance officers and other medical professionals on the dangers of administering adrenalin to patients suffering from acute toluene toxicity. 
	The Minister of Health responded to the NSW State Coroner on 16 November 2012.  

I refer to the findings and recommendations handed down by Deputy State Coroner Ian Guy following the Coronial Inquest into the workplace death of Michael Parsons. Magistrate Guy made two (2) recommendations, with the second to me, as the Minister responsible for the NSW Ambulance Service and public hospitals. 

Thank you for the copy of the findings and reports prepared by Professor Whyte and Phillip Cantrell which have greatly assisted in the consideration of this recommendation.

In preparation of this response, information has been sought from the Acting Chief Executive of the NSW Ambulance Service and from policy advisors across the Ministry of Health including the Office of the Chief Health Officer, Statewide and Rural Health Service and Capital Planning and the Chief Executives of the Clinical Excellence Commission and the Agency for Clinical Innovation.  

Through these agencies, further expert opinion has been sought from the Medical Director and Toxicologist at the NSW Poisons Information Centre, the Medical Director of the NSW Emergency Care Institute  and from the Hunter Area Toxicology Service database through the Director of the  Intensive Care Unit at the Calvary Mater Hospital in Newcastle.

The critical importance of raising awareness and advancing knowledge of the effects of chemical toxins is supported by these clinical experts. 

However, while the dangers of administering adrenalin to patients suffering from toluene toxicity have been carefully evaluated, the considered opinion, based on clinical evidence, does not support this aspect of the recommendation. 

As the rationale for this opinion contains significant clinical detail, a summary is attached to this letter. 

While this recommendation is not supported, I trust that the following advice will assure you that the clinicians of NSW Health recognise the intrinsic value to improving health services that Coronial findings and recommendations provide. 

Additionally, every recommendation will receive a thorough and comprehensive evaluation that is based upon current national and international professional standards of best practice.

	FUTURE – Next response
	The Deputy State Coroner also directed that a copy of his findings and the reports prepared by Professor Whyte and Phillip Cantrell (Occupational Hygiene Report for Investigation of a Fatality at Sea Wind Catamarans by Phillip Cantrell 23 January 2009) be provided to the NSW Department of Health and to Bostik Australia Pty Ltd and the Plastics and Chemicals Industry Association to assist in responding to the recommendations (former) and consider whether the Safety Data Sheet for Bostik 9913 should be amended to include, in clear language, that inhalation or exposure to high concentrations of Bostik 9913 can cause unconsciousness, cardiac arrhythmia and death (latter).


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	PEARCE Neil


	Magistrate JA Linden 

2 March 2012

At Glebe 


	The deceased Neil Pearce died at about 9.50 pm on 14 June 2010 as a result of head injuries sustained in a single vehicle accident on the Bruxner Highway at South Gundurimba in the State of NSW. 
	Roads and Maritime Services 
	I recommend that a system be put in place whereupon the RMS is notified by relevant councils of the name and qualifications of employees charged with road inspections and that no such person be employed without prior RMS approval. [The recommendation pertains to all local councils who perform work for RMS pursuant to a road maintenance council contract.]
	On 31 May 2012 Peter Duncan, Chief Executive, Transport, Roads and Maritime Services, advised as follows:

“In accordance with the Premier’s Memorandum 2009-12, RMS proposes that the outcome of the recommendation can be achieved in a more effective manner. It is RMS’ view that the recommendation would not achieve the intended outcome as the qualifications of road inspectors is not the relevant issue, but rather the training of road inspectors so that they are aware of what road defects to identify, record and report on.

In RMS’ view, the outcome can be best achieved in another way by local councils ensuring that their road inspectors have been trained to identify, record and report on the road defects specified in the RMCC, prior to commencing their roles. 

RMS has commenced issuing letters to all local councils who are in contract with RMS pursuant to an RMCC, advising them of the Coroner’s recommendation and requesting that councils advise RMS on the steps they propose to take in relation to providing assurance to RMS that Council road inspectors are trained and competent.   RMS will also write to the Local Government and Shires Associations to notify it of the Coroner’s recommendation and RMS’s response to the recommendation. “



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendation made to:
	Recommendation/s
	Response

	PULVER David  
	Deputy State Coroner Greenwood 

On 31 May 2012

At Wagga Wagga


	I find that David Pulver died on 1 July 2010 from multiple injuries he received when he was crushed between trucks in a workplace incident on the Hume Highway construction site at Tarcutta NSW. 
	 Director General of Transport for NSW
	That consideration be given to legislative change so that a charge of negligent driving occasioning death can be laid concerning events that occur on private property.
	Awaited

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	RODDA Michael 
	Deputy State Coroner Mitchell 

On 10 February 2012

At Glebe 


	That Michael Paul Rodda, who was born on 29 July 1984, died on 28 May 2008 of cardiac arrest occasioned by respiratory depression as a consequence of Patient Controlled Analgesia (PCA) fentanyl and oxycontin while a patient at Westmead Hospital Westmead, NSW. 
	Minister for Health 

NSW Department of Health 
	I recommend that the current policy of the Western Sydney Local Health District be amended so as to provide that, once a patient in on Patient Controlled Analgesia (PCA) PCA observations are required to continue until a decision is taken to discontinue the PCA.
	The Minister of Health responded to the NSW State Coroner on 10 August 2012. 

I refer to the findings and recommendations made by Acting State Coroner Scott Mitchell. Magistrate Mitchell’s acknowledgement of the significant system improvements that have been implemented since this untimely death is appreciated. I am pleased to advise that the single recommendation made to the Western Sydney Local Health District (the LHD) is supported by the LHD and the NSW Ministry of Health.  

In preparation of this response, information has been sought from the Chief Executive of the LHD; from policy advisors across the Ministry of Health including the Nursing and Midwifery Office; the Clinical Excellence Commission (CEC), and the Agency for Clinical Innovation (ACI). The LHD has comprehensively addressed this recommendation and a copy of their amended policy on managing Patient Controlled Analgesia (PCA) is attached for your information. 

In addition to the required policy amendment, the LHD have also initiated the following:

· A Nursing In-Service Education program in relation to PCA observations

· Between the Flags (BTF) and DETECT simulation training for Interns in relation to patients who are unable to be roused; and

· Participation by Westmead Hospital (as one (1) of three (3) NSW hospitals) piloting the NSW Health (ACI / CEC) draft PCA Observation forms.

As the issues raised in this inquest have implications for the management of PCA devices across the state, advice from the ACI and CEC is particularly relevant to the work driving continued improvements in these aspects of patient care and safety. 

I am advised that the Pain Management Clinical Network of the ACI and the CEC have been working collaboratively to develop an observation chart for monitoring patients whose pain is being managed via a PCA device and a new draft chart is currently being piloted in three (3) hospitals in NSW including Westmead. This chart is consistent with the Between the Flags principles for observations and colour coding and when endorsed will be mandated for implementation across all NSW public hospitals.

Coroner’s Inquests are important processes in providing opportunities for continued improvement in the delivery of health services. I trust that the approach taken to this matter and the actions identified in this response will provide assurance that the learnings from this unfortunate death have been actioned

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Neil SMITH and Simon MUNNERLEY 


	Deputy State Coroner MacMahon 

30 March 2012
	That Neil Smith and Simon Munnerley died on 23 April 2007 at a location on the Newell Highway about 7 kilometres north of Peak Hill in the State of New South Wales. The cause of both deaths was massive brain damage and massive loss of blood suffered when the vehicle each deceased was driving collided with another vehicle. 
	Commissioner of Police 
	1. That should the towing contract between NSW Police and Mr Swain be a continuing one, the performance of that contract and the appropriateness of the record keeping associated with the contract be reviewed to determine if such performance and recording keeping are in accordance with the public expectation. 
	On 12 February 2013, the Office of the Commissioner provided the following advice to the Office of the Department of Attorney General and Justice:

The NSW Police Force does not currently hold a contract with Mr Swain or with Outback Recovery Services. Records indicate that the last occasion which this company was utilised was in July 2007. 

More broadly, in July 2011 the NSW Police Force produced and published internal Standard Operating Procedures (SOPs) relating to the administration of contract towing. These SOPs now contain provisions regarding the regular inspection by police of towing facilities and related records. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	Edna Beryl

WHALAN
	27 January 2012

Glebe

Deputy State Coroner Forbes
	Magistrate Forbes found that Edna Whalan died on 1 February 2007at Port Macquarie Base Hospital as a result of a pulmonary embolism during surgery for a hip replacement
	Health Care Complaints Commission (HCCC)
	The professional conduct of Dr Mustafa, Dr Hussain, and Mr Johnston (physiotherapist) be reviewed by the HCCC.
	On 4 June  2012, the Minister for Health wrote to the NSW State Coroner and advised:

While Magistrate Forbes did not make any recommendations to NSW Health, criticisms were made of three (3) of the treating clinicians and it was recommended that their professional conduct be reviewed by the Health Care Complaints Commission (HCCC). I am advised that referral to the HCCC of the identified clinicians took place on 6 February 2012. 

In preparing this response, advice has been sought from the Chief Executive, Mid North Coast Local Health District (MNCLHD). Included in this advice is notification of enhancements to the medical staffing at Kempsey District Hospital since Mrs Whalan’s death.  A Career Medical Officer (CMO) has been added for the hospital wards on evenings and a medical registrar has been recruited to provide appropriate supervision for the CMOs. Medical staff coverage in the Emergency Department has also been enhanced with an Emergency Medical Specialist rotating from Port Macquarie Hospital and regular attendance by the Network Emergency Medicine Director. 

Additional advice relevant to the Magistrate Forbes’ findings has been provided by the Clinical Excellence Commission (CEC) and the Aged Health and Musculoskeletal Networks of the Agency for Clinical Innovation (ACI). A précis of that advice follows.

Since Mrs Whalan’s death a significant body of work has been undertaken on the risk of thromboembolism in hospitalised populations. This work has resulted in the Policy Directive Prevention of Venous Thromboembolism (VTE) PD2010_077 which was released in December 2010 and as identified at the inquest, is in place at Kempsey District Hospital.  This policy mandates a routine VTE risk assessment for all admitted adult patients and that patients identified at risk of developing a VTE receive appropriate mechanical and pharmacological prophylaxis.

Further information relevant to the findings from this inquest and guidance for clinicians in relation to the risk of thromboembolism and reduced mobility in elderly patients is the ACI Orthogeriatric Model of Care – Clinical Practice Guide 2010.  

This document provides a practical guide to the care of frail, older orthopaedic patients in NSW hospitals. The guide details the management of pre-operative and peri-operative care and the assessment for rehabilitation of frail, older persons requiring surgical intervention for orthopaedic injuries. While this document does not provide guidance on the diagnosis of a hip fracture, I am advised that the ACI is involved in work with the Australian and New Zealand Hip Fracture Registry to develop national performance standards for hip fracture care.

In relation to comments made at the inquest that elderly, confused patients may not be able to communicate well, the ACI have provided information on the Care of the Confused Hospitalised Older Person Study (CHOPS). The aim of the CHOPS project is to improve the early identification and management of the confused hospitalised older people, including those with delirium and dementia. 

Recent statistics identify delirium as affecting up to 60% of older patients in hospital. Common causes of delirium in older people include infection, multiple physical illnesses, trauma and severe pain and are associated with increased length of stay, higher morbidity and mortality, functional decline and increased risk of nursing home placement. As Magistrate Forbes identified, a number of these events were identifiable throughout Mrs Whalan’s episodes of care and her death. 

The CHOPS project is led by the ACI in partnership with the Clinical Excellence Commission and GP NSW and is funded by the Department of Veterans Affairs. A pilot study is due to be completed by May 2012 and the final report will discuss recommendations for further implementation. The CHOPS project has developed a number of strategies to address the prevention of delirium, including screening, assessment, risk identification, staff and carer education. A copy is attached for your information. 

I trust that the work that has been identified in this response will assure you that NSW Health is committed to continually improving the safety and quality of care for all people admitted to NSW hospitals, and particularly for the frail and elderly whose quality of life can be adversely impacted by hospitalisation.
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