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	Date,

Venue & Coroner
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	Recommendations made to:
	Recommendations
	Response

	CHO Raymond 


	State Coroner Jerram

10 - 14 December 2012

At Glebe 
	That Raymond Cho died on 24 May 2011 of a Hypoxic Brain Injury secondary to an Anaphylaxis caused by his ingestion of walnuts.
	Minister for Education 
	1. That the Department communicate to secondary students and their parents that students are actively encouraged, where known to suffer asthma and/or allegies, to carry on their persons their own ventolin and/or autoinjectors, in addiction to those held by the school.

2. That the Department consult immediately with the Anaphylachic Education Program Governance Group (including the Ministry of Health, ASCIA, Anaphylaxis and Allergy Australia, the Catholic Education Commission and the Association of Independent Schools) to explore the further need for

improvements in the ongoing management of students at risk from Anaphylaxis or Asthma.

In particular

A) to improve the quality and provision of training face to face of teachers and other staff by

Anaphylaxis course educations.

B) to improve the Anaphylaxis action plans displayed in schools

C) to make clearer on autoinjectors the instructions for use.

3) That the Department consider restricting as far as possible the availability of nuts on school premises and elimination of the use of nuts in school cooking classes
	On 9 August 2013, the Minister for Educatio, the Hon A Piccoli MP, provided this response to the Attorney General. 



	FUTURE – Next response
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	CLARKE 

Reg 


	State Coroner Jerram

On  4-5 September 2012

At Glebe 
	That Mr Clarke died in the early hours of 12 December 2010 at the Skillion, Terrigal, of multiple blunt force injuries after falling by misadventure from the cliff. 
	Minister for Health 
	To consider reviewing, in consultation with experienced psychiatric medical and nursing staff the current policies and documents for assessing patients presenting to the Mental Health Units, with a view to de-emphasising their bureaucratic nature and promoting more personal clinical consultation.
	The Minister for Health responded to the NSW State Coroner on 19 March 2013.

The NSW Health protocols for mental health clinical documentation emphasise the importance of consultation with patients and, where appropriate, carers. The need for clinical judgement to be used in all decision making is highlighted in all documentation.

Following a comprehensive review in 2008, the protocols were redesigned to reduce their length; simplify their operation; and improve their functionality for clinicians. The review was undertaken by a team of clinical experts from across Local Health Districts (LHDs) who considered comprehensive file audits and feedback from a large number of clinicians and managers working in NSW mental health services.

GL2008_016 - Mental Health Clinical Documentation-Redesigned now provides broad guidance on the use of modules to document an episode of care from triage through to transfer and / or discharge.  The guidelines emphasise that modules are not a substitute for clinical judgment which should be used in any instance of clinical decision making.

The development and ongoing review of the documentation and policies relating to their application is undertaken by the NSW Clinical Advisory Council. The Council is chaired by the NSW Chief Psychiatrist and comprises Local Health District clinical directors and clinical leaders. An issues log is kept of any concerns raised by clinicians with suggested amendments only adopted following wide consultation.

Of note, the development of an Electronic Medical Record across NSW Health has seen further adaptation of clinical documentation for an electronic format. This process has been undertaken by clinical leaders from Local Health Districts across the State and is overseen by senior District staff and psychiatrists representing the Districts.

In addition, in November 2012, the NSW Ministry of Health released the policy directive Transfer of Care from Mental Health Inpatient Services PD2012_060.This policy promotes safe and effective transition of all mental health consumers between inpatient treatment settings and from the hospital to the community. This directive details the importance of clinicians engaging in consultation with consumers and their carers with the objective of improving communication between all stakeholders.

	FUTURE – Next response
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	CLIFFORD Lynda


	5 September 2012

Deputy State Coroner Ian Guy

At Wollongong
	That Lynda Vanessa Clifford died on 23 November 2009 at 29 Lawarra Street Port Kembla NSW from respiratory depression as a result of the interaction of prescribed medications. 
	Minister for Health 
	1. A review of procedures in relation to the completion and dissemination of discharge summaries/care plans following mental health admissions to NSW Hospitals, in order to ensure:

· adequate details of current medications, current treatment plan and any recommendations for ongoing treatment are included;

· discharge summaries are disseminated to all necessary recipients, including Methadone Clinics involved in the patient’s care, where clinically indicated; and

· the formatting of discharge summaries prompts administrative staff to confirm that summaries have been sent to all intended recipients.

2. A review of the Discharge Planning Process of Mental Health Patients by the Local Health District in light of the Discharge Planning Directive that suggests on a reading of the document the need for creation of and provision to the patient of a Care Plan.

3 In the event Guidelines and Directives do not already require it, consideration be given to developing a standardised document to be provided to a patient and/or family at discharge setting out:

· diagnosis made during admission (if available);

· medication regime at discharge;

· details of the next out patient or private appointment; and

· contact details should the patient or family have questions arising from discharge.

 4.Consider amending the New South Wales Opioid Treatment Program Clinical Guidelines to highlight the need for prescribers to consider Fluoxetine interaction with Methadone and the capacity of Fluoxetine to inhibit metabolism of Methadone and thereby raise plasma Methadone levels.


	The Minister for Health responded to the NSW State Coroner on 19 March 2013.

 The following information is provided in response to the recommendations made in the order identified by Magistrate Guy. Recommendations 1 to 3 relate to the quality and communication of discharge planning for patients in mental health facilities in NSW hospitals.  The area of concern in each of these recommendations has been the subject of an extensive body of work auspiced by the MHDAO that resulted in the recent publication (14 November 2012) of a new statewide policy directive Transfer of Care from Mental Health Inpatient Services (PD2012_060).  A copy is attached for your information [Tab 1].  

This policy sets out the principles and requirements for the safe transfer of a mental health consumer’s care across health settings.  This policy presents a particular focus on the ongoing care needs for people who are returning to the community following an episode of care in an inpatient mental health facility and addresses Recommendations 1 to 3.

Recommendation 4 concerns the New South Wales Opioid Treatment Program Clinical Guidelines (GL2006_019) and a request to consider an amendment to these guidelines that highlights the need for prescribers to consider the interaction of fluoxetine with methadone and the capacity for fluoxetine to inhibit the metabolism of methadone and thereby raise the levels of methadone in plasma.  

The MHDAO has advised that Appendix D (pp111-113) of these Guidelines provides a table of Possible Drug Interactions with Methadone which identifies fluoxetine and that this interaction is also identified in the 2009 NSW Clinical Guidelines for the Care of Persons with Comorbid Mental Illness and Substance Use Disorders in Acute Care Settings (p 78).  The link to this guideline is http://www.health.nsw.gov.au/pubs/2009/comorbidity_report.html
The Chief Executive of the LHD has also provided advice in response to Recommendations 5-8 in an Action Plan that identifies the actions taken to address the recommendations, the completion of three (3) recommendations and a timeframe for the completion of Recommendation 8.  A copy of the Action Plan is attached for your information [Tab 2].  When this recommendation is finalised, updated advice will be forwarded to the Attorney General.

I appreciate the importance of Coroner’s Inquests in providing opportunities for continued improvement in the delivery of health services.  I trust that the approach and the actions taken by the LHD and the significant body of work undertaken by the MHDAO in developing PD2012_060 will assure you that the NSW health system recognises the intrinsic value that such information affords.


	
	
	
	CEO, Illawarra Shoalhaven Local Health Network
	That consideration be given to:

5. Taking appropriate steps to reinforce through further education and training at the Wollongong Hospital Mental Health Unit the importance of accurate record keeping in particular accurate recording of medications on discharge summaries and recording in the clinical notes decisions to cease medications.

6. Taking appropriate steps to reinforce through further education and training at the Wollongong Hospital Mental Health Unit the desirability when prescribing anti-psychotic medications to limit repeat authorisations to those cases where repeats are clinically indicated.

7. Taking appropriate steps to reinforce through further education and training at the Lake Illawarra Community Mental Health Team the importance of record keeping and the need to chart depot authorisations and administration.

8. Taking appropriate steps to reinforce through further education and training at the Lake Illawarra Community Mental Health Team the importance of communication of a patient’s current and proposed treatment plan with those Health Professionals who are to assume care after discharge from CMHT.
	Awaited 

	FUTURE – Next response
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	COWIE Ian Saunders  


	Deputy State Coroner Freund

At Glebe 

17 December 2012


	That Ian Saunders Cowie died on 25 December 2009 at 12 The Rise, Lisarow in the State of New South Wales as a result of blood loss occasioned by multiple gun shot wounds.
	Commissioner of Police/ Commander of Brisbane Waters Local Area Command
	Please give consideration to additional training being provided to serving police officers in order to raise awareness of the contents of the Central Coast Local Mental Health Protocol. 
	Police Commissioner Scipione advised on 13 March 2013 that the Brisbane Water Local Area Command has assigned a Duty Officer with the rank of Inspector as the Mental Health Contact Officer (MHCO) who acts as an advocate for all mental health issues and regularly liaised with Government and non-Government Mental Health Stakeholders. These meetings have included discussion on the Central Coast Local Mental Health Protocol. 

The Commander of the NSW Police Force Mental Health Intervention Team (MHIT) met with senior officers from the LAC in January 2013 to discuss further opportunities for local mental health training and these are being progressed through the MHCO and senior management in the LAC. 

More broadly, the MHIT has developed and introduced a four-day education package for operation police officers which includes material on mental illness and advice on communication strategies, risk assessment, de-escalation and crisis intervention techniques.  To date approximately 1,100 frontline police have participated in the program across the State.

	FUTURE – Next response
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	ELKASS

Rodney   


	Deputy State Coroner Dillon

At Parramatta

21

December 2012


	Mr Elkass died on 29 December 2011 on Castle Street near the corner of Pennant Street, Castle Hill, NSW, due to a gunshot wound to the head when shot by NSW Police officers. 
	Commissioner of Police


	1. That the NSW Police Force investigate and/ or consider:

a) The introduction of means of visual identification by which plain clothed officers and detectives are readily identifiable as police officers. Such consideration might include the introduction of caps, hats or other headwear, vests or other items clearly marked with Police and/ or the wearing of large police badges attached to a chain to be worn round the neck.

b) Introducing a system by which such items are readily accessible in police cars and police stations.

c) The introduction of training and protocols designed to encourage the use of such means of visual identification by detectives and plain clothed officers

2. That the words of the NSW Police Force Fact Sheet entitled ‘Firearms Registry, Safe Storage Inspections/ Firearm Inspections’ be amended to reflect the mandatory terms of section 42 of the Firearms Act stating:

“If you have reasonable ground to believe that a firearm is not being stored in accordance with the Act you MUST seize that firearm.”

3. That the document or publication entitled ‘Overview NSW Firearms Licensing Scheme’ be amended to reflect the mandatory terms of section 42 of the Firearms Act by stating:

“If you have reasonable ground to believe that a firearm is not being stored in accordance with the Act you MUST seize that firearm.”

4. That the NSW Police Force maintain (or introduce) a system whereby the staff of the Firearms Registry are authorised and encouraged to raise questions with licensing police about action, or inaction, in relation to possible breaches of Firearms licences, legislation and regulations. 

5. That the NSW Police Force explore the viability of technology incorporating cameras on pistols issued to NSW Police Officers as is being done in the United States and United Kingdom and consider trialling such weapons. 


	On 15 July 2013 the Commissioner of Police, A Scipione APM advised as follows:

“

1) a) A range of resources such as high visibility fluorescent vests, marked ballistic vests, chequered band baseball caps and police identification certificates are available for use by plain clothes police. 

(b) The resources referred to above are available in both police stations and police vehicles, depending on the varying nature of policing requirements in Local Area and other commands. 

(c) NSW Police Force Handbook content on this issue was updated in February 2013, while the March 2013 edition of the Police Monthly contained a related article - Identifying plain clothed police during operations -authored by the Deputy Commissioner Corporate Services, drawing attention to the relevant Handbook content and stressing the most pressing issues such as:

· safety in high risk situations

· Compliance with LEPRA

· Maintenance of covert capability while interacting with the community and 

· Reducing the likelihood of public harm.

Existing training such as induction training for officers newly arrived at commands refers to the availability of these resources. 

2) The relevant wording of the NSW Police Force Act FACT Sheet entitled ‘Firearms Registry, Safe Storage Inspections/ Firearms Inspections’ was amended to read

If you have reasonable grounds to believe that the safe storage dose not comply with the requirements of Part 4 of the Act, you must seize the firearms and ammunition as prescribed by section 42 of the Act. 

The NSW Police Force believes that this wording accurately reflects the relevant requirements of section 42 of the Firearms Act.

3) This document has been withdrawn as it has been superseded by a number of information fact sheets concerning the provisions of the Firearms Act and Regulations published on NSW Police Force website and the Firearms Registry Intranet site.  

4) The Firearms Registry maintains a range of resources for operation police containing information on possible breaches of firearms licences, legislation and regulations including:

· Police priority assistance telephone line

· Training programs for licensing and General duties officers

· Circulation of information by email, Police Monthly articles, Nemesis messages and material published on the NSW Police Force Intranet, 

· Access to advice from the Manager of the Registry, the Intelligence Coordinator and In House legal officer

· Standardisation of correspondence for example the development of an Expired Licence Package, forwarded to Local Area Commands.

5) This recommendation has been considered by both the Operational Safety and Skills Command and the Firearms and Safety Committee.
After careful consideration the NSW Police Force does not believe that a trial of such equipment is appropriate. In reaching this decision a range of factors were considered including officer safety resulting from changes the weight and balance of issue firearms and the likely negative impact of recoil on the quality of any footage that the camera might records. However we are currently trialling the use of a body worn camera.”

	of
	
	
	Minister for Police 
	1. That in light of the current review of the Firearms Act and regulations, the NSW Government consider amending gun licensing regulations so that gun-club pistol licences (Class H licenses) may be issued on condition that the registered gun be stored only in safe facilities at the club to which the owner belongs when not in use according to the conditions of the license. 
	‘All firearms licence holders are required to meet strict safe storage requirements as outlined in the Firearms Act 1996. In addition to general safe storage requirements for firearms, the Act contains specific requirements for the safe keeping and storage of handguns. 

The Firearms Act also provides for a range of tough penalties where licensees are found to be in breach of the safe storage requirements or conditions of their licence.  This includes a maximum of two years imprisonment with seizure of firearms for Category H licence holders for non compliance with safe storage requirements.

The current safe storage requirements are considered appropriate. As such, the proposal to consider amending gun licensing regulations so that handguns may only be stored in safe facilities at the Club will not be considered as part of the review of the Firearms Regulation 2006.’

	FUTURE – Next response
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	GERBICH Andre 


	Deputy State Coroner Dillon

28 November 2012

At Glebe


	That Andre Berbich died at 69 The Boulevard, Lakemba, between 15 and 18 October 2009 and that the probable cause of death was undiagnosed bacterial meningitis following his discharge from Canterbury Hospital on 14 October 2009.
	Minister for Health 
	That, when an unaccompanied patient is discharged from a NSW Health hospital emergency department, he or she be asked whether he/she has a carer at home OR whether he/she wishes the listed Next of Kin be notified that he/she has been treated in hospital
	The Minister for Health responded to the NSW State Coroner on 4 November 2013.

In response to the recommendation addressed to the Minister for Health, I am pleased to provide the following information.

I am advised that assessing the need to notify a next of kin or carer on discharge is already generally endorsed in current discharge procedures and discharge checklists. In addition however, the existing NSW Health policy directive PD2005_082, Discharge Policy for Emergency Department at risk patients has recently undergone significant revision and important changes have been made with feedback from the first round of consultation. A second round of consultation is scheduled to take place from September 2013 and completion of the revised policy is expected early in 2014. Once published, a copy will be provided to your office.

The revised policy will mandate that every patient is reviewed before leaving the Emergency Department (ED). It will also require consideration of clinical and/or other concerns should the patient plan to be alone after discharge, including whether the patient’s next of kin should be advised.

The NSW Health policy PD2011_015 Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals,similarlyidentifies the use of a Transfer of Care Checklist in Section 5.1 on page 6. A discharge checklist has been developed specifically for ED and is now in use across the health system.

The response to the second recommendation which was made to the LHD and the DOFM is not as straight forward. Through the LHD, the Chief Forensic Pathologist DOFM Sydney provided a comprehensive response to this recommendation, and I note that you were consulted during the research undertaken in preparation of the DOFM advice. 

In brief, the DOFM advice does not support the recommendation as to notification under s20L of the Health Administration Act1982,noting a number of practical issues of concern which largely relate to the limited information available. For example, DOFM has advised:

· The DOFM does not have the information available to make an accurate assessment for notification under s20L. 

· The DOFM understands that such information is held and collated by the NSW State Coroner’s Office.  However, while the DOFM considers that the Coroner’s Office would be better placed to make such an assessment, the DOFM is happy to provide assistance (as appropriate).
· The DOFM advice considers that EDs do not have the ability to assess for notification under s20L, as usually there is very little information available when a person is dead on arrival (DOA) at hospital.
To ensure currency of this advice, the LHD also consulted with the EDs in their District, in particular to seek clarification as to whether people brought to the ED DOA could be identified within the routinely held Death Review Audits that are conducted at all facilities. In summary:

· Royal Prince Alfred Hospital ED is currently undertaking a review of people presenting DOA as a resourced quality project initiative.

· Canterbury Hospital plans to incorporate people presenting DOA into their current weekly Death Review which is also reviewed at Morbidity and Mortality Meetings.

Concord ED is of the view that as the information available on people presenting DOA is usually very limited, the Death Review cannot be relied upon to identify notifications under s20L.

The advice provided by the DOFM is detailed and complex and a page of the salient points that provide more background to the approach taken with this recommendation isbelow.  While the advice is that Magistrate Dillon’s second recommendation is not supported in the present form, I consider the concerns raised warrant further consideration. To this end I have asked the Ministry of Health to work with the CEC to identify a mechanism for forensic pathologists to provide rapid feedback to the relevant LHD where they identify potential outstanding concerns. The aim of this type of process would be to then enable an assessment through the LHD as to whether, looking at all the information available, the matter warrants a Root Cause Analysis (RCA). 

I trust that you will find this approach, as well as the actions underway in regard to the first recommendation, an assurance of the NSW Health commitment to improving patient safety, and that Magistrate Dillon will find the DOFM advice helpful.

Expert advice regarding the second recommendation to the Sydney Local Health District and the Department of Forensic Medicine

· S20L of the Health Administration Act 1982 defines the types of incidents where a Root Cause Analysis (RCA) team must be appointed to investigate the incident (see PD2005_634 – Reportable Incident Definition under section 20L of the Health Administration Act).  These are classified as incidents with “serious clinical consequences” and include fatalities in a range of circumstances, for example the death of a patient unrelated to the natural course of an illness, the suspected suicide of a person within 7 days of having been treated by a health service organisation, homicide committed by a person within 6 months of that person having received mental health treatment, and maternal deaths. 

· When a death is reported to the Coroner in NSW, police officers will complete a pro forma, the Form P79A (Report of Death to the Coroner), which is a document detailing the known circumstances surrounding the death at the time, as well as specific other information relating to the deceased such as the deceased’s usual medical carer, details of the next-of-kin, etc.  A copy of this form, which without ancillary documentation is typically 5 to 10 pages long, is also provided to the forensic pathologist for the purposes of the pathologist’s investigation of the death for the Coroner.  The majority of history and clinical information on a case is usually obtained from this Form, although there may also be other documents such as the Form A (Report of the Death of a Patient to the Coroner), the medical records, and various Statements.  During the investigation of the case, the Coroner also has access to other documentation in relation to the death, typically in the form of a Coronial Brief of Evidence and the results of police investigations, which are generally not available to the forensic pathologist. 

· Although the Form P79A can contain information germane to s20L, this is frequently not the case, and in any event the focus of the forensic pathologist is to assess the document in the light of the post mortem examination of the case.  Consequently the pathologist will not necessarily need to read all information provided in the Form P79A.  This would be especially the situation on for example a Monday morning where it would not be uncommon for a forensic pathologist having to review 40 or more fatalities in the space of about an hour, and make recommendations to the Coroner in relation to their medical investigation in the following hour.

· It is therefore highly probable that a significant proportion of cases reportable under s20L undergoing coronial investigation would be missed by forensic pathologists, either because the information was not included in the documentation provided, or that information was not of direct relevance to the investigation of the death, or because the sheer quantity of documentation to review would result in a high likelihood in it not been identified.

· Review of all case files with the aim of identifying whether a matter is a reportable case under s20L would involve a significant additional workload, and it would not be practical for the forensic pathologists to take on this additional role, considering their current workload and the impact this would have on outstanding case numbers.  Once the case has been identified, the incident would also need to be reported to the relevant Chief Executives (CE) via a Reportable Incident Brief (RIB), the preparation of which again involves considerable time.  Although a person, such as a nurse or other para-medical person could be employed to take on this role, there would be significant additional costs involved, especially on a state-wide basis.

· It is considered that such a function would be best handled directly by the Coroner’s office, which has all the relevant documentation and would be able to rapidly inform CEs of cases on that basis.  Given their close relationship with Coroners, forensic pathologists would of course be able to provide advice on and assistance in identifying reportable incidents to the Coroner.

	
	
	
	Sydney Local Health District and the Department of Forensic Medicine
	That if, when conducting post mortem investigations, staff specialist forensic pathologists working in the Department of Forensic Medicine consider that a case may fall within the scope of s20L of the Health Administration Act, the relevant Local Health District should be notified without delay.
	

	FUTURE – Next response
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	GILBODY Karen Anne  


	Deputy State Coroner MacMahon

4 September 2012

At Glebe 


	That Karen Anne Gilbody (born 3 July 1961) died on or about 1 July 1991 in or about Yagoona in the State of NSW. As to the cause and manner of her death, the evidence available does not enable me to say.
	Commissioner of Police 
	That the death of Karen Anne Gilbody be referred to the Unsolved Homicide Unit of the NSW Police Force for further investigation in accordance with the procedures and protocols of that Unit.
	On 6 June 2013 the Commissioner for Police, AP Scipione APM advised as follows:

“The matter has been referred to the Unsolved Homicide Team for

attention and will be captured on the unit’s database and progressed at the earliest opportunity.” 

	FUTURE – Next response
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	GURRAM AND RAMPAL  


	Deputy State Coroner 

Freund

19 October 2012

At Glebe 
	I find that Amit Rampal and Venkata Gurram both died on 12 June 2011 at Hawkesbury River Wisemans Ferry as a result of drowning.


	Director of Maritime Division, Roads and Maritime Services (RMS)
	That consideration be given

to developing a policy with respect to tenders to Class 4 Houseboats.
	On 27 May 2013, the A/ Director, Maritime, Mr Michael Wright, advised that 

 “On 1 July 2013 the Australian Maritime Safety Authority (AMSA) will become the National Regulator for all commercial vessels in Australian waters and RMS will be the NSW delegate of AMSA. This would mean that after 1 July 2013, AMSA will assume carriage of developing policy for tenders to houseboats. However, until 30 June 2013 current NSW legislation and policies apply to all commercial vessels including tenders to houseboats.

Currently, Part 10 of the Marine Safety (Commercial Vessels) Regulation 2010 requires all commercial vessels to have a safety management plan that identifies significant risks for the

operation of the vessel. This safety management plan specifies the controls the owner will use to manage risks. The transfer of people to a houseboat by tender includes risks such as capsize

and swamping, particularly if those hirers are inexperienced and do not understand requirements for loading and balancing to ensure stability. These risks are further heightened if the hirers are poor swimmers or unable to swim. The safety management plan for the vessel requires that these risks be identified and mitigated. There are significant penalties $11,000) for not having a safety management system. These requirements will continue to apply after 1 July 2013.

RMS has also written to all houseboat operators and provided a modified Sample Checklist.

The Safety Management Plan Guidelines for houseboats have been updated. The "Instruction to Hirers" section of these guidelines now highlights that children and non swimmers should be

encouraged to wear lifejackets when there is a foreseeable risk of them falling into the water.

Operators were also advised tenders that are hired out as an optional extra to a houseboat hire must be placed in the Hire and Drive licence scheme. A tender placed in the Hire and Drive

licence scheme would ensure that such tenders are made to comply with internal foam buoyancy requirements so that they will float level should they get swamped with water.

These vessels are then captured by the Marine Safety (General) Regulation 2009 (Clause 84A) which requires a lifejacket to be worn on vessels less than 4.8 metres in length in the following

circumstances:

• When boating alone;

• At night;

• On open waters;

• When directed to do so by the master of the vessel; and

• When the vessel is being used more than 200 metres from the shore to transport persons or goods between the shore and the vessel, or vessel and the shore or between vessels.

In addition, a lifejacket must be worn by any child on board who is under 12 years of age.”



	FUTURE – Next response
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	HAMILTON 

Daryl


	Deputy State Coroner Dillon

16 November 2012

At Glebe 
	I find that Daryl Hamilton died on 22 February 2012 at the St George Hospital, Kogarah, New South Wales

due to traumatic neck and hypoxic brain injuries

suffered in a high-speed powerboat race accident on

Kogarah Bay.
	NSW Roads and Maritime Services   
	.That NSW Roads and Maritime Services takes action

to amend the conditions of licences for powerboat

races under its jurisdiction to require that licensees

be required to conduct and manage the event in

accordance with the rules of the APBA (as amended from time to time and including requirements concerning the specifications of competing vessels and safety equipment of crews) or, alternatively,

(upon the request of the applicant for an aquatic

licence) under rules verified by an independent expert appointed by the RMS as being of an equivalent or higher safety and technical standard to

the APBA rules.
	Awaited 

	
	
	
	Minister for Transport
	That the Minister for Roads and Maritime Services (whichever is more appropriate) explore the

question of setting national safety standards for powerboat racing with their interstate equivalents through either the National Maritime Safety

Committee or another more appropriate

intergovernmental body with a view to establishing such standards in appropriate regulatory form.


	On 3 June 2013 the Minister for Roads and Ports wrote to the Attorney General as follows:

‘It should be noted that the Minister for Roads and Ports has responsibility for recreational boating related matters, not the Minister for Transport.

A new group responsible for national coordination of recreational boating safety activities, entitled Australian Recreational Boating Safety Committee (ARBSC), has been established.

ARBSC is comprised of the head of each Australian maritime jurisdiction and a representative from AMSA. It should be noted that the ARBSC does not have powers relating to setting national standards for recreational boating. The ARBSC also does not set national conditions for aquatic events as this is a matter for each

maritime jurisdiction. I am advised that the Coroner's recommendations will be raised at the next meeting

of the ARBSC which is scheduled for 13 June 2013. ARBSC members will be asked to consider the recommendations and any appropriate actions that may apply within their respective jurisdictions.’



	
	
	
	Minister for Transport and the

National Maritime Safety Committee
	That they consider the issue of licence conditions

for aquatic events and the question of safety capsules and harnesses and establish a short, economical but reasonable consultation process open to relevant bodies and individuals.
	The Coroner, in his recommendations, makes reference to the National Marine Safety Committee (NMSC). However, that organisation is to be wound up on 1 July 2013.

All of the NMSC commercial vessels safety activities have been progressively transferred to the Australian Maritime Safety Authority (AMSA), as part of the new national system for commercial vessel regulation.

	
	
	
	Recommendations were also made to the Australian Power Boat Association, which is not required to inform the Attorney General of its response.
	
	

	FUTURE – Next response
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	HARMAN 

Gillian Maree 


	State Coroner Jerram

17 December 2012

At Glebe 


	That Gillian Harman died on 9 February 2011 in a motor vehicle accident at the intersection of Faulkner and Newton Streets Armidale in the State of New South Wales.
	Minister for Roads
	That Roads and Maritime Services consent to a recommendation of Armidale Council that a Stop sign replace the Give Way sign at the intersection of Faulkner and Newton Streets Armidale. 
	On 26 November 2013, the Minister for Roads and Ports advised that the Give Way signs were replaced with Stop signs on 21 January 2013. 
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	6 Hostel Deaths 

(S. Batts,

 I. Takas,

D. Hudson

I. Birks

D. Mackellar

M. Ramzan)

	State Coroner Jerram

11 May 2012

At Glebe 


	.
	Minister for Health 
	5. I recommend a review also be conducted by NSW Health to consider the establishment of protocols for health service providers addressing annual mandatory reviews for residents living in Boarding Houses suffering from mental illnesses or conditions.


	NSW Health supports the intent of Recommendation 5 however, it cannot support the mandatory review element proposed as NSW Health has no authority to establish protocols mandating the practices of private health professionals. 

NSW Health has worked effectively with private health professionals in the management of people with mental health issues and will continue these partnerships. In recognition of the evidence regarding poor physical health of mental health consumers and interaction of mental health and physical health, NSW Health has undertaken the “Linking physical and mental health care” initiative. This initiative seeks to inform and support health professionals, mental health consumers and their carers in the identification and response to physical health care needs of people with longstanding mental illness. The guidelines for health professionals recommend an annual review of their client’s physical health care needs. 

Further, I would like to make particular comment on the Physical Health Mental Health Handbook (2009) that resulted from the ‘Teams of Two’ initiative, a joint project between General Practice (GP) NSW and MHDAO (a copy is enclosed for your information).  Importantly, one of the suggested approaches in the Handbook is the creation of effective partnerships between the consumer, carers, GPs and mental health clinicians, an approach that is reflected in your recommendations.

As I have received quite comprehensive advice in response to this recommendation, a summary is attached to this letter. Coroner’s Inquests are important processes in providing opportunities for continued improvements to the delivery of all health services across NSW by all health care providers.  I consider that our commitment to improving the physical and mental health of people with mental illness is clearly demonstrated in the attached documentation.

A suggestion has been put forward that there may be value in directing this recommendation to Medicare Locals, as identified in the Australian Government National Health Reform.  Given that residents of boarding houses are living in the community and are likely to benefit from primary care health assessments for the identification of  appropriate care and referral requirements, rather than this function being undertaken by specialist mental health services. 

More detail about the role of Medicare Locals can be accessed through the Australian Government website at http://www.yourhealth.gov.au/internet/yourhealth/publishing.nsf/Content/factsheet-gp-01
Additionally, opinion was offered that the financial implications of these recommendations are likely to be substantial given the recommendation (no. 1) to expand statutory requirements for the sector to all Boarding Houses that have the capacity to accommodate two or more people and the proposed delivery of such services through more expensive specialist services.

In recognition of the evidence about poor physical health of mental health consumers and the interaction of mental health and physical health, NSW Health has undertaken the “Linking physical and mental health care” initiative. 

This initiative seeks to inform and support health professionals, mental health consumers and their carers in the identification and response to physical health care needs of people with longstanding mental illness. The guidelines for health professionals recommend an annual review of their clients’ physical health care needs. 

For several years NSW Health, through the Mental Health and Drug and Alcohol Office, has been working with General Practice NSW (GP NSW) to develop and provide training and resources to support GPs who are caring for mental health consumers. One of these resources is “the physical health mental health handbook” which has been enclosed for your information [Tab 1]. 

This Handbook provides information about the health care needs of people with serious mental illness, as well as the impact of psychotropic medication on the person’s physical health. It also addresses the complexities of working with consumers with a mental illness or disorder, including the effect of enduring mental illness on the individual’s assertiveness and capacity for self-care.

Recently NSW Health has been successful in bidding for funding to establish the Boarding House Support Initiative (BoHSI) under the National Partnership Agreement: Supporting National Mental Health Reform. Under this Initiative, 200 packages of in-reach support services (which aims to identify, assess and determine care options that can improve mental health and wellbeing, increase functioning and social inclusion and assist in the recovery of mental illness) will be provided to eligible boarding house residents who have mental health issues.

The NSW Health Guideline GL2009_007 Physical Health Care of Mental Health Consumers has been identified as the standard of requirements to be met by the recommended review. A copy has been included for your information [Tab 2]. Also identified is section 5.3.1.5 from the NSW Health Policy PD2009​_027 The Provision of Physical Health Care within Mental Health Services which refers to the need to work collaboratively with primary health providers, including GPs and the importance of effective partnerships between mental health services and other health care providers. 

From the Inquest report it is not clear whether an adequate transfer of care (or discharge) plan was discussed or established for any of the patients who had access to mental health services while in-patient in hospital. A ‘shared care’ model of health care for people in the community depends upon the effective collaboration between the GP and other health services.

Among the guiding principles of the Memorandum of Understanding (MOU) between NSW Health and the Department of Ageing, Disability and Home Care (DADHC) for the Provision of Services to People with an Intellectual Disability and Mental Illness is the enabling of working relationships based on a shared sensed of responsibility for the provision of services to people whose needs overlap both agencies. 

Advice regarding Boarding Houses

The boarding house industry houses some of the most vulnerable and socially isolated members of the NSW community.  Estimates are that over 67% of the residents in the licensed boarding house sector have persistent mental health issues and require substantial levels of support.  The NSW Ombudsman tabled a special report to Parliament in August 2011 More than board and lodging: the need for boarding house reform which expresses ongoing concern about the safety, health and wellbeing of boarding house residents.

Boarding houses in NSW can be licensed or unlicensed.  If a facility is a Licensed Residential Centre (LRC), it is a private business enterprise, licensed by Ageing Disability and Home Care, NSW Family and Community Services (ADHC) under the Youth and Community Services Act 1973 (YACS Act). A license is required if the boarding house accommodates two or more people with a disability who require supervision or social habilitation.  Boarding houses in NSW are principally private for profit but there are a number of community housing providers, who also operate boarding house type facilities.
Boarding House Reform 

In 2008, an Interdepartmental Committee (IDC) on the Reform of Shared Private Residential Services was established to progress a whole-of-government approach to reform of the boarding house sector. 

The IDC is led by the Department of Family and Community Services and supported by the Department of Premier and Cabinet. Its members comprise agencies with a role in reform and industry regulation with NSW Health represented by MHDAO. The IDC undertook targeted consultation in early 2011 with the outcome being that there is a need for legislative reform to provide occupancy protections for residents and proprietors, and establish incentives to improve the quality of the accommodation. This position is consistent with the Ombudsman’s recommendations. In October 2011, in principle agreement was given to the need for regulatory and incentives-based reform of the boarding house industry and the IDC was reconvened to develop a proposal for that reform.

The Boarding House Support Initiative (BoHSI)

BoHSI services will assess and determine care options that can improve mental health and wellbeing amongst boarding house residents, increase functioning and social inclusion and assist in an individual’s recovery from mental illness.  The Initiative will also be a means by which to link people with a mental illness to other state-based services which may be appropriate to their needs. BoHSI will complement services provided to people in boarding houses through the Active Linking Initiative (with respect to skill development) and Primary and Secondary Health care services (which are generally limited to health needs such as podiatry, dental and physical health checks). BoHSI services are designed to complement the services delivered to Licensed Residential Centre (LRC) residents with a focus on individual skill development. The model will have a number of key components, including:

· Linking people into mainstream services, including living skills support to move people towards being able to live independently in the community (provided by the non-government sector (NGO) who will receive funding from the program).

· Strengthening partnerships to ensure collaborative planning, delivery and review of service delivery for consumers.

· Ensuring consumer access to the clinical support required to improve and stabilise their mental health (provided by NSW Health) in collaboration with ADHC’s Primary and Secondary Health Care services.

NGO support will be required to provide non-clinical support
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	HAYWOOD 

Marie Louise 


	Deputy State Coroner Dillon

21 December 2012

At Glebe 


	That Marie Louise Haywood died under treatment at the Campbelltown Hospital on 29 December 2008 as a result of multi organ failure caused by hepatorenal syndrome and sepsis.
	Minister for Health

South Western Sydney Local Health District 
	1.That patients admitted to Hospital for paracentesis ought not be discharged without being reviewed by a senior member of the treating team on the day of the proposed discharge.

2. That such patients are not to be discharged without review of all available pathology results.

3. That if some pathology results are outstanding at the time of the review, they be considered as soon as possible afterwards and that, if reasonable practicable, patients be requested to wait for that to be done before leaving the hospital. 

4. That if patients are discharged before full assessment of all relevant pathology results, a staff member, preferably one of the treating team, document and get in touch with the patient as soon as reasonably practicable if further review is indicated, requesting the patient to return to hospital for that purpose (or, if appropriate, to see their GP).

5. That the Local Health District consider maintaining full fluid balance charts, measuring inputs and outputs, for all patiens undergoing paracentesis.


	The Minister for Health responded to the NSW State Coroner on 2 July 2013 and advised:

Advice from the Chief Executive, South Western Sydney Local Health District (the LHD) is that the requirements in each of these recommendations have been addressed in the new local policy developed by Campbelltown Hospital, Guideline for Paracentesis MC_PD2013_523. A copy is attached [Tab 1]. The guideline was published in January 2013 and following comprehensive implementation, which will include an education component, an audit of patients discharged following an admission where paracentesis was performed will be undertaken to determine compliance with the new guideline. 

It has been agreed that the LHD will provide the audit results to the NSW Ministry of Health by October 2013. Once the results are available an update will be provided to your Office.

The factors surrounding Mrs Haywood’s untimely and unexpected death have been considered carefully and I trust that the approach taken to this matter and the actions identified will assure you that NSW Health is committed to learning from such tragedies and to continually improving the delivery health services to the people of NSW. 

Consultation with the Clinical Excellence Commission and relevant branches within the Ministry identified additional statewide initiatives and policies designed to address many of the matters raised in Magistrate Dillon’s recommendations. A summary of the measures that have, or are being implemented, across NSW is below. 

Reviewing diagnostic results:

In 2012, the Clinical Excellence Commission (CEC) released a Clinical Focus Report entitled Diagnostic Tests – How access and follow-up affect patient outcomes. The report found that failures in processes associated with obtaining and reviewing the results of diagnostic testing have the potential to compromise patient safety. The report concluded with recommendations designed to address such failures. Consequently the CEC will be coordinating a high-level working party across 2013, which aims to develop strategies to address the report’s recommendations and improve the management of diagnostic test results. 

Failure to recognise and manage sepsis:

Appropriate recognition and the timely management of patients with severe infection and sepsis has been identified as a significant problem in NSW hospitals and healthcare organisations around the world. The CEC Clinical Focus Report Review of Clinical Incident Reports - Recognition and Management of Sepsis found significant deficits in a range of clinical settings. Delayed treatment of patients with severe infection and sepsis is associated with high mortality rates and high costs to the healthcare system.

The Sepsis Kills Program was developed by the CEC and aims to reduce preventable harm to patients with severe infection and sepsis through early recognition and prompt treatment. Following a pilot study in five (5) Emergency Departments (ED) in 2010, implementation of Phase 1 commenced across NSW EDs in 2011. Phase 2 extended the program to hospital inpatient wards in 2012.  

Key elements of the program included a sepsis toolkit, a clinical pathway and an empirical intravenous antibiotic guideline for adults. In 2013 the program was further developed with specifically designed paediatric and neonatal guidelines and tools and implementation commenced across NSW paediatric services. More detail about this program is available at http://www.cec.health.nsw.gov.au/programs/sepsis   

A Sepsis Data Collection and Reporting system has been developed which enables real-time review and monitoring of hospital, Local Health District and NSW statewide sepsis data. 

Medical review for discharge:

The medical officer review of patients considered ready for discharge is mandated by the following NSW Health policy directives and guideline:

Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals (PD2011_015) mandates the need to identify and manage patient needs from the point of admission to hospital through to that care being transferred within the hospital and identifies patient health requirements as not ending when they leave hospital, rather that care continues on return to the community. A copy is attached for your information [Tab 2].

Medical Discharge Referral Reporting Standard (MDRRS) (GL2012_015) identifies the documentation of all procedures / investigations / tests and results as part of the discharge summary.

Health Care Records – Documentation and Management (PD2012_069) Section 2.8 states that results must be followed up and reviewed with notation as to the action required.  While it is noted that the policy does not explicitly state that results must be reviewed prior to discharge, Section 2.3.1 mandates the responsibility of the attending medical officer to review the medical management plan for the patient / client to ensure it is current and clinically appropriate.

Record keeping:

While there is no policy directly related to the maintenance of fluid balance charts for patients undergoing paracentesis, the following NSW Health policies support this recommendation.  The NSW Health policy Health Care Records – Documentation and Management (PD2012_069) mandates the documentation of care / treatment including the risk management of associated interventions and the comprehensive completion of all patient care forms and any significant change in patient status. Such documentation would include the fluid balance chart. This policy directive also provides a self assessment checklist, including audits for compliance with the policy. It is noted that this policy was published in December 2012 and therefore the checklist may not yet be utilised. 

The NSW Health policy Recognition and Management of Patients Who Are Clinically Deteriorating (PD2011_077) mandates the implementation of a local Clinical Emergency Response System, the NSW Health Adult General Observation Chart and a governance structure to ensure implementation and evaluation of the Between the Flags (BTF) program. The BTF program was designed to establish a ‘safety net’ for deteriorating patients by providing a framework to support clinicians in recognising the clinical indicators of deterioration and the need for prompt clinical review and management. A copy of this policy is attached for your information [Tab 3].

Supervision of junior doctors:

The systemic issue of inadequate supervision of junior doctors has been identified by NSW Health and in a number of Coronial Inquests and investigations by the Health Care Complaints Commission. The CEC has convened a statewide multidisciplinary working party to develop principles for supervision of clinical staff. To date the working party has developed a draft policy directive and supporting guideline on the requirements for the supervision of clinical care. Elements of the policy include supervising education and training of clinicians, the managerial requirements for effective supervision of clinicians and the roles and responsibilities for achieving best practice in supervision. 

The draft policy articulates that a Medical review of hospital patients by the Attending Medical Officer occurs within 24 hours of admission and frequently enough on an ongoing basis to ensure safe care. Further, the guideline includes the development of specific criteria designed as a trigger for junior staff to call supervising or more senior clinicians. The draft policy was disseminated to all Local Health Districts in February 2013 for consultation and the comments received are currently under review. Once consultation and editing is completed, the final policy will be submitted for publication across the NSW Health system.

Further advice provided to the NSW State Coroner on 20September 2013 by Director, Strategic Relations and Communications Branch, NSW Ministry of Health:

Further to previous advice from the Minister for Health (dated 2 July 2013) in response to recommendations made at the conclusion of Magistrate Hugh Dillon’s inquest, I am pleased to provide you with updated advice and evidence that finalises the Coroner’s recommendations. 

A copy of the Audit Report from the South Western Sydney Local Health District has been reviewed and while it is pleasing to note the degree of improvements captured in the audit, the LHD has identified that there is more work to be done and has advised that a further follow-up audit is scheduled for January 2014.

In brief, compliance has improved in some aspects of the required accuracy in documentation on the Fluid Balance Chart (for patients undergoing paracentesis). A copy of the Audit Report is attached for your information and records.
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	HOWELL Valerie Joyce 


	Deputy State Coroner MacMahon

4 September 2012-09-04

At Glebe 


	That Valerie Joyce Howell (born 20 April 1950) died on or about 3 July 1991 in or about Yagoona in the State of NSW. As to the cause and manner of her death, the evidence available does not enable me to say.
	Commissioner of Police 
	That the death of Valerie Joyce Howell be referred to the Unsolved Homicide Unit of the NSW Police Force for further investigation in accordance with the procedures and protocols of that Unit.
	On 6 June 2013 the Commissioner for Police, AP Scipione APM advised as follows:

“The matter has been referred to the Unsolved Homicide Team for

attention and will be captured on the unit’s database and progressed at the earliest opportunity.”

	FUTURE – Next response
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	IVANOSKA Helen and 

CHANNELL 

Jennifer  


	Deputy State Coroner Ian Guy

20  November 2012

At Wollongong 


	Jennifer Channell died on 18 April 2005 at 32 Pollock Crescent, Albion Park New South Wales from a Pulmonary Thromboembolism as a result of the development of Deep Vein Thrombosis following a fall and fracture of her lower leg. 

Helen Ivanoska died on 18 July 2011 at 27 Sierra Drive Horsley, New South Wales from a Pulmonary Thromboembolism as a result of the development of Deep Vein Thrombosis following a fall and fracture of her knee.
	Minister for Health 
	1.The creation of a Guideline/ Policy that addresses the need for patients with a lower leg fracture treated in the Emergency Department of a Hospital to be assessed and if appropriate, treated for the risk of Venous Thromboembolism (VTE). 

2.The most appropriate manner by which a patient’s Body Mass Index, being a risk factor for VTE can be recorded as part of any risk assessment process.

3.Developing an education program to remind Medical staff that treatment should be designed to meet the clinical needs of a patient regardless of whether there are specific Policies or Guidelines in place..
	The Minister for Health responded to the NSW State Coroner on 11 March 2013.

 Although an Inquest was not undertaken following Mrs Channell’s death, the similarities identified following the death of Mrs Ivanoska resulted in a decision to hold concurrent Inquests. As a result, Magistrate Guy made three recommendations to me as the Minister for Health

Following receipt of the report and the recommendations from this Inquest, expert opinion and advice was sought and received from the Agency for Clinical Innovation; the Clinical Excellence Commission; the Health Education and Training Institute; the Nursing and Midwifery Office, and the Illawarra Shoalhaven Local Health District (ISLHD). 

Not all recommendations were fully supported, with explanatory expert advice presented as an attachment (below) to this letter. 

While I acknowledge that Coronial findings present valuable opportunities for learning, I trust that the approach taken to this matter and the advice identified in this response will assure you that NSW Health is committed to improving patient safety and to continuing professional development.  

Recommendation 1: Supported: 

The NSW Health Policy Directive Prevention of Venous Thromboembolism (PD2010_077) mandates the assessment of risk of Venous Thromboembolism (VTE) in patients admitted to hospital and the provision of appropriate prophylactic treatment for those patients deemed to be “at risk”.     

While this policy does not currently articulate the need to consider risk assessments and prophylactic treatment for patients seen in the Emergency Department (and then discharged), the Clinical Excellence Commission (CEC) has advised that a revision that includes this recommendation in the policy will be considered.

Recommendation 2: Supported in principle: 

The above revision of the NSW Health Policy Directive Prevention of Venous Thromboembolism (PD2010_077) by the CEC will consider inclusion of options such as a checklist of predisposing and existing risk factors to determine VTE risk status. While the relevance of Body Mass Index (BMI) in relation to the findings of this Inquest are appreciated, the Agency for Clinical Innovation considers that assessing all patients is not the most efficient action for determining risk of VTE. Weighing patients (particularly if obese) is preferred as individual weight is used to calculate therapeutic doses of anticoagulant and other medications. 

The Nursing and Midwifery Office advise that one of the checklists on page 4 of the Adult Emergency Department Observation Chart (attached), is to assess BMI under the heading Waterlow Pressure Ulcer Risk Assessment Tool. This has been progressively implemented across NSW since November 2012. Additionally, the Illawarra Shoalhaven Local Health District (the LHD) proposes to ensure each patient’s height and weight (both used to calculate BMI) are measured and recorded on admission, thus making this data available to any clinician when a patient’s BMI is required. This approach will be formalised in the LHD Vital Signs Monitoring Policy, which is currently being developed.

Recommendation 3: Not supported: 

The Illawarra Shoalhaven Local Health District considers that the provision of individualised patient centred care is the basis upon which all health professionals provide care, and such an approach should already be at the foundation of all curricula leading to registration as a health professional. 

Additionally, the Health Education and Training Institute considers that a fundamental premise of undergraduate medical training is to instil adult learning and self-directed learning principles in graduate doctors. These principles will support medical staff awareness of appropriate medical knowledge, skill in interpreting policies and guidelines and the ability to match these skills or principles to the individual needs of their patients. 

Additional training programs are not considered an effective remedy for the matters identified in this Inquest. Appropriate levels of clinical supervision will provide greater assistance to junior medical staff in determining whether to make a decision driven by policy or by critical independent thinking based on individual patient need. A statewide approach to supervision of junior staff at the point of care is being progressed by the CEC. 
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	KITANOVSKI

Dragan, and

DAOUD 

Awad


	State Coroner Jerram

14September 2012

At Glebe 


	That Awad Douddied on 7March 2011 at Bankstown Hospital, of a cardiac arrest caused by anaphylactic shock following administration of an iodine contrast dye for the purposes of radiological imaging.

That Dragan Kitanovski died on 29 June 2011 at St George Hospital, Kogarah, of the combined effects of anaphylaxis and coronary atherosclerotic disease, following the administration of an iodine contrast dye for the purposes of radiological imaging.
	Minister for Health and the Australian Resuscitation Council
	1. That strong consideration be given to reviewing the guidelines and practice for patients experiencing anaphylactic shock to outline the treatment pathways for bronchospasm and anaphylaxis.

2. That Radiology Clinics be required to provide specific training to all staff in emergency resuscitation, and to maintain full emergency equipment including defibrillators and pulse monitors on site at all times.

3. That, where possible, Radiology Clinics, providing contrast dye imaging ensure that multi-lingual information forms and questionnaires outlining the foreseeable risks, and requiring full medical history information, are given to relevant patients and checked by staff before any procedures are undertaken.
	The Minister for Health responded to the NSW State Coroner on 24 April 2013.

The three (3) recommendations made to me as the Minister for Health and to the Australian Resuscitation Council have been noted. 

I also note that while Mr Daoud and Mr Kitanovski were pronounced dead at public hospitals (Bankstown and St George respectively), the events that preceded both deaths occurred in privately owned radiology practices. While radiology practices are not required to be licensed under the NSWPrivate Health Facilities Act 2007, they are regulated under the National Association of Testing Authorities, Australia. I am advised that mandatory accreditation with National Association of Testing Authorities (NATA) has also been linked to the payment of Medicare Benefits since 1 July 2008 for radiology and non-radiology services. On this basis the NSW Ministry of Health has taken the liberty of referring your recommendations to that organisation for their consideration and reply direct.

In preparing this response, further advice has been provided by the NSW Clinical Excellence Commission and both the Anaesthesia and Perioperative Network and the Radiology Committee of the NSW Agency for Clinical Innovation. These groups support the intent of the recommendations and detailed expert opinion has been presented in a summary of that advice attached to this letter. 

The opportunities provided by Coronial Inquests and the resulting recommendations are recognised as essential elements of NSW Health’s continual improvement philosophy.  I trust that this response and the information provided by clinical experts in this area will assure you that the provision of safe, quality health care services remains a continuing commitment for NSW Health.
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	LACEY

Ty


	Deputy State Coroner Guy

11 December

2012

At Wollongong 
	Ty Lacey died on 15 February 2010 at The Wollongong Hospital, New South Wales as the result of extreme prematurity.
	Minister for Health
	Consideration be given to the creation of a Guideline for the care and treatment of extremely premature babies in the Grey Zone of viability that includes the following --

· The gestational limits of the grey zone of viability

· The need to develop an informed management plan available to the parents   prepared after consultation between the clinicians and parents concerning on going treatment and the issue of intensive care and resuscitation 

· The parents are advised as to their rights concerning treatment, resuscitation and end of life decisions

· The wishes of the parents as to resuscitation and end of life decisions are to be specifically obtained and are to be considered of paramount importance

· The management plan is subject to change at any time after consultation with the parents.

· The need for education of the parents by way of an information package as to the stages of a high risk pregnancy including the risks to the mother and baby and what to expect in the event a baby is born stillborn or born alive but no resuscitation given.

· The need for counselling services being available for the parents throughout the pregnancy and in particular after birth in the event a decision is made not to resuscitate.

· The need for training of nursing and medical staff that encompasses the Australian Resuscitation Guidelines, end of life discussions with parents and explaining to parents the Palliative process in the event resuscitation is not to occur.

· In the event of shared care management between Hospitals, the need for ongoing exchange of information including through multi disciplinary discussions concerning patient care and any management plan.

	The Minister for Health responded to the NSW State Coroner on 26 November 2013.

Expert clinical and legal opinion has been provided from within the Ministry of Health from Legal and Regulatory Services and Clinical Ethics in the Office of the Chief Health Officer, from the Nursing and Midwifery Office, NSW Kids and Families, the Clinical Excellence Commission and from the Chief Executive and Director Clinical Governance of the LHD.

Recommendations 2 and 3 are supported and the actions taken by the LHD to achieve local implementation are well underway. A comprehensive plan of action has been provided with appropriate timeframes identified for completion and review of each of the initiatives.  

It is apparent that the approach taken by the LHD for these recommendations has focussed on sustainability of the required changes and this sustainability is reflected in the structured methodology applied to their progressive and continuing implementation.

In relation to Recommendation 1, NSW Health supports Magistrate Guy’s recommendation that a guideline be developed for the care and treatment of extremely premature babies in the grey zone of viability.
NSW Kids and Families advise that the perinatal care at the borderlines of viability is complex and in considering the creation of such a guideline, suggest that it would be framed around listing the important elements to assist clinicians when counselling parents. This approach acknowledges that counselling parents about extreme prematurity requires a delicate balance between parent’s wishes, biological feasibility, clinicians’ responsibilities and expectations, and the prospects of an acceptable long term outcome for the premature infant. 

Additionally I am advised that the Perinatal Advice Line has been reinstated by the NSW Pregnancy and Newborn Services Network. This 24-hour help line provides expert perinatal advice to clinicians on complex cases, including those cases where borderline viability is a factor. The NSW Health Handbook for Parents who may experience or have experienced premature birth (including in the grey zone of viability) is being comprehensively revised by a multidisciplinary group of expert clinicians through association with the Network. This revised booklet will provide valuable information to parents. 

I trust that the approach taken to this matter and the actions identified in this response assure you that NSW Health is committed to continually improving the delivery of care to the people of NSW and particularly to women and families facing a tragedy such as experienced by Mr and Mrs Lacey.

Summary of NSW Health Advice

Recommendation 1 

That the Minister for Health consider the creation of a Guideline for the care and treatment of extremely premature babies in the Grey Zone of viability (with particular focus that the wishes of parents are of paramount importance) 
Expert clinical and legal opinions from the Ministry of Health offer the following comments and caveats as to what would best answer the Coroner’s concerns:

· NSW Health supports the Coroner’s recommendation that the Minister for Health consider the creation of a Guideline for the care and treatment of extremely premature babies in the Grey Zone of viability.

· It is anticipated that the development of a draft Guideline would take 12-18 months to complete and then seek broader consultation. Once completed, a copy will be provided for your information.

· The guideline should have an emphasis on consensus building and iterative communication between treating clinicians and parents so that decisions are made in the best interests of the borderline newborn. For example, in cases where there is clear non-viability and/or futility of continued treatment, the plan should reflect the principles in NSW Health GL2005_057 Guidelines for end of life care and decision making. This guideline is under review. 

· Some concerns are covered in part by NSW Health policy PD2008_027 Maternity - Clinical Care and Resuscitation of the Newborn Infant which is currently under review.
· Important advice for parents is the NSW Health information booklet, Outcomes for Premature Babies which is under revision by the NSW Pregnancy and Newborn Services Network (PSN) Executive. A completion date is not yet known.

· The Ministry of Health is developing a form to be used across the health system to document Advance Resuscitation Orders for patients in acute care settings, which will be used in consultation with patients and families. Completion is not expected before the end 2013.

· The principles established at common law, and in the NSW Framework for Maternity Services (2000) and Towards Normal Birth Policy Directive PD2010_045 should be reflected in any such document. These principles define the aim of maternity services as the provision of safe, effective, collaborative maternity care that addresses each woman's specific needs and achieves desirable health outcomes for the mother and baby.

· The Guideline would recognise the need for transparent and appropriate consideration of the parents’ wishes, however there are legal and operational issues with recognising parents’ wishes as the “paramount” consideration.  It is proposed the Guideline will be consistent with the well established principle that medical practitioners are not obliged to render treatment where to do so would be medically futile or not otherwise in accordance with generally accepted standards of medical practice.

Recommendation 2   

That the Illawarra Shoalhaven Local Health District (ISLHD) consider a review of the High Risk Clinic appointment scheduling, to improve continuity of care for high risk patients.

Local implementation of recommendation 2 is well underway through the following initiatives:

· The Department of Obstetrics at Wollongong Hospital has developed a Continuity of Care model for women with high risk pregnancies. The model is outlined in the attached Project Management Plan.

· The scheduling review has resulted in changes to the rostering arrangements and the times of scheduling the clinics. However, in the context of a public health system, while it cannot be guaranteed that a pregnant woman will be seen by the same registrar each time she attends this clinic, the recruitment of midwives for the clinic provides greater continuity. This action is further supported by assigning a staff specialist to each woman, who will be available for consultation as required.
Recommendation 3

That the Illawarra Shoalhaven Local Health District (ISLHD) consider education of staff of the importance of accurate recording of the minutes of Morbidity and Mortality meetings including conclusions and recommendations for Hospital management, with a regular audit of compliance.”

Local implementation of recommendation 2 is well underway through the following initiatives:

· Wollongong Hospital has introduced the use of proforma documents to regulate the form and content of the minutes of the morbidity and mortality meetings, including provision for conclusions, recommendations and referral for action. 

· Opportunities to review processes also exist through compliance with the NSW Health PD2011_076 Hospital Procedures for Review and Reporting of Perinatal Deaths. The mandatory requirements of the perinatal morbidity/mortality committee include the evaluation of circumstances surrounding the death, including contributing factors, and on the basis of such considerations, development of recommendations to improve processes of care (including feedback to clinicians).

· The Department of Obstetrics has also introduced the Obstetric Clinical Incident Notification Form which enhances the statewide system of incident notifications (Incident Information Management System or IIMS) in that it enables incidents or matters of concern to be followed-up while the patient, family and clinical staff are still present.

· The LHD has advised that while the new system is only newly implemented, early indications are that it is achieving the desired result.



	
	
	
	To Illawarra and Shoalhaven Local Health District
	Consideration be given to —

· A review of the High Risk Clinic appointment scheduling to improve continuity of care of a high-risk patient.

· Education of staff of the importance of accurate recording of the minutes of Morbidity and Mortality meetings including conclusions and recommendations for consideration by Hospital management and that there be a regular audit of compliance 


	Awaited
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LAUDISIO-CURTI

Roberto 


	State Coroner

Jerram 

On 14 November 2012 

At Glebe 
	That Roberto Laudisio-Curti died shortly after 6am on 18 March 2012, in Pitt Street Sydney, in the State of New South Wales, of undetermined causes, in the course of being restrained by  members of the New South Wales Police Force. 
	Commissioner of Police 
	1. That the conduct of Officers Barling, Cooper, Lim, Edmondson and Ralph in

their actions during the pursuit and restraint of Roberto Laudisio Curti be

considered for disciplinary charges.

2. That the actions of police during the pursuit and restraint of Roberto Laudisio

Curti be referred to the Police lntegrity Commission,

3. That there be an  immediate review of the contents of the relevant NSW

Police Standard Operating Procedures and associated training relating to the use of Taser, OC spray, handcuffing, restraint and positional asphyxia, to : 

 a) ensure that officers are aware of the dangers of a

i. positional asphyxia;

ii. the multiple use of Tasers and their use in drive stun mode,"

iii. the multiple use of OC spray,"

 b)  ensure that guidance provided to officers is clear and consistent, in particular removing the term "exigent circumstances";

  c) review the criteria for the use of Tasers;

  d) consider imposing limitations on the use of Taser in certain

circumstances;

 e) consider prohibiting the use of Tasers in drive stun mode, other than where officers are defending themselves from attack;

f) improve training techniques and education in the appropriate and/or prohibited use of all the above;

g). consider whether Probationary officers should be authorised to carry Tasers;

h) ensure that the safe management of risks of asphyxia by crush,

restraint or position are included not only in SOPs for the use of OC spray but wherever use of force must be applied to a person by

a police officer;

4. That there be a review of communication procedures to ensure that signs of mental disturbance in any person the subject of a police report be

communicated, and officers trained further to respond accordingly.

5. That there be an examination of NSW Police VKG procedures to ensure

accurate categorisation of any incident reported.


	By letter to the Attorney General dated 15 May 2013 the Commissioner for Police AP Scipione APM advised as follows:

“I accepted the recommendations when the State Coroner handed down her findings on14 November 2012 and since that time work has been underway in the NSW Police Force to see to their implementation.

Recommendation 1

The alleged misconduct of officers Barling, Cooper. Lim, Edmonson and Ralph was registered on the NSW Police Force complaint system under Catsi reference P1201191 on 20 March 2012.

Recommendation 2

On 20 November 2012, the NSW Police Force received formal advice from the Police Integrity Commission that it would be taking over the investigation of complaint P1201191.

Recommendation 3(a)

Instruction on the risk posed by positional asphyxia is now included in every use offorce training manual (it was previously referenced in 10 of the 32 manuals) and every reality based training scenario. Cautionary information on multiple Taser use appears in the Guiding Principles section of the SOPs (Section 3), and is repeated with additional context in Sections 8.4 and 9.1. And, while it is not accepted that there is significant danger posed by multiple applications of OC spray, training will continue to emphasise both that officers should "spray, move, assess" and prohibit the

use of OC spray as punishment.

Separate instruction on the dangers associated with multiple use of Taser in drive stun mode was not included in the absence of evidence that the dangers posed differed

from those associated with Taser use in probes discharge mode.

Recommendation 3(b)

The term exigent circumstances has been replaced in the SOPs with exceptional circumstances in all cases but for those where reference is made to the National Guidelines for High Risk Incidents. Exigent circumstances is a term used in those

Guidelines. More broadly, the Taser SOPs have been rewritten

in a clearer, more user friendly format.

Recommendations 3(c) and 3(d)

The criteria for use of Taser have been reviewed and updated to provide clearer instruction on mode of use (draw and cover, discharge) and the circumstances where Taser use would not generally be considered appropriate (Sections 7, 8 and 8.1).

Recommendation 3(e)

Consideration was given to the prohibition of Taser use in drive stun mode except for officer protection but was rejected on account of the need to make available to officers the fullest range of tactical options to handle the myriad of situations they confront. That said, use of drive stun (over probes discharge) mode is discouraged but

for action at close quarters and inappropriate use of drive stun or

indeed any Taser action that falls outside of the SOPs or their intent may be the subject of remedial action or may be dealt with as a complaint.

Recommendation 3(f)

Training in use of force techniques, including in Taser, is updated to reflect the outcome of reviews and revised operating procedures. A substantially redeveloped Taser course commenced in July 2013.

Recommendation 3(g)

It was concluded that Probationary Constables should continue to be allowed to carry Tasers. Precluding them from doing so would remove an available tactical option and may very well be to the detriment of those against whom the Taser would otherwise

have been directed.

Recommendation 3(h)

Material has been added to training materials to ensure that the risks of positional asphyxia are addressed in all use of force education

.
Recommendation 4

It is established procedure taught in training and included in SOPs that when a triple zero (000) operator receives information on the mental state of a person to the effect that the person is suffering from or has suffered from mental health concerns, then that information is entered in to the narrative of a Police computer aided dispatch (CAD) message. If stored warnings in the Computer Operational Policing System  (COPS) show that the person has previously had mental health issues and this information is relevant to the situation and necessary for the safety of officers, the

person or others, then it, too, is available for broadcast. This procedure, on review, was deemed to provide officers with appropriate notice.

The NSW Police Force has introduced mental health training for all police.  On 24 February 2014 roll-out of the One-Day Mental Health Workshop commenced.  The workshop, which offers a mix of operational, tactical and clinical based presentations that provide graduates with a practical skill set to assist them in meeting the challenges of responding to the ever increasing number of mental health crisis events within the community, will be delivered to 13500 over the next two years, and, henceforward, to all new recruits to the NSW Police Force.

The One-Day Workshop compliments the Specialist Four Day Mental Health Training Course already in place, giving the NSW Police Force a two tiered mental health training system for its officers .

Over 1300 officers have undertaken the Four day course to this point and these officers are now designated first responders to mental health incidents occurring within their Local Area Commands.

Recommendation 5

VKG procedures were examined and adjusted to ensure incidents are accurately categorised. The incident involving Mr Laudisio Curti was mistakenly broadcast as an armed robbery. It should properly have been recorded as a robbery with an associated factor of occurring now. To prevent a recurrence of this type of incident and to better align the CAD categories with the SOPs followed by VKG telephonists, a single category for robbery has been introduced which leads to sub categories of armed robbery and robbery no

weapon.

Additionally, a project is underway to upgrade recording systems so that telephonists will be prompted by screen based triggers flagging the requirements for the specific incidents they are creating. Once in place, this system will improve the quality and consistency of information delivered to frontline police as well as promote adherence to the telephony SOPs.
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	LIGTERINGEN  

Joshua 


	Deputy State Coroner Freund

12 October 2012

At Glebe 


	That Joshua LIGTERINGEN died on 26 January 2011 at Blacktown Hospital. His direct cause of

death was Sepsis, complicated by an Inter uterine growth restriction subject to high grade

chronic villitis of unknown aetiology.
	Director General of NSW Health   
	That the Director of Forensic Medicine give consideration to amending the Forensic Pathology

- code of practice and performance standards in NSW (in conjunction with The Perinatal

Society of Australia and New Zealand) to include an additional appendix in relation to

standard guidelines to performing autopsies on infants who have died shortly after birth (and

are not of a forensic nature). Such guidelines should include (in the event a specialist

paediatric pathologist is not available):

1. The weighing of the placenta with and without cord and trimmings;

2. taking samples or slides of the umbilical cord from both the maternal and baby end;

3. take a minimum of five sections/samples of the placenta.
	The Minister for Health responded to the NSW State Coroner on 26 November 2013.

In relation to the recommendation made by Magistrate Freund, I am pleased to advise that the Department of Forensic Medicine, NSW Forensic and Analytical Science Service, has commenced discussions with the Royal College of Pathologists Australasia and the Perinatal Society of Australia and New Zealand to develop guidelines for paediatric post mortems. I am advised that once these discussions are completed this matter will be referred to the relevant committees in the Ministry of Health and the Ombudsman’s Office for consultation. 

Once these guidelines have been finalised they will be included as an additional appendix to the next revision of the Forensic Pathology Code of Practice and Performance Standards in NSW. A copy of these guidelines will be provided to you once completed.

Further to this, collaboration has commenced between the Department of Forensic Medicine and relevant stakeholders and in principle agreement has been reached in relation to the process for autopsies of perinatal deaths and other cases.

Perinatal deaths: 

· If at all possible, clinicians and hospital administrators should be encouraged to write perinatal death certificates and refer the case to paediatric pathology departments for investigation. 

· In those cases where the death is reported to the Coroner, the optimal outcome is for the “routine” perinatal death to be investigated primarily by a paediatric pathologist in a paediatric pathology department. Such cases are preferably approached as non-coronial autopsies, even if referred to the Coroner. 

· If the autopsy is to be performed by a forensic pathologist, the guidelines detailed in NSW Health Department PD2007_025 (Stillbirths – Management and Investigation) should be followed. In such cases, the placenta should be referred to a paediatric pathologist for examination in the first instance. 

· A new appendix relating to perinatal death investigation will be included in the next revision of PD2012_049 (Forensic Pathology – Code of Practice and Performance Standards in NSW). 

· The issue of perinatal death investigation will be raised at committee level in the Ministry for Health and the Ombudsman’s Office. Relevant committees include the Perinatal Death Committee, the Child Death Review Committee and the Sudden Infant Death Advisory Committee. 

Other cases: 

· With very few exceptions, coronial autopsies in these cases will be performed at Department of Forensic Medicine by a forensic pathologist. 

· There may be specific circumstances in cases which could lead to a request for attendance by a paediatric pathologist at the time of autopsy at Department of Forensic Medicine, or the autopsy may be performed at a paediatric pathology mortuary. Such attendance will be at the sole discretion of the paediatric pathologist. 

Much more commonly, telephonic consultation and review of microscopy may be sought.
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McILQUAM 

Michelle  


	Deputy State Coroner Dillon 

At Glebe 

On 8-11 November 2012
	That Michelle McIlquham died on 19 May 2009 at Bankstown Hospital New South Wales due to undiagnosed acute streptococcus pneumonia meningitis (with left sided otitis media being the antecedent cause).
	NSW Minister for Health 

South West Sydney Local Health District 
	I recommend that the Minister for Health and the

South West Sydney Local Health District (or whichever is more appropriate) consider

implementing the following practices, clinical policies and guidelines or revisions to current policies or guidelines:

(a) That there be a nursing assessment of any "specific high risk patient" (as defined in the Bankstown Hospital protocol "Emergency Department Supervision" BNK_GL2010 001) triaged categories 1, 2 and 3 before he or she is physically discharged from the Emergency Department if that has not taken place within 30 minutes of his or her last review and the patient remains within the physical confines of department.

(b) That there be a nursing assessment of any patient who requires physical assistance to be transferred from their bed to their mode of transport on discharge unless it is clear that the need for physical assistance was assessed by a doctor at the

time of the clinical decision to discharge.  Alternatively, I recommend that NSW Health or the Local Health District (as the case may be) consider amending its standard emergency department discharge protocols to include a warning on the discharge documentation that if a patient requires physical assistance to leave the Emergency Department he or she ought not be discharged

unless it is clear that the need for physical assistance

was assessed by a doctor at the time of the clinical

decision to discharge.

(c) That a guideline that all patients with a presenting complaint of seizure, but who do not have a previous history of seizures, should be assessed by a senior doctor in the Emergency Department, and if a senior doctor is unable within 30 minutes to assess the patient, a full blood count and any other tests that ought be included in a standard battery of tests for such a patient should be ordered.

(d) That all patients presenting with a GCS score

of less than 15 should have their GCS assessed on

admission and prior to discharge.

(e) That all patients who on presentation were triaged categories in 1, 2 or 3 with developmental disability should be assessed by a senior doctor before discharge.

(f) That there should be an annual education of all clinical staff in the Emergency Department in relation to detection of signs of risk factors, signs and symptoms of sepsis in patients presenting to an emergency department. AND further that the clinical education should include information on tests or investigations that can be performed to identify sepsis in patients and subsequent management with rapid intravenous antibiotics, fluids and source control.

(g) That a junior medical officer's differential diagnosis should be documented in the patient's clinical record in the Emergency Department. At

Bankstown Hospital, the appropriate place and time

for this may be when the Presentation Plan is

formulated.

(h) That Section 1 (entitled "Emergency Department Patient Assessment and Review") of the Bankstown Hospital Emergency Department Supervision Guideline be reviewed in accordance with these findings.

(i) That the Local Health District consider including in the in house training given to

Emergency Department staff (medical and nursing) a

regular session on mental and physical preparation

for a shift and selfcare

during a shift.

j) That, in an appropriate forum or manner, the

Local Health District emphasise to Nursing Unit

Managers and to senior doctors supervising

Emergency Departments that the efficiency of their

staff will be improved by attention being paid to selfcare, especially rehydration, during shifts.

(k) That the Local Health District consider developing a poster or notice that can be placed in Emergency Departments warning staff of the effects of fatigue and urging staff to rehydrate regularly and eat light meals during the shift.


	The Minister for Health responded to the NSW State Coroner on 23 May 2013 and advised:

There were 11 recommendations made to South Western Sydney 

Local Health District (SWSLHD). These recommendations have been carefully considered and I am pleased to advise that both local and 

state-wide initiatives address these matters, with the implementation of sustainable actions. It is noted that Bankstown Hospital has taken 

action to improve systems and change structures.

The Chief Executive of South Western Sydney Local Health District (SWSLHD) has advised that there have been a number of initiatives developed and implemented as a result of Ms McIlquham’s death. 

This has included implementation of the Emergency Department Supervision guideline (BNK_GL2010_001) which was developed to 

ensure that high risk patients are discussed with the Senior Medical 

Officer prior to discharge.

This policy includes assessment of patients with seizures by a Senior Medical Officer when there is no previous history of seizures. A  

‘Careset’ of investigations, that should be ordered for a patient with 

a presenting complaint of seizure if a senior doctor is unable to 

assess a patient within 30 minutes, is currently available. In keeping

 with other NSW Health initiatives such as the Between the Flags 

Program which relates to detection and management of the 

deteriorating patient, the NSW Health Sepsis Kills Project was 

commenced in 2011 at Bankstown-Lidcombe Hospital.  

Discharge protocols are an established practice in the Emergency Department (ED) and are included in the ED Orientation manual for medical staff. Currently should there be any concerns at discharge, nursing staff are guided by a local escalation policy (BNK_PD2010_108) that was developed in 2010 through a Root Cause Analysis (RCA) recommendation.

Specific Emergency Department staff orientation and on-going 

training programs have been established for clinical staff. This has 

included training and compliance in documentation used in the Emergency Department. The policy “Emergency Department Patient 

Assessment and Review” along with Bankstown Hospital Demand Management Plan is currently under development with an 

anticipated implementation plan by the end of May 2013.
The SWSLHD Disability Plan 2008-2011 included development of 

four clinical guidelines by SWSLHD and Sydney Local Health District (SLHD) clinicians to inform and support assessment, treatment, 

care and interaction with patients with disabilities. This included the development of a local guideline for the management of patients with disabilities in the ED which was implemented in 2012 at Bankstown-Lidcombe Hospital. The SWSLHD Policy Directive, Advocacy for 

People with Disabilities covers the risks, responsibilities and contact details of agencies that provide advocacy within SWSLHD. In May 2012, laminated “Guidelines For Caring for Patients with A Disability 

Attending An Emergency Department” were distributed and provided to guide ED staff in the provision of care in the acute setting. 

The SWSLHD Centre for Education and Workforce Development 

(CEDW) offers an e-learning course for all staff on Customer Service for People with a Disability. 

To date 111 Bankstown Hospital staff have completed the online 

course and a reminder has been sent to others to undertake this course.

Through consultation with relevant branches in the Ministry,

 additional initiatives, policies and projects designed to address 

many of the matters identified, have or are being implemented across NSW. A summary of these measures is attached. (below).

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 a process of continual improvement in the delivery of care to the people of NSW. 

Examples of initiatives undertaken by the NSW Ministry of Health, the Clinical Excellence Commission and the Agency for Clinical Innovation

In preparation of this response, advice has been received from the Chief Executive of the South Western Sydney NSW Local Health District (SWSLHD), from expert clinicians in the Nursing and Midwifery Office (NaMO) and Government Relations Branch in the Ministry of Health, and from the Clinical Excellence Commission (CEC) and the Agency for Clinical Innovation (ACI). 

NSW Health is committed to meeting the health needs of people with intellectual disability and there are currently two main policies that inform this – the NSW Policy Directive - Disability - People with a Disability: Responding to Needs During Hospitalisation and the Service Framework to improve health outcomes for people with intellectual disability.
NSW Health PD2008_010 Disability - People with a Disability: Responding to Needs During Hospitalisation describes the responsibilities of all staff working in hospitals when caring for people with a disability and provides a framework for the provision of care during hospitalisation. This policy should be used in the development of local policies and procedures to improve the care provided to people with disabilities when they are hospitalised. This policy highlights the importance of health professionals familiarising themselves with the support network, including parents / carers of a person with a disability. Carers / parents of a person with a disability should be recognised, respected and valued in the hospitalisation process.

The Service Framework to improve health care of people with intellectual disability is NSW Health’s response to: 

· promote a broader understanding of the health needs of people with intellectual disability and their right to effective services and care; and

· improve the quality, range, consistency, accessibility and integration of services necessary to meet the health needs of people with intellectual disability.
As part of the Service Framework NSW Health has initiated the following innovative programs to improve services for consumers with a disability.

In January 2011, NSW Health funded a specialist multi disciplinary team for people with intellectual disability living in rural and regional NSW. The pilot project focuses on people with intellectual disability who have complex or chronic health conditions in the Illawarra Shoalhaven region. The Pilot seeks to improve existing health care services through video consultations, training of health professionals and support for local health and disability infrastructure. This pilot project is hosted by South East Sydney Local Health District (SESLHD). The project receives ongoing support and monitoring from NSW Health. Two new pilot sites are being considered for development based on the SESLHD model. 

In 2012, two additional Specialised Clinical Service Pilots commenced in Northern Sydney Local Health District and South Western Sydney Local Health District to address the health needs of people with intellectual disability. These pilots builds on the existing flagship model of service provision within South Eastern Sydney Local Health District with the aim of developing a sustainable specialised health service for people with intellectual disability. The pilot projects aim to develop an innovative partnership model for the access to a comprehensive and coordinated range of health services for people with intellectual disability and their carers living in regional and rural areas of NSW. 
In addition, NSW Health has funded the Agency for Clinical Innovation (ACI) to establish a network for Intellectual Disability (ID Network) made up of professionals, clinicians, non-government agencies, carers and consumers. The ID Network aims to improve primary and specialist care for people with an intellectual disability.

The evaluation of the Service Framework- the three pilots and the ACI Intellectual Disability Network, will be conducted  between 2012-15.

Disability Action Plan 2009-14

The Department of Health Disability Action Plan 2009-2014 outlines the actions taken and commitments made by the Department of Health to reduce barriers facing people with disability accessing departmental employment or services.

Positive Initiatives undertaken as part of the Disability Action Plan include:  

· Being a Healthy Woman: an educational resource for women with intellectual disability, their families, health care providers and support workers was published and copies were circulated to every group home and large residential facility in NSW. It has been translated into five community languages and can be downloaded in English, Dinka, Traditional Chinese (Mandarin), Vietnamese, Korean or Arabic from the NSW Health website. The book is available through the Better Health Centre (02 9816 0452).

· The development of a training package for General Practitioners was funded to improve communication with people with intellectual disability (available at http://www.gpsynergy.com.au). The training package for General Practitioners can be downloaded by any training body and adapted to meet their needs. 

NSW Health PD2011_077 Recognition and Management of Patients who are Clinically Deteriorating mandates the implementation of a local Clinical Emergency Response System, the NSW Health Adult General Observation Chart and a governance structure to ensure the Between the Flags program or equivalent is implemented. Between the Flags program comprises five elements: governance; a standardised observation chart; a clinical emergency response system; education and performance indicators. In addition an Adult Emergency Department Observation Chart is available for use in line with this program.

The Between the Flags program provides the framework to support clinicians in recognising clinical indicators of deterioration and the need for prompt clinical review effectively establishing a 'safety net' for deteriorating patients. The policy directive mandates that all clinicians involved in front line care complete all education components relevant to the Between the Flags Program including standards to recognise and manage patients whose condition may deteriorate. These components are provided as an e-learning package known as DETECT (Detecting Deterioration, Evaluation, Treatment, Escalation and Communicating in Teams) which is specifically designed for front line clinical staff to more effectively recognise and manage patients who are clinically deteriorating. It is therefore important to not only ensure that all frontline clinical staff have completed the DETECT program, but that the implementation and application of this policy is of priority and is consistently monitored and supported by the appropriate service.

The CEC has advised of the inclusion of a section 'Authorisation from discharge from ED to home' on the Adult Emergency Department Observation Chart. This section is to be signed by the ED Medical Officer authorising patient safe for discharge. The chart is available in both electronic and paper form. The Nursing and Midwifery Office (NaMO) also notes that even though the discharge / transfer of patients from ED is the primary responsibility of medical officers, the Nursing Unit Manager (NUM) or nurse in charge of shift shares this responsibility and also signs this form to ensure patients are safe to discharge.

The joint ACI and CEC Severe Infection and Sepsis Project called Sepsis Kills is working to reduce preventable harm to patients through improved recognition and management of severe infection and sepsis in Emergency Departments and inpatient wards throughout NSW. Emergency Department implementation commenced in May 2011 and is being undertaken in collaboration with the Emergency Care Institute. The ACI/CEC Sepsis Kills Project team provides support to the fifty (50) participating Level 3-6 Emergency Departments via telephone, monthly teleconferences and site visits. A component of the Sepsis Kills project is a sepsis toolkit which includes the following resources: the sepsis clinical pathway, first dose empirical intravenous antibiotic guideline, implementation plan and education resources. The Sepsis Kills education resources aim to promote essential knowledge and assessment skills necessary to recognise and manage the patient with sepsis with emphasis on supporting junior clinicians. A generic adult sepsis pathway has been developed to support recognition of severe infection and sepsis in the emergency setting and to give clear guidelines for severe infection and sepsis notification, escalation and initial management. It should be noted that the ACI / CEC’s “Sepsis Kills” program and its associated education is illustrative of the development of a program based on evidence and the importance of a problem (up to 60% of deteriorating patients have sepsis) and the availability of an effective intervention (early recognition and administration of antibiotics).

NSW Health PD2009_060 Clinical Handover - Standard Key Principles mandates the implementation of a standard set of key principles for all types of clinical handover by all clinicians in the NSW Health system. The implementation of the Safe Clinical Handover key principles as developed by the Acute Care Taskforce is supported and it is believed that these principles will contribute to the recognition and management of a deteriorating patient.
The NSW Health policy Emergency Patients Awaiting Care PD2010_075 states 'all waiting patients should be regularly reassessed, particularly if they wait longer than the allotted triage category time'. As a result of this case there may be a need to review the policy and consider changes to reflect the need for patients to be assessed once triage waiting time has expired. It was noted that the Nurse Unit Manager (NUM) on duty had informed medical officers of Ms McIlquham’s condition and had escalated her priority on the waiting list.

PD2012_013 Closed Head Injury in Adults - Initial Management mandates all health services to have local guidelines/protocols based on this clinical practice guideline in place in all hospitals and facilities likely to be required to assess or manage patients with a closed head injury. These guidelines are not intended to replace the need for the application of clinical judgement on each individual presentation of a closed head injury. This policy directive is intended for use by clinicians in all facilities which provide initial care to the mild, moderate and severely head injured patient. The practical evidence based recommendations are regarded as a safe and appropriate approach to the acute management of adults with closed head injury.

The CEC is currently chairing a group to develop a new NSW Health policy on the supervision of health care clinicians which should include a clear definition of who should be recognised as the appropriate senior clinicians to supervise experienced staff. Such a policy should outline clinician / practitioner responsibilities and accountabilities. There is also an acknowledgement that health practitioners / clinicians must adhere and practise within their scope of practice as per appropriate professional standards, guidelines and NSW Health PD2012 018 Code of Conduct.
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	NICOL Edna


	Deputy State Coroner Dillon

On 23-26 July 2012

At Glebe 
	That Edna May Nicol died on 7 May 2008 at Concord Hospital Concord NSW due to cardiohypertrophy in a setting of heavy and rapid blood loss due to a haematoma around the site of entry in her right groin for an angiogram performed on 20 April 2008.
	Minister for Health  and the Sydney Local Area Health District 
	1) That the Canterbury and Concord Hospital protocol for post angiogram management be amended to incorporate the following instructions:

When a haematoma is suspected to have developed following initial haemostasis at the site of a recent femoral access puncture the following steps should be taken:

a) Immediately apply digital pressure to the site of bleeding;

b) Assess and treat haemodynamic compromise

c) Transfer to High Dependency Unit for closer observation.

d) If on anti-coagulant and / or anti platelet drugs consider stopping these drugs and reversal of anti-coagulant and factor/ platelet replacement. 

e) Once bleeding controlled, arrange urgent

f) femoral ultrasound to exclude false aneurysm or AV fistula

g) If haematoma is large or not responding to initial management, contact surgical registrar for urgent review and consideration for surgical repair.

2) That these instructions to be reduced to a simple

checklist and placed in or on the patient's notes.

It may also be appropriate to keep this checklist

elsewhere in an easily accessible form, such as a

poster on the wall of the recovery room or ward.

3) That where sufficient resources are available, a

patient with a complex cardiac condition upon

whom cardiac procedures are to be or have been

performed should be managed by a cardiologist

if available at the hospital or, if a cardiologist is

unavailable, the attending team ought consult a

cardiologist concerning care and treatment

before and after the procedure is performed.

4) That where a patient is on Clexane therapy, anti- Xa

levels should be tested regularly while the 

patient is in hospital, preferably at least every 48

hours. A direction to this effect ought be placed

in the patient's notes.

5) That wherever reasonably practicable, when a

patient on anticoagulant

and / or antiplatelet

medication is at high risk of bleeding while in

hospital, a haematologist should be consulted by

the attending team to determine the appropriate

	The Minister for Health responded to the NSW State Coroner on 2 July 20-3 and advised:

Thank you for the findings and recommendations handed down by Deputy State Coroner Hugh Dillon on 13 September 2012, following the Coronial Inquest into the death of Ms Edna May Nicol (aged 84) on 7 May 2008 at Concord Hospital, Concord NSW. 

Magistrate Dillon’s findings and recommendations have highlighted the critical importance of the assessment and treatment of patients who are at high-risk of bleeding following cardiac interventions. The five recommendations made to the NSW Minister for Health and the Sydney Local Health District (the LHD), have been carefully considered.  In preparation of this response, advice has been received from the Chief Executive of the SLHD and from expert clinicians in the Nursing and Midwifery Office (NaMO) in the NSW Ministry of Health, the Agency for Clinical Innovation (ACI), and from the Clinical Excellence Commission (CEC).

The Chief Executive of the LHD has advised that a number of aspects of Recommendations 1 and 2 have been met within the development and implementation of the attached local policy for Canterbury Hospital published in March 2013 CANT_PD2013_N7.8 – Pre and Post Cardiac Catheterisation (attached Tab 1).  This policy assists nurses and doctors to prepare patients for cardiac angiography, and to manage patient’s post angiogram procedures. The checklist identified in Recommendation 2 can be found on p15 of the attached policy.

The NaMO and the ACI advise that if the initial management of the bleeding stops the progression of the haematoma, there is no need to transfer a patient to an High Dependency Unit unless other factors determine such a transfer to be necessary.  Frequent observations (both haemodynamic and site of wound) must to be undertaken to ensure the cessation of bleeding.  These actions comply with Part 4.3 of Canterbury Hospital’s Local Policy which provides that if minor bleeding occurs, the wound site should be checked hourly.  In addition, NaMO and ACI advise that if further bleeding or haemodynamic instability occurs then transfer to a High Dependency Unit may be appropriate; however such a transfer would be a medical decision following individual patient assessment.  Nursing staff must monitor the haematoma and communicate regularly with the treating medical staff if changes to the haematoma or the patient’s condition are observed.  Again, Part 4.3 of the Local Policy provides that transfer to an High Dependency Unit for closer observation must be considered if bleeding persists.

In relation to Recommendation 1 part d), the ACI advise that while it was appropriate to stop anti-thrombotic and anti-platelet agents in this particular case, such cessation must be assessed on a case by case basis, as it may not be appropriate for every patient in this situation.

Recommendation 3 is supported by Canterbury Hospital.  The Executive Clinical Director has notified all members of the Department of Medicine that a Cardiology consult is required as soon as possible once the decision is made that a patient requires a cardiac angiogram.  A Cardiologist is available on-call to the General Physician on a daily basis at Canterbury Hospital.

Recommendation 4 is not supported by the LHD, or by Canterbury, Concord and the Royal Prince Alfred Hospitals and the ACI.  The LHD has also consulted with a Critical Care Consultant and a District Haematologist and considers that the monitoring of anti-Xa levels for all patients on Clexane (enoxaparin) is clinically inappropriate and not within current best practice for the use of anti-platelet or anti-coagulation therapy.  A considerable number of patients are on enoxaparin therapy and there are only a few indications that require episodic monitoring of anti-Xa levels. Further, the monitoring of anti-Xa levels every 48 hours would be costly and have logistical implications, including impacting on the timeliness of reporting.  For patients on enoxaparin who are at high risk of bleeding including the elderly and those with renal dysfunction, the risks of bleeding need to be carefully balanced with the considered benefit of an invasive procedure. 
Recommendation 5 is not supported by Canterbury, Concord or Royal Prince Alfred Hospitals or the ACI.  

Many patients (either in hospital or in the community) are on anti-platelet and/or anti-coagulation medication.  In the community these patients are primarily managed by their general practitioners.  There is no reason why, if these patients are admitted to hospital (for any indication), they should be routinely seen by a Haematologist.  The ACI advice is that the requirement for patients on anti-coagulation and/or anti-platelet medication to be consulted by a Haematologist, to determine their appropriateness for invasive procedures, is not considered as the standard of care in Australian hospitals.
The current NSW Health Policy on High-Risk Medicines Management PD2012_003 (attached at Tab 2) incorporates the Policy Standard on Anti-coagulation, which includes the monitoring and documentation of perioperative instructions (pp7-8). This policy will be reviewed with consideration of Recommendation 1 and will include the potential for a haematology consultation for complex patients with multiple co-morbidities who are at high risk of bleeding and are scheduled for invasive procedures.

The opportunities provided by coronial inquests and the resulting recommendations are recognised as essential elements of NSW Health’s efforts to continually improve the quality and safety of health services. I wish to assure you that all recommendations have been carefully considered, but necessarily this consideration has been informed by the knowledge and opinion of relevant clinical experts. 
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	POOLE Michael

UNICOMB James

YATES Grace 


	State Coroner Jerram

27 September 2012  

At Glebe 
	That Michael Poole died  on 29 March 2008 in the Intensive Care Unit, Prince of Wales Hospital Randwick in the State of NSW from a ruptured berry aneurysm and its consequences and bronchopneumonia three weeks after receiving rapid opioid detoxification.

That James Unicomb died between 11.30 pm on 9 December 2005 and 12.14 pm on 10 December 2005 at 31 Brushwood Place Hornsby in the State of NSW of acute toxicity due to multiple drugs which were self administered. 

That Grace Yates died on 30 November 2011 at the Royal Prince Alfred Hospital Camperdown NSW of acute  bronchopneumonia following a sever hypoxic-ischaemic encephalopathy caused by cardio respiratory arrest following rapid opioid detoxification,
	To the Health Care Complaints Commission
	That these findings be forwarded to the Health Care Complaints Commission for consideration of proceedings being taken against Dr Jassim Daood. 

That I strongly endorse the statements and recommendations of the Australian National Council on Drugs in its Position Statement  on Naltrexone Sustained Release Preparations (injectibles and implants) of March 2012 (Exhibit 14 in the proceedings).
	NB: The three deaths were investigated in one inquest because of the possibility of there being a common link, each death following, or at some time after, treatment at the Psych ‘n’ Soul Clinic in Ultimo, Sydney.

The Minister for Health responded to the NSW State Coroner on 11 March 2013 and advised:

Thank you for your very detailed report on the tragic circumstances of these three (3) deaths and for your findings from the inquest.

As you are aware, all three (3) of these young people died following, or at some time after, treatment at the Psych ‘n Soul Clinic, Ultimo.

In preparing this response to your recommendations, advice has been received from the Health Care Complaints Commission (HCCC), the Mental Health and Drug and Alcohol Office (MHDAO) and the Private Health Care Unit (PHCU) in the Legal and Regulatory Services Branch of the Ministry of Health in relation to your recommendations (in summary):

1. That your findings be forwarded to the HCCC for consideration of proceedings being taken against Dr Jassim Daood and 

2. Strongly endorsing the statements and recommendations of the March 2012 Australian National Council on Drugs in its Position Statement on Naltrexone Sustained Release Preparations (Injectable & Implants). 

In response to your first recommendation with respect to Dr Daood, I can advise that the findings were forwarded to the HCCC in 2012 for consideration.  The HCCC has advised that the matter has been carefully considered and appropriate action taken.

With regard to the comments in your report, it is appropriate to include the following relevant information received from the Ministry.
Advice from the MHDAO is that, at this time, no implant devices for naltrexone are registered for human use in Australia. The National Health and Medical Research Council recommends that for naltrexone implants to be considered for incorporation into routine practice, further evidence from appropriately conducted randomised controlled trials would be required. 

The PHCU has advised that licensing for private health facilities providing Rapid Opioid Detoxification (ROD) treatment has been required since 1 March 2010 under the Private Health Facilities Act 2007 and the Private Health Facilities Regulation 2010.  At the present time no private health facility is licensed to provide ROD in NSW. 
As you may be aware, a number of adverse events at the Clinic and the principal of the Psych ‘n Soul Clinic, Dr Ross Colquhoun, a registered psychologist, have been the subject of investigations by the HCCC. Dr Colquhoun was prosecuted by the HCCC before the Psychologists Tribunal of NSW in 2012.  On 6 December 2012, the Tribunal found Dr Colquhoun had engaged in professional misconduct and cancelled his registration as a psychologist.  The Tribunal also made orders prohibiting Dr Colquhoun from providing the following health services, whether provided as public or private services:

a. Mental Health Services (including counselling, assessments and screening of patients);

b. Community Health Services; and,

c. Welfare Services necessary to implement (a) and (b).

I trust that this response to your report and your recommendations will assure you that NSW Health is committed to improving the delivery and safety of all health care services, in particular for people marginalised by their illness and extremely vulnerable, in both public and private health sectors. 
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	SAUER

Janice


	Magistrate Jeffery Linden

13 June 2012


	That Janice Sauer died at Lismore Base Hospital due to septicaemia and cellulitis secondary to her pressure ulcers exacerbated by her severe dementia and immobility.
	Minister for Health 
	If not already done, Lismore Base Hospital prepare a protocol ensuring that all applicable departments in the hospital are aware of any conditions attached to a patients discharge and comply in full with all of those conditions.
	The Minister for Health responded to the NSW State Coroner on 13 May 2013.

The recommendation has been carefully considered and I am please to advise that both local and state-wide implementation of the protocol is well underway.

In preparation of this response, advice has been received from the Chief Executive of the Northern NSW Local Health District (NNSWLHD), from expert clinicians in the Nursing and Midwifery Office (NaMO) and Government Relations Branch in the Ministry of Health, and from the Clinical Excellence Commission (CEC). 

NSW Health has a comprehensive mandatory Policy Directive PD2011_015 Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals.  The Policy Directive requires that each hospital develops referral mechanisms and documents referrals in the patient’s medical record.  The Policy identifies that a patient’s health requirements do not end when they leave hospital; rather care may continue from services in the community as required.

The NNSWLHD has advised that the Coroner’s recommendation will be implemented within the context of PD2011-015.  Implementation will be based upon patient risk assessment processes, which are regularly reviewed, to accommodate changes in the status and circumstances of the patient.  NaMO has indicated that the Electronic Discharge referral System, which is currently underway, will enhance the opportunity for all relevant staff to be aware of the specific discharge conditions for the patient.

In addition to the above, Lismore Base Hospital has revised their patient assessment and transfer of care processes, and has the following supporting tools under development:

· Multidisciplinary Admission and Transfer of Care risk Assessment;
· Transfer of Care Plan; and.
· Transfer of Care Checklist.
The NNSWLHD, in collaboration with the North Coast NSW Medicare Local, is reviewing processes for handover from multi-disciplinary hospital-based health care to multidisciplinary community-based health care, and then for ongoing multi-disciplinary patient risk assessment and management.  For example, the Transfer of Care Plan together with the existing Discharge Summary (medical) will form a written handover to community-based care, with both going to the medical practitioner (including GP) and to community health staff.  This is consistent with the state-wide “Safe Clinical handover” project. 

In addition, NNSWLHD has conducted a detailed case review of the care provided to Mrs Sauer based upon information contained in her medical record.  This case review has been conducted in collaboration with the North Coast NSW Medicare Local.  Arising from this case review, and in addition to the Coroner’s recommendations, NNSWLHD has advised that the following actions are well underway:

· The development of a local procedure on Responding to Abuse of Older People; and
· The development of a local procedure on Escalation of patient Consent Matters to the Guardianship Tribunal.
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 a process of continual improvement in the delivery of care to the people of NSW.
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SK


	26-27 March 2012
	That SK died on 14 February 2010 in the Concord Hospital of the effects of self-inflicted injuries.
	Minister for Health 
	I recommend that discharge summaries be sent simultaneously to both the relevant PECC (as the hub of the local health system) and the relevant community mental health team and that notification of discharge be communicated to the recipients both by word of mouth, such as telephone call, and by copying the document by email or fax.


	The intent of the recommendation has been supported by both the Western Sydney and Nepean Blue Mountains Local Health Districts, who were consulted as the relevant Local Health Districts (LHDs) for Blacktown and Nepean Hospitals. The Chief Executives of both LHDs have provided Action Plans for implementing the recommendation and copies of both documents are attached for your information. 

I would ask you to make note of the advice from the LHD which includes an amendment to the wording of the recommendation. Specifically, the relevant PECC has been changed to the relevant Access Team which better reflects the operational functioning of mental health services, as PECCs are specialised units situated in or near to major metropolitan hospital Emergency Departments and form part of the service system for emergency mental health presentations. Advice from the Mental Health and Drug and Alcohol Office (MHDAO) in the Ministry of Health supported the recommendation in part, clarifying the role of Psychiatric Emergency Care Centres (PECCs) as principally for emergency presentations. Notification of discharges and notes must be available to clinicians conducting patient assessments in PECCs and should be accessible through centralised record keeping systems in hospitals and across LHDs. 

The MHDAO also identified a new draft policy directive for the Transfer of Care from Mental Health Inpatient Services. This Policy further specifies discharge planning and communication requirements including the faxing / emailing of the discharge summary to community mental health services within twelve (12) hours of discharge. This policy is nearing completion and once published, a copy will be forwarded to your office. 

The intent of this recommendation is also supported by the Clinical Excellence Commission and the Nursing and Midwifery Office whose advice identifies PD2008_005 Discharge Planning in Adult Mental Health Inpatient Services as the prevailing directive until replaced by the new policy. This policy mandates the provision of discharge information to the relevant health care provider on the day of discharge and includes the principles and actions that apply to the discharge planning process for people considered to be at risk of self-harm.
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SIMMONS Madeline 


	Magistrate Greenwood

On 6 August 2012 

At Wagga Wagga
	That Ms Simmons died on 21 May 2011 at St George Hospital Kogarah as a result of multiple injuries sustained when she jumped or caused herself to fall from a balcony at Wagga Wagga Base Hospital on 26 April 2011. 
	NSW Minister for Health 
	That the Minister for Health be provided with a copy of these findings noting that similar issues are raised to those in the coronial matters of Samuel Dibley and Aaron Kennedy – incidents in hospitals where there were delays in notifying police.  It is recommended that any NSW Police and NSW Health protocol developed should extend to the circumstances and timeframes in which police should be notified of incidents at hospitals. 
	The Minister for Health responded to the NSW State Coroner on 1 March 2013 and advised:

Magistrate Greenwood made one recommendation and as two other Coronial matters were identified in her recommendation, it is 

appropriate that I confirm that previous advice provided to your 

office on these matters, remains relevant. 

The NSW Health response to Magistrate Dillon’s recommendations following a previous inquest (sent to your office 21 June 2011) considered the matter finalised with the following comment in relation to Recommendation 12 advising the Coroner that … 

if the MOU related to the Magistrate’s suggestion of a Coronial Practice Note on the conduct of proceedings, then the Practice Note and ongoing discussions between the Coroner’s Office and NSW Health may be sufficient to address this matter. 

In subsequent correspondence, Magistrate Dillon wrote to the Director General advising that the assumption (as above) is not correct; and that his recommendation for a protocol or an MOU addresses an important aspect of police work which is: that evidence should be collected from witnesses while their knowledge of events is fresh. In his letter he asked that NSW Police and NSW Health consider further action in regard to Recommendation 12.  

On 13 December 2011, Magistrate P A MacMahon finalised the Coronial Inquest into the death of Samuel Dibley (aged 24 years) on 23 May 2009. Magistrate MacMahon determined that:

Samuel died of cerebral hypoxia following strangulation as a consequence of hanging himself by a belt with the intention of ending his own life whilst an involuntary patient in the Mental Health Unit of the Coffs Harbour Health Campus. 

Magistrate MacMahon recommended...

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

 Such a protocol will be expected to cover the procedure for advising police of such incidents in a timely manner, the preservation of the “crime scene” (that is the physical location of the incident), the securing of exhibits and other relevant documents, the identification of relevant witnesses and the taking of statements from such witnesses. 

As identified in my previous responses, I have been advised that to progress this matter, discussions and meetings have been held throughout 2012 between the Ministry of Health and representatives nominated through the Police Commissioner’s Office.  NSW Police representation includes senior officers from the Police Commissioner’s Office, the Police Prosecutions Command, the Professional Standards Command and the State Crime Command Homicide Squad with additional input provided by the Mental Health and the Forensic Services Group Crime Scene Services.

A working party, convened between these officers and Ministry of Health policy advisors, is revising and strengthening the current statewide NSW Health Policy Directive Coroners Cases and the Coroners Act 2009 (PD2010_054).  It is considered that this revision will satisfy the original requirement for “a protocol or MOU to govern procedures to be adopted when police are investigating critical incidents in NSW hospitals”.  This mandatory Policy Directive is well known and used in all NSW public hospitals. The policy currently includes sections identifying such responsibilities for hospital managers and staff as the notification of a reportable death to the Coroner and/or Police; the provision of information to police and custody of the body. 

I am further informed that the working party has agreed to include more detailed direction regarding the timely notification of reportable deaths to police, securing physical evidence for forensic analysis and the timely taking of witness statements. In principle agreement has also been reached in regard to replicating this advice in the appropriate section of the NSW Police Handbook, thus providing consistent and practical assistance, direction and guidance for both frontline hospital and police personnel. This advice was incorporated in the response to Magistrate McMahon’s recommendation concerning Samuel Dibley (sent to your office in May 2012).

While the advice I have received generally supports the recommendations made by all three Magistrates, concerns have been raised with some aspects of the recommendation as:
· There is no legal basis for reporting critical incidents to the Coroner that do not amount to a death.

· Following an attempted suicide, the Hospital’s priority is to administer emergency and medical treatment which will include the removal of items from the patient (such as belts from around the neck) and may include moving the patient (as was required in providing emergency care to Ms Simmons and her transfer to another hospital).

· Preserving the environment of an attempted suicide in a hospital could adversely impact on a facility’s operational capacity to provide care and, as with Ms Simmons, would have caused distress to the public.

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

In preparation of this response, expert advice has been provided by Legal and Regulatory Services, the Mental Health and Drug and Alcohol Office and the Nursing and Midwifery Office in the Ministry of Health and by the Clinical Excellence Commission. Additionally, representatives from these areas will be involved in the final consultation process on the revised NSW Health Policy Directive Coroners Cases and the Coroners Act 2009 (PD2010_054). 

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

Emmanuel 


	Deputy State Coroner MacMahon

28 August 2012

At Glebe 
	That Emmanuel Trefelis (born 12 May 1954) died on 8 May 2010 at the Kingswood Hotel, Kingswood. The cause of his death was complications of profound primary goitrous Hypothyroidism  due to Hashimoto’s Thyroiditis.  The manner of his death was a natural cause process.
	Director General, NSW Ministry of Health 
	1 That  consideration be given to the development of a statewide approach to managing continuity of care for an involuntary patient who absconds from an inpatient mental health facility.   This approach should address but not be limited to, the requirements for returning the patient to the facility where they are usually treated where it is considered clinically appropriate and in the interest of the patient. 

2.  That the practice of discharging an involuntary patient who absconds from a mental health facility from both the facility itself as well as the relevant involuntary treatment order be reconsidered and that consideration be given to a two stage process whereby if the patient is discharged form the facility, consideration be given as to whether or not it is in the interest of that patient for the treatment order to remain in place in order to assist the return of the patient to an appropriate mental health facility if located by police or other relevant parties.  
	The Director General, NSW Health responded to the NSW State Coroner on 13 March 2013 and advised:

Magistrate MacMahon’s report provided a detailed chronicle of Mr Trefelis’ long history of mental and physical ill health. This history included particulars of his repeated presentations and admissions to mental health facilities in NSW as distant as Penrith, Coffs Harbour, Penrith, Orange, Westmead and Taree. 

However, while Mr Trefelis’ frequent and often unauthorised departures from hospital were identified as the background to Magistrate MacMahon’s recommendations, I note that these circumstances did not warrant the making of any adverse comments about the relevant facilities or treating clinicians. I am also pleased to note that Magistrate MacMahon was satisfied that Mr Trefelis’ death was not due to any failings on the part of the various mental health facilities to which he had presented and where he had been treated.
In preparation of this response, expert clinical advice has been provided by the Mental Health and Drug and Alcohol Office (MHDAO) in the Ministry of Health. While in principle support has been given for Recommendation 1, preliminary discussions with senior mental health clinicians indicate that the matters for consideration are very complex and demand further and wider consultation. 

The generally expressed view was that each patient’s clinical need should be the primary consideration rather than their legal status. However, MHDAO has committed to a further consultation process in 2013 to explore the development of the suggested statewide approach. The matters identified in Recommendation 2 will be considered as part of the broad consultation process for Recommendation 1.  

Magistrate MacMahon’s report provided a detailed chronicle of Mr Trefelis’ long history of mental and physical ill health. This history included particulars of his repeated presentations and admissions to mental health facilities in NSW as distant as Penrith, Coffs Harbour, Penrith, Orange, Westmead and Taree. 

However, while Mr Trefelis’ frequent and often unauthorised departures from hospital were identified as the background to Magistrate MacMahon’s recommendations, I note that these circumstances did not warrant the making of any adverse comments about the relevant facilities or treating clinicians. I am also pleased to note that Magistrate MacMahon was satisfied that Mr Trefelis’ death was not due to any failings on the part of the various mental health facilities to which he had presented and where he had been treated.
In preparation of this response, expert clinical advice has been provided by the Mental Health and Drug and Alcohol Office (MHDAO) in the Ministry of Health. While in principle support has been given for Recommendation 1, preliminary discussions with senior mental health clinicians indicate that the matters for consideration are very complex and demand further and wider consultation. 

The generally expressed view was that each patient’s clinical need should be the primary consideration rather than their legal status. However, MHDAO has committed to a further consultation process in 2013 to explore the development of the suggested statewide approach. The matters identified in Recommendation 2 will be considered as part of the broad consultation process for Recommendation 1.  

Once MHDAO has completed this undertaking, a further response will be provided to your Office, with advice as to the outcome from the consultation process and the status of actions taken in response to both recommendations.
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	WHALAN Edna


	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. 
	The Minister for Health responded to the NSW State Coroner on 4 June 2012. 

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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WILSON 

Marcus 


	Deputy State Coroner Dillon

At Glebe

4 October 2012
	I find that Marcus Wilson died on 21 November 2009 at Nepean Hospital from complications arising from hyperthermia, including total organ failure, rhabdomyelosis and coagulopathy which arose from working in very high temperatures as a roofing insulator without adequate hydration.
	WorkCover Authority 
	(i) I recommend that the WorkCover Authority of NSW (“the WorkCover Authority”)

consider undertaking publicity campaigns from time to time directed to industry bodies,

industry training organisations, businesses and individuals emphasising the risks of heat

stress and heat stroke, and the importance of regular consumption of water instead of, or in addition to, any other drinks, as a primary means of preventing heat stress or heat stroke. The publicity materials should

include specific reference to the danger of hydrating solely with soft drinks and caffeinated drinks.

(ii) I recommend that the Australian Construction Training Service (“ACTS”) consider conducting random audits of registered trainers and training organisations using its materials for certificate courses to assess that such training is being delivered appropriately and effectively.

(iii) I recommend that the ACTS consider requiring registered trainers and training

organisations to certify that courses they conduct have included a practical component

and assessment in accordance with an appropriate standard set by the ACTS. The trainers and training organisations ought be

required to describe the activities or competencies and method of assessment applied.

(iv) I recommend that the ACTS consider requiring that, in respect of individual participants in their courses, registered trainers and training organisations certify

they have either passed or not passed the practical component and assessment.

(v) I recommend that the ACTS amend its insulation industry training materials to include a specific reference to the topic of

heat exhaustion and heat stroke and the need for regular hydration with water. The materials should include specific reference to

the danger of hydrating with soft drinks and caffeinated drinks.

(vi) I recommend that the ACTS consider having its insulation industry materials reviewed by

a specialist adult educationist to ensure that they meet “best practice” educational standards and consider modifying the course design in accordance with the findings of such a specialist.

(vii) I recommend that ComSec Global Training Pty Ltd (“ComSec”) modify its insulation industry training materials to include a specific reference to the topic of heat exhaustion and heat stroke and the need for regular hydration with water. The materials should include specific reference to the danger of hydrating with soft drinks and caffeinated drinks.

(viii) I recommend that Standards Australia consider amending the Australian Standard AS3999-1992 to include a reference to

managing hot conditions.

(ix) I recommend to the Commonwealth Minister for Finance that guidelines for

Australian Government programs include a standard reference to the requirement for compliance with State and Federal occupational health and safety legislation insofar as they are relevant to particular

programs.

	On 16 May 2013 the Minister for Finance and Services the Hon Greg Pearce MP advised the Attorney General:

‘WorkCover ran a heat stress awareness campaign in February to address the dangers of working in hot conditions. The aim of the campaign was to increase awareness of the risks of working in heat, the measures that can be taken to stay safe and the importance of staying hydrated with water rather than soft drinks or energy drinks.

Promotional activities for this campaign included a four week radio campaign, targeting the regional markers of Wollongong, Central Coast, and Newcastle. The radio advertisement scripts provided advice and guidance to both employers and workers and practical advise in what they could do to minimise the impact of heat stress while working in hot conditions.  The campaign incorporated pre-recorded advertisements, links to traffic, weather, UV report and weekly rehydration crosses during which street teams handed out WorkCover branded bottles of water in public spaces.  The estimated reach of this radio campaign was 1.6 million people in the 18-54 age group within the three regional areas.

The radio awareness campaign was supported by WorkCover’s communication channels. These included 

· Articles in WorkCover News and eNews

· Updated information on the WorkCover website. 

· Regular social media messages vi Facebook and Twitter; and

· The addition of a banner image ‘don’t run low on H20’to email taglines.

Amendments have been made to the Working in Heat Fact Sheet, which now includes additional guidance for preventing heat illness, such as providing cool drinking water near the worksite and encouraging workers to drink a cup of water every 15 to 20 minutes during hot weather.’
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	COMINA

Benvenuto


	Deputy State Coroner Freund

19 October  2012

At Glebe 


	That BenvenutoComina  died on 2 December 2010 at Nepean Hospital, as a result of anaphylaxis caused by the administration of intravenous ampicillin.
	Director General, NSW Ministry of Health 
	In light of the circumstances surrounding the death of Mr Comina that consideration be given to the following:

1. The implementation of the World Health Organisation Surgical Safety Checklist.

2. Amending the document titled “Correct Patient, Correct Procedure and Correct Site (Policy Directive)”, in particular paragraphs 3.2 and 3.4 to ensure that the Time Out procedure take place prior to administration of any drugs by the anaesthetist in either the anaesthetic bay or the operating theatre.


	The Minister for Health responded to the NSW State Coroner on 13 March 2013.

The four recommendations made to the Nepean Blue Mountains Local Health District and the two recommendations made to the Director-General, NSW Ministry of Health, have been carefully considered and I am pleased to advise that both local and statewide implementation is already well underway.  Additionally, the recommendation made to the Health Care Complaints Commission has been referred to Kieran Pehm, the Health Care Complaints Commissioner, for consideration.

In preparation of this response, advice has been received from the Chief Executive of the Nepean Blue Mountains Local Health District and from expert clinicians in the Nursing and Midwifery Office in the Ministry of Health, the Agency for Clinical Innovation and from the Clinical Excellence Commission.  As the advice provided is quite detailed, the coordinated NSW Health response to the recommendations is attached to this letter.

Magistrate Freund’s findings and recommendations have highlighted the critical importance of accurate history taking, recording and checking prior to every procedure to ensure patient safety.  This aspect of patient care has been the subject of a significant body of work that will be implemented statewide and the added focus provided by this Coronial Inquest is welcomed.

Recommendations 1 to 4: To the Director General of Nepean Hospital

Chief Executive of Nepean Hospital comment:

1:
The Patient Health Questionnaire, attached to the Recommendation for Admission Form, requires the patient to identify their allergies and what reaction they have experienced. 

2:
Recommendation in place as per the Surgical Safety Checklist (attached).

3:
Supported and being implemented.

4:
Recommendation implemented.

Agency for Clinical Innovation (ACI) Anaesthesia Perioperative Care Network comment:

1:
The identification and handover of appropriate information during pre-operative assessment is supported as fundamental to patient safety.  However, while space on the Recommendation for Admission Form is limited, the form is not considered or used by doctors as the primary source of clinical information. 

2:
The recommendation regarding “time out” and the WHO Checklist is the subject of a significant body of work being coordinated across the state by the Clinical Excellence Commission (CEC) and to which the ACI will provide extensive input.

Recommendations 1 and 2: To the Director General NSW Ministry of Health

Director General comment:

1:
The CEC has developed a new draft NSW Clinical Procedure Checklist and supporting policy framework. 

· This draft contains a sign-in section for Seditionists / Anaesthetists which must be completed by the appropriate medical officer and signed prior to the administration of any sedation or anaesthetic agent. 

· Completion and sign-off in this section of the checklist is mandated in the supporting draft NSW Clinical Procedure Safety Policy Directive.

2:
In the draft NSW Clinical Procedure Safety Policy Directive:

· The Sedationist / Anaesthetist must ask patients if they have known allergies or adverse reactions, and 

· The Sedationist / Anaesthetist must check if the allergies / adverse reactions are noted on the National Inpatient Medication Chart, which is the chart used in NSW public hospitals.

· This draft requires checks to be made of other information sources such as progress notes, to ensure such information is obtained and communicated to all team members.

· A new Clinical Procedure Safety Policy Directive and checklist will be piloted in early 2013.

	
	
	
	Director General, Nepean Hospital  
	4. That the form titled “Recommendation for Admission” be changed so that it has adequate space for numerous allergies to be recorded.  It should also include adequate space for the practitioners to record their understanding of what happens to the patient when exposed to the allergen.

5. That consideration be given to changing the “Time Out Procedure” so that it takes place prior t administration of any drugs by the anaesthetist in either the anaesthetic bay or the operating theatre.

6. That “Allergy Alert Stickers” be placed on all relevant patient documents, including but not limited to:

a) anaesthetic records

b) the “Time Out” check list

c) progress notes

d) operation records

7. That education be conducted for all practitioners and nurses involved in the pre-admission Clinic about the dangers and risks of allergies and the importance of correctly identifying and recording allergies.  To that end, the use of Mr Comina’s case as a learning tool.


	

	
	
	
	Health Care Complaints Commission 
	That the Commission review the role of Dr Paul Cordato in the assessment of Mr BenvenutoComina at the Nepean Hospital pre-admission clinic on 29 November 2009 , with a view to identifying any shortcomings in the care he provided.


	

	FUTURE – Next response
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	HADLEY, Benjamin

2010/434806

	Hearing: 11, 12 and 24 October 2011
Findings: 28 September 2012
Magistrate P.A. MacMahon 

Deputy State Coroner

	Benjamin Hadley (born 13 April 1977) died on or about 29 January 2010 at 234 Moore Park Road Paddington in the State of New South Wales. The cause of his death was a heroin overdose that was self-administered. The manner of his death was misadventure.
	The Commissioner, Corrective Services NSW
	That when prisoners identified as suffering from drug dependency issues are to be released from Corrective Services custody they be provided with appropriate warnings as to the dangers of using illicit substances where their tolerance to such substances has been reduced by their period of incarceration.
	Formal, factual information is available to inmates from CSNSW regarding risk of overdose after a period of abstinence and advice to reduce risk, i.e. Getting Out (a booklet given to inmates) and The Families Handbook (a booklet designed for family members of inmates).  The multiscreen TV provides a range of health information to inmates that focus on preventing blood borne viruses and hygiene. All patients assessed by Drug & Alcohol Nurses from Justice Health & Forensic Mental Health Network (‘Justice Health’) are provided with harm minimisation information and the potential risk of overdose.  Patients suitable for Opiate Substitution Treatment program are provided with a written package which outlines the risk of overdose.   Justice Health staff also routinely provide similar warning advice to drug-dependent patients about to be released from custody through its Connection Program and patients who plan to continue to use illicit substances on release are informed of available services to reduce the level of harm including the availability of local health district Drug & Alcohol services, needle syringe programs and the Medically Supervised Injecting Centre.
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