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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES 2021
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report (*denotes Aboriginal Australian)
	‘A’ 
	MACRI, N
	

	‘AJ’
	MAVRIS, D.
	

	APERAHAMA, PW
	‘MF’
	

	APPLEBY, KC
	‘MH’
	

	BARWICK, U, JONES, G, DAVESON, L & C MEIER
	NGO, HN
	

	‘BECKY’
	REEDY SWAMP TARRAGANDA BEGA/TATHRA  FIRE
	

	CHRUPALO, J and CLEE, C
	REYNOLDS, N.*
	

	CROUGH, BJ
	RICHARDSON, B
	

	CRUZ, C 
	‘S’
	

	DIEC, Q
	SPENCER, D
	

	DRABSCH, J
	ST JOHN, J
	

	EDWARDS, J, J and J
	SUTTON, H
	

	‘F’
	THOMPSON, GP and WALTON, T
	

	GOOLAGONG, I*
	WEPITIYA-GAMAGE, Y
	

	GRAY, T
	WHITTON, D*
	

	HORNE, J
	WILD, M
	

	KETTULE, D
	WOLF, L
	

	KOKAUA, J
	‘Z’
	

	LAURENSON, JG
	ZRAIKA, S
	

	LOH, J
	
	

	MACKANDER, B*
	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Pono Wairua APERAHAMA
2017/00314530  
	Hearing: 26-30 October 2020; 7-8 December 2020

Findings: 21 May 2021

Newcastle Local Court 

Magistrate Stone, Deputy State Coroner
	Pono Wairua Aperahama died on 17 October 2017 at John Hunter Hospital, New Lambton Heights, NSW. 

The direct cause of death was cardiac arrhythmia during restraint.  

A condition that had significant contribution was previous traumatic brain injury. 

Pono died as a consequence of multiple events that occurred at Lambton Pool. Following an exchange between Pono and other young people, Pono became dysregulated and heightened, rapidly escalating to aggression and self-harm.  He was restrained by members of the public and subsequently by police officers.  He suffered a cardiac arrest during the restraint.
	CEO, Challenge Community Services


	1. Consider whether all guidance relating to a person in their care be contained in a single Behaviour Support Plan, rather than separate documents.
2. Consider reviewing the policy regarding Behaviour Support Plans to include the following elements:
a. Appropriate methods for distributing Behaviour Support Plans and other guidance to carers, including the expectations on carers to access and review such guidance; and
b. Appropriate methods for training a carer on a client’s current behaviour support needs, where that carer is not regularly involved in the client’s care.
3. Consider providing specific disability training to all carers of clients with an intellectual disability, in particular regarding the needs and capacity of such clients and appropriate forms of communication.
4. Consider developing a policy regarding the process by which clients leave residential care, or transition from child to adult services, to ensure this process is undertaken at the earliest opportunity and with sufficient time to ensure a planned and smooth transition.
	Recommendation 1 

At the inquest the evidence revealed there is a tension between providing a document which is too long and is not read and a shorter document that misses out part of the history. It is preferable for the Behaviour Support Plan to be supplemented by regular interdisciplinary team meetings and proper handovers. This was the process at Challenge at the time and is not criticised by DCJ.  

Recommendation 2 

(a) Awaiting response
(b) Awaiting response- the briefing of carers unfamiliar with the client is part of good practice.  
Recommendation 3 

Awaiting response
Recommendation 4 

Awaiting response


	
	Secretary, Department of Communities and Justice
	1. Consider, as part of the state-wide review of Complex Care Review Panels, whether there are adequate mechanisms for oversight of residential out-of-home care placements, including:
a. the adequacy of behaviour support;
b. review of risk of significant harm reports; and
c. the adequacy and implementation of leaving care plans.
2. Consider whether it is appropriate to revise Department and Communities and Justice behaviour support policy as follows:
a. with respect to children who have a cognitive impairment, to achieve harmony with behaviour support policy adopted under the National Disability Insurance Scheme; and
b. to recommend that all guidance should be contained in a single Behaviour Support Plan, rather than separate documents.
	Recommendation 1 – Supported 
Recommendation 2 

Awaiting response


	
	Commissioner, NSW Police Force
	1. Consider the evidence and findings in this inquest as part of the current review of NSW Police Force policy and guidance relating to positional asphyxia and related causes of death during restraint, and in particular consider:
a. Whether guidance should be amended regarding the description of the possible causes and risk factors involved in sudden death during restraint;

b. Whether further guidance can be given to NSW Police Force officers involved in restraint, as to the circumstances where restraint should be modified or ceased;
c. Whether further guidance can be given to police officers involved in restraint, to better assist them to recognise warning signs that a person’s condition is deteriorating.
	Recommendation 1 – Supported 
By letter delivered by email on 22 September 2021, the NSW Commissioner of Police confirmed that this recommendation will be considered as part of the NSW Police Force review of positional asphyxia that is currently underway, as requested by the Deputy State Coroner. 

	FUTURE – Next response
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	John Glen LAURENSON

2017/185430
	15-18 March 2021

NSW Coroner’s Court, Lidcombe

Magistrate Elizabeth Ryan, Deputy State Coroner
	John Laurenson died on 20 June 2017 at Royal Prince Alfred Hospital, Camperdown Sydney. John Laurenson died as a result of the sequelae of a ruptured brain aneurysm. He died of natural causes, at a time when he was a prisoner on remand at Bathurst Correctional Centre. 
	CEO, Justice Health and Forensic Mental Health Network
	1. That consideration be given to introducing a policy requiring that where an inmate has a known brain aneurysm, or where a brain aneurysm is identified during an inmate’s period of custody, the inmate is referred to a GP Clinic as soon as possible and then referred for urgent review by a specialist neurosurgeon.
	Recommendation 1 – Supported 
By letter dated 17 January 2022, the Minister for Health, Brad Hazzard, advised that NSW Health supports this recommendation. The Justice Health and Forensic Mental Health Network (‘Justice Health’) policy ‘1.252 – Access to Local Public Hospitals’ directs staff regarding the management of patient transfers to public hospitals for emergency, specialist appointments and treatment. This policy includes a procedure on how to contact a medical officer and provides guidance on how to assess the urgency of patient transfer to hospital. 

The Justice Health policy ‘1.264 – Medical Appointments (External and Internal) - Referrals, Bookings and Cancellations’ provides guidance to staff with regards to referrals, bookings and cancellations for all internal and external medical appointments. The policy ensures that Medical Officers and specialist Medical officers enter all patient appointment referrals in the patient Administration system (‘PAS). 

Justice Health has reviewed policy 1.252 and 1.264 to ensure that sufficient guidance is provided to staff on referring patients with identified conditions such as brain aneurysm to General Practice or Specialist services. 

	FUTURE – Next response
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	Dimitrios MAVRIS 
2018/166031
	Hearing: 2-6 November 2020 & 21 December

Finding: 19 February 2021 
NSW Coroner’s Court, Lidcombe

Magistrate Derek Lee, Deputy State Coroner
	Dimitrios Mavris died on 25 May 2018 at the Surry Hills Cell Complex, Sydney Police Centre, Surry Hills NSW 2010. The cause of Mr Mavris’ death was hanging. Mr Mavris died whilst in lawful custody, after having been refused bail, as a result of actions taken by him with the intention of ending his life. 
	Commissioner,  Corrective Services New South Wales
	1. That the post duties of the Monitor role at the Surry Hills Cell Complex, and the Local Operating Procedure 2019/04 Generic Duties and responsibilities of the Monitor Room Officer, be amended to explicitly state that one of the responsibilities of the Monitor role is to regularly observe the CCTV footage of inmates in their cells for the purpose of identifying any behaviour that would give rise to a concern that an inmate is at risk of suicide or self-harm. 
2. That consideration be given to an urgent review of the CCTV cameras in the cells and the display screen in the reception area within the Surry Hills Cells Complex in order to determine
a. whether the CCTV footage is of sufficient quality to allow a correctional officer to identify any inmate behaviour that would give rise to a concern that an inmate is at risk of suicide or self-harm at all times; and 
b. whether there is a need to implement a Local Operating Procedure in relation to the timing and circumstances in which cell lights are turned off, and the extent to which the absence of lighting in cells adversely impacts on the quality of CCTV footage. 

3. That
a. CSNSW officers rostered on duty at the Surry Hills Cells Complex be provided with appropriate training regarding Part 1 of the Court Escort Security Unit Standard Operating Procedures relevant to the impermissibility of watching television whilst on duty; and 
b. periodic audits be conducted by the General Manager, Court Escort Security Unit to ensure compliance with the provisions of Part 1 of the Court Escort Security Unit to ensure compliance with the provisions of Part 1 of the Court Escort Security Unit Standard Operating Procedures. 
4. That the conduct of Assistant Superintendent Dean Yarnton be reviewed for possible disciplinary action in relation to
a. countenancing a practice of subordinate officers watching television whilst on duty at the Surry Hills Cells Complex, including after 25 May 2018; and 
b. not utilising the Monitor role for its intended purpose. 

5. That consideration be given to the implementation of a Local Operating Procedure for the Surry Hills Cells Complex which provides 
a. correctional officers to physically attend the cell of an inmate with sufficient frequency (for example, at least twice during each Watch) to ensure the safety and well-being of an inmate; and 
b. that the Morseman Tour Guard Wand be used to confirm such attendances.
	Recommendation 1 – Supported – Completed 

Response:   

The Statement of Duties for Monitor A, B, and C Watch - Correctional Officer and Control A, B and C Watch -  Correctional Officer have been completed. The following Local Operating Procedures have been updated:

* 2019-10 Monitoring Inmate Welfare & Response to Cell Alarms

* 2019-04 Generic Duties and responsibilities of the Monitor Room Officer

* 2020-008 Inmate Accommodation

The following Statement of Duties have been updated 

* Monitor A Watch - Correctional Officer

* Monitor B Watch - Correctional Officer

* Monitor C Watch - Correctional Officer

* Control A Watch - Correctional Officer

* Control B Watch - Correctional Officer

* Control C Watch - Correctional Officer

The following LOPs have been updated 

* 2019-10 Monitoring Inmate Welfare & Response to Cell Alarms

* 2019-04 Generic Duties and responsibilities of the Monitor Room Officer

* 2020-008 Inmate Accommodation.
Recommendation 2 – Completed – Supported

An inspection of the in-cell CCTV cameras and reception area display screens in the Surry Hills Cells Complex has been completed. The upgrade proposal is with NSW Police Force Properties Group.
Recommendation 3 – Completed – Supported

(Item 3.1a) The Court Escort Security Unit Standard Operating Procedures has been superseded by the Custodial Operations Policy and Procedures (COPP) and there are relevant Local Operating Procedures (LOP) in place. There is no television in the Officer's post.  
Recommendation 4 – Completed – Supported
The process under the Government Sector Employment Act 2013 (NSW)  is being followed by CSNSW and corrective action will be taken.

Recommendation 5 – Completed – Supported
The Local Operating Procedures '2020-008 Inmate Accommodation has been updated.

The Morseman Tool is a tool that is used for perimeter security checks and is located in corridor outside cells. There is not one point of recording outside each cell.  For every Morseman Point to be logged, the officer needs to physically walk past every cell in the location. Data retained on use of the Morseman Tool will show that inspections have been conducted of cells.

The following Statement of Duties for Cells A,B,C Watch have been updated to reflect physical inspection of cells and use of Morseman Tool to verify inspections.



	FUTURE – Next response
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(iv) instruction to COs on the events of 31 August 2018 and the lessons learnt from the death of Nathan Reynolds

	Recommendation 2: Role of the senior CO

CSNSW review its practice and procedures concerning the role of the senior CO in

responding when an inmate is suspected of suffering a serious health event. This includes the senior CO:

(i) ensuring attending COs are aware of the health emergency involved
(ii) immediately deciding whether to request a nurse or paramedic to attend, before a CO sights the inmate, such as when:
 COs cannot immediately attend on the inmate

 a nurse may be delayed in reaching the inmate

 there is incomplete information as to the inmate’s condition
(iii) the senior CO attending on the inmate as soon as practicable to manage the response
(iv) if a nurse or paramedics are called, ensuring accurate information is conveyed to them about the inmate’s condition and updates are reasonably provided.
Recommendation 3: Training about asthma

CSNSW provide COs with training or education on asthma including but not limited

to:

(i) the risks posed by asthma to an inmate
(ii) the difficulties identifying when a known asthmatic inmate is at elevated risk of a life threatening asthma event
(iii) identifying flags for severe asthma when known asthmatic inmates may be at greater risk of a life threatening asthma event (eg regular or excessive

puffer use; cold/flu symptoms)
(iv) bringing this to the attention of the Health Clinic
(v) including asthma as a significant health condition to be included in the Custodial Operations Policy and Procedures 6.3 Inmate Health Needs.
Recommendation 4: Adequacy of rostering arrangements

CSNSW review its staffing arrangements including but not limited to:
(i) ensuring there are sufficient COs on duty to enable an immediate

response to an inmate who suffers or is suspected of suffering a serious health event
(ii) ensuring rostered COs are sufficiently fit to enable them to respond

urgently to a serious health event.

frothe
	Recommendation 1 – Completed - Partially Supported
i. Identification of a serious health event requires specific medical training which is outside a correctional officer’s scope of expertise and role description. Correctional officers are qualified in First Aid Training. All qualifications are maintained and updated every three years - not supported

ii. Changes have been published to section 5, Cell security and alarm calls, of the Custodial Operations Policy and Procedures. A Joint Assistant Commissioner memorandum was issued to explain changes to staff in December 2021 - supported

iii. Changes have been published to section 5, Cell security and alarm calls, of the Custodial Operations Policy and Procedures. A Joint Assistant Commissioner memorandum was issued to explain changes to staff in December 2021 - supported

iv. Case study on inmates experiencing a serious health event has been developed and incorporated within the Primary Training - supported
Recommendation 2 – Completed – Supported
i. Changes have been published to section 5, Cell security and alarm calls, of the Custodial Operations Policy and Procedures. A Joint Assistant Commissioner memorandum was issued to explain changes to staff in December 2021 - supported

ii. Changes have been published to section 5, Cell security and alarm calls, of the Custodial Operations Policy and Procedures. A Joint Assistant Commissioner memorandum was issued to explain changes to staff in December 2021 - supported

iii. In ss2.3 (step 4) and ss2.4 (step 6) of 5.5 Cell Security and Alarm Calls of the Custodial Operations Policy and Procedures, the Officer in Charge is to ‘respond immediately with nominated officer/s when an inmate has reported a medical emergency. - supported

iv. In ss1.1 of s13.2 Medical emergencies of the Custodial Operations Policy and Procedures, ‘an accurate description of the signs and symptoms of injury or illness must be provided to the emergency call operator and JH&FMHN’. - supported
Recommendation 3 – Completed – Partially Supported

i. In February 2022, CSNSW released an Asthma Awareness course for staff to complete. This course was developed in conjunction with the Justice Health & Forensic Mental Health Network and is mandatory for all Correctional Officers (up to and including the rank of Senior Assistant Superintendent).- supported

ii. Identification of a serious health event requires specific medical training which is outside a correctional officer’s scope of expertise and role description. Inmates in general suffer from a multitude of medical concerns (not just asthma) and it is not possible to train/educate non-medical staff (Correctional Officers) on all health complaints. Correctional Officers are qualified in First Aid Training. All qualifications are maintained and updated every three years. - not supported

iii.In February 2022, CSNSW released an Asthma Awareness course for staff to complete. This course was developed in conjunction with the Justice Health & Forensic Mental Health Network and is mandatory for all Correctional Officers (up to and including the rank of Senior Assistant Superintendent). - supported

iv. In February 2022, CSNSW released an Asthma Awareness course for staff to complete. This course was developed in conjunction with the Justice Health & Forensic Mental Health Network and is mandatory for all Correctional Officers (up to and including the rank of Senior Assistant Superintendent). - supported

v. Changes to Custodial Operations Policies and Procedures section 6.3 Inmate Health needs is under consultation, pending approval and publication. – supported – policy has been published
Recommendation 4 – Completed – Partially Supported
(i) Since the findings were handed down the Geoffrey Pearce Correctional Centre’s operations have been reviewed twice – October 2018 and September 2020. On each occasion staffing numbers were determined to be sufficient. The post structures have been subject to risk assessments and consultations with business areas and the Public Service Association  - supported

(ii) There is no specific standard for fitness to be a correctional officer and no mandated ongoing fitness requirement. CSNSW is taking part in talks with Department of Communities and Justice People Division to determine a long-term strategy - not supported



	
	CEO, JH Network
	1. Recommendation 1: Review of practices for asthma management 

The JH Network review, where appropriate in consultation with a respiratory

specialist with experience equivalent to that of Dr Gregory King:
(i) its asthma awareness education for patients
(ii) its training for nurses and doctors about severe asthma (including how to

identify a possible case, its risks, the need for specialist review, maintaining curiosity about a patient's medication use and when to recommend change in placement or transfer to hospital owing to severity of condition)
(iii) its templates for Asthma Action Plans so that they are specific to the custodial environment
(iv) its training for nursing staff in asthma management or capacity within correctional centres (including developing rapport, learning of inmates' circumstances and enhancing efficacy) and
(v) its arrangements for patients with suspected severe asthma being reviewed in a specialist respiratory clinic, of the kind overseen by Dr Gregory King, including possible use of telehealth.
2. Recommendation 2: Review of Winnunga Nimmityjah Aboriginal Health and Community Services
The JH Network investigate the Winnunga Nimmityjah Aboriginal Health and Community Service's model of care and consider if any features of that model are relevant and beneficial to the way in which the JH Network provides medical care to First Nations inmates.
3. Recommendation 3: Review of rostering arrangements for nurses at night
The JH Network review the adequacy of nursing rostering arrangements at correctional centres in circumstances where a nurse is not based/assigned to a correctional centre overnight (or is required to attend there from offsite).

4. Recommendation 4: Review of the first aid trolley
The JH Network examine introducing a requirement for all first aid trolleys to be used

in responding to" a serious health event at night, have a defibrillator om it at all times.

5. Recommendation 5: Review practices and procedures for management of asthma patients

The JH Network review Chronic Disease screening and asthma management plan

protocols/procedures to ensure:
(i) patients suspected of suffering severe asthma have that diagnosis confirmed by a specialist with expertise in asthma management
(ii) for patients diagnosed with severe asthma, their management plans provide for:
o regular lung function monitoring and clinical assessment

o regular reviews of the patient's symptoms and medication usage

o regular reviews of the recorded amounts of reliever and preventer

medication being issued to the patient in a given period

o when symptoms worsen, a plan to increase preventer medication and start prednisone treatment.
6. Recommendation 6: Review of training requirements for nurses on night shift
The JH Network review whether registered nurses are able to administer intramuscular adrenaline when responding to emergency situations.
7. Recommendation 7: Update of 'Adult Emergency Response Guidelines'
The JH Network consider updating the 'Adult Emergency Response Guidelines' for

acute asthma to provide more specific guidance on the referral of inmates to the

Chronic Disease Screening and for the development of an Asthma Action Plan.
	NSW Health supports recommendation 1. 
Asthma is prevalent in custodial settings and the Justice Health and Forensic Mental Health Network ('Justice Health') supports a review of practices for asthma management as a priority. The Network strives to embed best-practice asthma services as Justice Health patients have higher rates than community rates cited by Asthma Australia at 11 %. Justice Health's Centralised Analytics Reporting Portal (CARP) indicates 18% of the population in correctional settings in NSW have 'asthma' as a listed health condition, amounting to approximately 2,500 patients. These patients are located both in Justice Health sites and in privately managed centres. 
A review of the asthma management clinical pathway, related processes, and documentation, including identification of asthma severity and care expectations in consultation with Dr Ben Kwan (Staff Specialist, The Sutherland Hospital, South Eastern Sydney Local Health District), is scheduled for implementation by 30 June 2022. The review will include the:
(i) asthma action plan to reflect response and required action more accurately in a custodial setting.

(ii) education and training in relation to asthma and development of resources in relation to asthma assessment and management.
The Network has formed an Asthma Working Group of clinical, education and governance experts and includes representation from management. The timeline for completion of actions is 30 June 2022. The scope of work includes:

(i) Asthma awareness and management inclusion on the health promotion calendar.

(ii) Updates to the patient Asthma Education form (DG70156/20).

(iii) Changes to the Reception Screening Assessment form to identify patients with recent hospital admissions as patients of concern.

(iv) Prompt added to the Reception Screening Assessment form regarding use of the chronic disease screening pathway and clinical pathways for chronic conditions, including asthma.
NSW Health supports recommendation 2. 
The Winnunga Nimmityjah Aboriginal Health and Community Services model of care is an effective model but has features that cannot be applied to Justice Health and Forensic Mental Health Network ('Justice Health') settings. Findings from the review of the Winnunga Nimmityjah Aboriginal Health and Community Services will strategically inform future models of care. It should be noted that Justice Health provides state-wide services with areas of variable demographics and priorities potentially very different to Winnunga Nimmityjah Aboriginal Health and Community Services. Justice Health intends to work with key external stakeholders in the four Aboriginal Health & Medical Research Council regional areas where the largest Aboriginal patient profiles are and adopt models similar to the Aboriginal Family Health Worker Program under the auspices of Waminda South Coast Women's Health and Welfare Aboriginal Corporation. This model is based on the Aboriginal Community Controlled Healthcare Service, supports people in the community, provides in-reach to the centres, and supports reintegration back into the community. 
Justice Health has also been conducting round table discussions with the regional Aboriginal Medical Services and Aboriginal Community Health Services. This includes Wellington Aboriginal Health Services who will partner with Justice Health as their geographical area covers all of Western NSW to Penrith and the Alcohol and Other Drug (AOD) rehabilitation service in Moree. Justice Health, through its Aboriginal Culture and Strategy team, will continue to engage with other community services to determine the most effective model of care.
NSW Health supports recommendation 3. 

The review of rostering arrangements by the Justice Health and Forensic Mental Health Network ('Justice Health') noted that correctional centres use an ambulatory model of care and are not inpatient facilities. Patients have a 'knock up' call button to Corrective Services NSW ('CSNSW') in every cell and are educated to 'knock up' when help is needed. Any medical emergency processes include the requirement by CSNSW to call an ambulance at any time, including at night, when Justice Health staff are not in-house. 
Justice Health has completed a review of nursing roster arrangements. For less urgent issues or concerns CSNSW are to call the Network After-Hours Nurse Manager when the Network staff are not on-site for advice.
Recommendation 4 - The Justice Health and Forensic Mental Health Network ('Justice Health') has reviewed all first aid trolleys used in responding to a serious health event at night. This included a check and audit that every emergency bag has an Automatic External Defibrillator (AED) attached. This was actioned in September 2020 and all staff received a communication regarding checking the emergency bags and defibrillator on each shift (DG6959/21: Important Notice - Updated First Aid Bag and Airway Management Bag and Defibrillator Checklist). A First Aid Bag and Airway Management Bag and Defibrillator Checklist has been added to the first aid trolley to enable the documentation of checks.
NSW Health supports recommendation 5. 

The review of the asthma management clinical pathway and asthma action plan will be completed by 30 June 2022 and will ensure that the pathway reflects the custodial setting. An evaluation of the updated asthma management clinical pathway and asthma action plan will be completed by 30 September 2022.
NSW Health supports recommendation 6. 

The Justice Health and Forensic Mental Health Network ('Justice Health') aims to ensure that clinical staff are trained to manage clinical emergencies with the best available resources. Justice Health has reviewed the appropriateness of all nurses administering intra muscular adrenaline and the addition of adrenaline via intramuscular injection has been approved by the Drugs and Therapeutics Committee. This is reflected in the updated Adult Emergency Response Guidelines. These are available for staff and include asthma-related emergencies. Training is in development and will be undertaken once the emergency guidelines are finalised. There will be three months of auditing to review the utilisation of the emergency guidelines and audit results will be presented at the Close the Loop Committee for review.
NSW Health partially supports recommendation 7. 

This recommendation is partially supported as the Justice Health and Forensic Mental Health Network ('Justice Health') Emergency Response Guidelines are for use in emergency response situations and should not include non-emergency guidance including referral of patients to Chronic Disease Screening and development of Asthma Action Plans. However, it is acknowledged that this information is important and should be captured elsewhere. Justice Health has reviewed policies and guidelines to consider where specific advice regarding Chronic Disease Screening and Asthma Action Plans are best placed. Guidance for all chronic disease screening and management will be incorporated into the appropriate documents and pathways. 

Clinical education and training will support the implementation of this recommendation. The Asthma Working Group will present the revised Emergency Response Guidelines and updated policies and guidelines at the Close the Loop Meeting for discussion and finalisation.


	
	Joint recommendations to CSNSW and the JH Network
	1. Joint recommendation 1: Review of communication arrangements between senior COs and registered nurses
CSNSW and the JH Network review the arrangements for senior COs and registered

nurses having the means of immediate, continuous and real time communication whether through use of portable radios or mobile phones, particularly in circumstances where a registered nurse may be required to attend a medical emergency from offsite.
2. Joint recommendation 2: Scenario training for Cos and registered nurses in providing emergency aid to an inmate within an open minimum security environment

CSNSW and the JH Network examine the provision of joint scenario training to COs

and registered nurses in managing a situation, and providing emergency first aid

treatment to an inmate, within a minimum security wing/environment where inmates

may not be secured within cells and in and around the inmate receiving treatment.


	1. Completed – Supported

Refresher training has been developed on how to use hand-held radios. Training took place at Geoffrey Pearce Correctional Centre in July 2021.
NSW Health supports joint recommendation 1. 
Communication arrangements between Registered Nurses and senior Correctional Officers are essential to ensure immediate, continuous, and real time communication during a medical emergency when a clinician is not onsite. Justice Health uses portable two-way radios at correctional centres. The two-way radio is an effective and reliable means of communication during a medical emergency. The use of mobile phones is an additional means of communication but are subject to Corrective Services NSW (CSNSW) approval. The communication arrangements will be discussed at Joint Network and CSNSW meetings. 

In some centres, all nurses are issued with a two-way radio for ease of communication which supports sites where the health centre or nurse is a distance from the location of an emergency. CSNSW is to call an ambulance in a medical emergency, including when Justice Health staff are not onsite.
2. Supported – Completed
CSNSW - Supported

The scenario training planned for June 2022 at Mid North Coast could not proceed as several of the facilitating team was either in isolation or positive to COVID. However, eight training scenario packages future scenarios have been developed

In September 2022, the Compulsory Drug Treatment Correctional Centre a training scenario was conducted focusing on the medical emergency scenario snake bite. In November 2022 at the Metropolitan Remand and Reception Centre a training scenario was conducted focusing on the medical emergency asthma attack. A follow up survey is conducted for all staff involved and utilised for improving the training as the project continues.
NSW Health supports joint recommendation 2. 
Scenario training for Correctional Officers (COs) and Registered Nurses is essential to ensure first aid and emergency preparedness within an open minimum-security environment. Such training enhances the safety of both inmates and Justice Health and Forensic Mental Health Network ('Justice Health') staff. Justice Health will assume responsibility for the training of its staff and relies on the cooperation of Corrective Services NSW (CSNSW) to ensure that their staff participate. The Education and Training Unit will support scenario training once approved. 

Joint scenario training in managing and providing emergency first aid treatment to patients is currently being developed and is scheduled for release by 30 April 2022. Monthly training reports to measure the joint Justice Health and CSNSW emergency first aid scenario training completion will be reported monthly to Clinical Governance Committee from this time.

	FUTURE – Next response
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	Deborah SPENCER
2016/00159603


	Hearing: 11 December 2020

Findings: 29 January 2021

NSW Coroner’s Court, Lidcombe

Magistrate Derek Lee, Deputy State Coroner
	Deborah Spencer died on 23 May 2016 at Nepean Hospital, Kingswood NSW 2747. The cause of Deborah's death was blunt head injury, with hyoid bone fracture being a significant condition contributing to the death. The available evidence does not allow for any finding to be made as to the manner of Deborah's death.
	NSW Commissioner of Police
	1. That the NSW Commissioner of Police cause the investigation into the death of Deborah Spencer be referred to the State Crime Command Homicide Squad for the allocation of specialist investigators to review the matter and to assist in the ongoing investigation. I further recommend that a copy of the brief of evidence and transcript of the Inquest into the death of Deborah Spencer be provided to the Homicide Squad for this purpose.
	Recommendation 1 – In progress

By letter dated 4 May 2021, the NSW Commissioner of Police confirmed that the matter has been accepted by the NSW Police Force State Crime

Command Unsolved Homicide Team and will be progressed at the earliest opportunity in accordance with established protocols.

	FUTURE – Next response
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	John, Jack and Jennifer EDWARDS

2018/209420; 2018/208842; 2018/208843


	Findings: 7 April 2021

NSW Coroner’s Court, Lidcombe

Magistrate Teresa O’Sullivan, State Coroner


	Jennifer Edwards died on 5 July 2018 at approximately 5:00pm. She died at her home at 107 Hull Road, West Pennant Hills. Cause of death was multiple gunshot wounds to the head, chest, abdomen and extremities. She died as a result from traumatic injuries after being shot with a glock 17A pistol by her father, John Edwards.

Jack Edwards died on 5 July 2018 at approximately 5:00pm. He died at his home at 107 Hull Road, West Pennant Hills. Cause of death was multiple gunshot wounds to the chest. He died as a result from traumatic injuries after being shot with a glock 17A pistol by her father, John Edwards.

John Edwards died on 5 July 2018, shortly after 6:00pm. He died at his home at 33A Harris Road, Normanhurst. Cause of death was a single gunshot wound to the head. He died as a result from injuries suffered as a result of a self-inflicted gunshot wound using a .357 Magnum Smith & Wesson revolver.


	NSW Police Force 
	1. That the NSW Police Force (NSWPF) take steps to ensure that operational police are aware of the inherent dangers in recording pre-emptive approaches to police in the context of family law proceedings in the COPS database, and of the requirement set out in the Domestic Violence Standard Operating Procedures(DVSOPs) to record such approaches with appropriate caveats.


	Recommendation 1 – Supported 

An amendment to ensure there is guidance for how police record such approaches with appropriate caveats entitled ‘Pre-emptive approaches to police’ has been included in the DVSOPs. This includes information about how police must consider information received from parties including; ‘cross over’ between family law and domestic violence, evidence-based opinions, requirement for full investigations, pre-emptive approaches and suggested narratives and caveats and how that information should be recorded.

In addition, three ‘DV Insights’ update bulletins on Family Law in the context of domestic and family violence have been developed and disseminated and are readily available on the NSWPF intranet. Further material has been developed on the interactions between DV and Family Law for release in coming months.

In regard to training, the new Domestic & Family Violence (D&FV) Fundamentals Course includes a total of 15 online modules with a further 1-day face to face component. Module 8 is focused on Family Law and deals with questions relevant to this recommendation. The Domestic Violence Safety Assessment Tool (DVSAT) is also a module in the package.

The NSWPF is currently working with the Commonwealth and other states and territories in planning for the implementation of the new Federal Family Violence Orders and this will require all operational NSW Police officers to be trained on this subject and will provide another opportunity to reinforce the above messages.



	
	
	
	
	2a. That the NSWPF continue to prioritise the inclusion of           training modules related to domestic violence and the DVSOPS in annual Mandatory Continuing Police Education training packages.


	Recommendation 2a – Supported

Domestic violence and the DVSOPS will continue to be prioritised in modules included in the annual Mandatory Continuing Police Education (MCPE) training program. In 2020/2021, the Mandatory Continuing Police Education training includes a package on Domestic Violence and Firearms. The MCPE DV and Firearms was released to NSWPF on 2 November 2020.

As at 18 August 2021, 18,796 NSWPF staff have completed the MCPE.

The NSWPF also offers a range of other training courses focused on domestic violence:

·  Six Minute Intensive Training (SMIT) on Domestic and Family Violence and Disability

· Local Training Day – Domestic Violence and Firearms

· Domestic & Family Violence Fundamentals Course, (reviewed and redesigned)

· Domestic & Family Violence - Action or No Action?: SMIT

· Domestic & Family Violence Fundamentals Facilitators course

· Domestic Violence – Intimidation: SMIT

· Domestic Violence evidence in chief workshop

· Law on: Domestic Violence Powers

· National Domestic Violence Order Scheme (NDVOS) – 1: SMIT

· National Domestic Violence Order Scheme (NDVOS) – 2: SMIT

· Widening the definition of a Domestic Violence Offender: SMIT

· Response to a Domestic Violence Offender: SMIT.



	
	
	
	
	2b. That the NSWPF give consideration to the development of a mandatory training package targeted at general duties constables in relation to the DVSOPs and use of the Domestic Violence Safety Assessment Tool.


	Recommendation 2b – Supported

A mandatory training package for general duties constables in relation to DVSOPS and the DVSAT is currently being considered and developed. Possible areas under consideration include recording and reporting incidents correctly, creating child at risk incidents/decision making and including children on ADVO applications, the use of DVSAT and, in particular, the importance of professional judgment and the flow on effect to ADVO conditions and duration.

Following on from the DV training provided to police officers at the Academy, the NSWPF DV Team ensures that information is regularly provided to the field in various forms to maintain and update their knowledge. These include: DV Insights, SMITs, and Police Monthly articles. The redesign of the DVSAT currently in progress will also be supported by a training package.

The NSWPF has developed the D&FV Fundamentals Course that includes 15 online learning modules and is followed up with a one-day face to face training course targeting a range of DV related issues. There is both an online module and a face to face component focusing on how to complete DVSAT.

This course includes material from the current DVSOPs. There are also links and references to the DVSOPs throughout the course. The D&FV Fundamentals Course is currently being delivered to Field Facilitators, which will enable the course to be delivered state-wide. The D&FV Fundamentals course is open to all serving NSW police officers.

Work is ongoing in developing a Domestic Violence Officers course which will replace the Domestic Violence Liaison Officers (DVLO) course previously offered. 



	
	
	
	
	3. That the NSWPF give consideration to implementing an annual, comprehensive audit process of officer compliance with the DVSOPs, which includes the results of ‘dip sampling’ conducted by Domestic Violence Officers in each Police Area Command. The results of the audit should be published and should include information as to any material variations or trends between Police Area Commands, and measures that will be taken to resolve any concerns.


	Recommendation 3 – Supported 

Consideration is being given to changes in the audit process including a proposal for a three-tiered approach for an annual, comprehensive audit of compliance with the DVSOPs. The three tiers involve the use of DVLOs and Duty Officers at a Command/District level and Regional Domestic Violence Coordinators at the Region level conducting dip samples and using the Command Management Framework (CMF) system to manage and record these inquiries.

The CMF is a risk-based, self-assessment process focussing on the audit function. Historically, where this system has been used in the domestic and family violence space, it has mainly measured outputs. Consideration is being given to use the CMF to measure compliance with the DVSOPs.

How to use audit results, including potentially publishing them or providing comparison between commands, will be considered subsequent to the implementation process.



	
	
	
	
	4. That the NSWPF amend the DVSOPs to give significantly greater prominence (and at a much earlier point in the document) to the warning as to the existence of family law proceedings that appears in the “Domestic Violence and Family Law” Chapter.


	Recommendation 4 – Supported 

The NSWPF will amend the DVSOPs to include an earlier reference and insert it into the section titled ‘Recording Domestic Violence’.

This amendment will be made during the next update to the DVSOPs planned to occur in the next 12 months.



	
	
	
	
	5. That the NSWPF develops and delivers a mandatory training module for shift supervisors in relation to the verification of incidents of domestic violence in COPS, including the application of the Supervisor’s DV Checklist annexed to the DVSOPs.


	Recommendation 5 – Supported 

A range of measures have been implemented to ensure shift supervisors are aware of verification requirements around domestic violence incidents in COPS. In January 2021, following the inclusion of the Supervisor’s checklist in the DVSOPS, specific and tailored verification questions into DV events were added for supervisors and this has been supported by communications, e-guides and notebook cards.

As part of the online component of the Sergeant Transition program, there are resources available to participants that give instruction on COPS verification including DVEC verification.

The Advance Custody Course (ACC) is required training for the qualification of Custody Manager. A 3-day face to face course, it has a scenario-based activity which teaches participants how to verify a charge component of a person in custody as opposed to verification of an event. As a result of the Inquest, the following changes have been made to charge verification training within the ACC which now focusses on DV related charges:

· Changes to the charge type to a DV related example

· Changes to the fact sheet scenario to reflect a DV related incident

· Changes to the criminal history to indicate the Person of Interest (POI) has had previous adverse DV history with the victim in the training scenario.

The aim is for participants to identify an adverse history and then apply appropriate DV victim protection through the application of relevant bail conditions additional to any

Apprehended Violence Order (AVO), ensuring victim protection is clearly articulated within the bail condition and not just referenced to any conduct condition attached to the AVO.

	
	
	
	NSW Government 
	6. That the NSW Government take steps to update the list of prescribed offences in cl. 5 of the Firearms Regulation 2017 to include any personal violence offences or domestic violence offences defined in the Crimes (Domestic and Personal Violence) Act 2007 (NSW).


	Recommendation 6 – Supported 

The NSW Government will take steps to incorporate consideration of any personal violence offences and domestic violence offences, as defined in the Crimes (Domestic and Personal Violence) Act 2007 that are not already listed as disqualifying offences in clause 5 of the Firearms Regulation into licencing and permitting decisions under the Act.

	
	
	
	
	9. That the NSW Government take steps to remove the language "other than an order that has been revoked" in s. 11 (5) (c) of the Firearms Act 1996 (NSW).
	Recommendation 9 – Supported in Principle 

The NSW Government will take steps to incorporate consideration of apprehended violence orders and interim apprehended violence orders which have been revoked into licensing and permitting decisions under the Act.



	
	
	
	
	16. That the NSW Government take steps to amend the regulatory regime in relation to firearms licensing so that the occurrence of a federal DV event (as defined in Recommendation 15) gives rise to:

(a) a suspension of the processing of a licence application or of an existing licence; and

(b) consideration as to whether the information relating to the federal DV event has any bearing on the suitability of the applicant or licence holder pursuant to s. 11 of the Firearms Act 1996 (NSW).
	Recommendation 16 – Supported 

The NSW Government will take steps to implement this recommendation in conjunction with the project led by the Commonwealth to facilitate information sharing between the FCFCoA and state and territory police forces. This project is underway and any further system or legislative amendments to be developed will be in conjunction with the outcomes of this project.

The Firearms Regulation 2017 was recently amended to recognise the new Federal Family Violence Orders (FFVO). The Family Law Act 1975 (Cth) does not yet refer to FFVOs (this amendment is contained

	
	
	
	
	17. That the NSW Government take steps to amend the regulatory regime in relation to firearms licensing so that where the NSWPF is notified of a federal DV event (as defined in Recommendation 15) in relation to a person who is either an applicant for a firearms licence or permit, or the holder of a firearms licence or permit, the NSWPF or the Firearms Registry must automatically notify the relevant federal family law court of that fact (so that the court will inform the parties of the application or current licence).
	Recommendation 17 – Supported 

The NSW Government will take steps to implement this recommendation in conjunction with the project led by the Commonwealth to facilitate information sharing between the FCFCoA and state and territory police forces. This project is underway and any further system or legislative amendments to be developed will be in conjunction with the outcomes of this project.

The Firearms Regulation 2017 was recently amended to recognise the new Federal Family Violence Orders (FFVO). The Family Law Act 1975 (Cth) does not yet refer to FFVOs (this amendment is contained in the Family Law Amendment (Federal Family Violence Orders) Bill 2021, currently before the Federal House of Representatives. While this amendment has no current effect, it is intended to ensure an FFVO will, be recognised as an apprehended violence order under the Firearms Act 1996 in NSW and a person subject to an FFVO will have all the same restrictions apply that applies with a DVO.



	
	
	
	
	18. That the NSW Government take steps to amend the regulatory scheme in relation to firearms licensing so that a person engaged in family law proceedings is required to disclose this to the Firearms Registry when applying for a firearms licence or permit.


	Recommendation 18 – Supported

The NSW Government will consider mechanisms to implement this recommendation in conjunction with the work being done under a project led by the Commonwealth Government to facilitate information sharing between the FCFCoA and State and Territory police forces and will be progressed in conjunction with related legislative amendments.



	
	
	
	
	20. That the NSW Government take steps to revoke the use of the P650 form (which currently allows an unlicensed person to undergo firearms training without involvement or vetting by the Firearms Registry), with the view to amending cl. 129 of the Firearms Regulation 2017 and implementing an alternative scheme which provides for adequate verification of information and oversight by the Firearms Registry.


	Recommendation 20 – Supported in principle 

The NSW Government will consider amendments to require a permit to be able to undertake unlicensed shooting while participating in a firearms safety course.

The Firearms Registry is taking measures under the existing law including enhancing the use of digital licence and permits to give greater transparency to the process and greater oversight by the Registry.

	
	
	
	
	21. That the NSW Government take steps to implement a regulatory change under which gun clubs are under an obligation to inform the Firearms Registry if they have refused a person membership, and the reasons for that refusal.


	Recommendation 21 – Supported 

The NSW Government will take steps to implement a regulatory change under which gun clubs are under an obligation to inform the Firearms Registry if they have refused a person membership, and the reasons for that refusal.



	
	
	
	
	22a. That the NSW Government take steps to amend cl. 101 of the Firearms Regulation 2017 to impose the mandatory reporting obligation therein on any type of gun club (not only a pistol club).


	Recommendation 22a – Supported 

The NSW Government will take steps to amend the requirements for the secretary or other relevant office holder of a club in relation to notifications to the NSWPF.



	
	
	
	NSW Firearms Registry 
	7. That the NSW Firearms Registry clarify its systems so that it is obvious to an adjudicator that an applicant may have made an earlier false or misleading application.


	Recommendation 7 – Supported 

A new process was established on 7 April 2021 in which staff must consider whether an applicant has provided false or misleading information as part of an application, and further inquiries are to be made by police if false or misleading information may have been supplied by an applicant.

The Firearms Registry’s Decision-Making Tool (DMT) was updated to reflect this change in process and the need to consider false or misleading information is included in the Firearms Registry’s Decision-Making Guidelines. In detail, this means that:

· When false and misleading information is detected, the application is refused.

· The service of a Notice of Refusal is attended to by virtue of a COPS event disseminated to the PAC/PD with geographic responsibility for the applicants’ nominated residential address. The COPS event provides the basis (and instruction) for investigations to be instigated around the false and misleading information.

· Should it be considered by the Adjudicator that there may have been misinterpretation of the questions and the responses provided, or there is ambiguity of intent, the current adjudication escalation processes would apply.

· The DMT specifically references the issue of false and misleading information.

· Potential software solutions are also being examined, so that where discrepancy/dishonesty is identified in an application, it is flagged for review to assess whether a false/misleading statement has been made.

	
	
	
	
	8. That the NSW Firearms Registry provide additional training in relation to the protocol that must be followed where an applicant may have made an earlier false or misleading application.
	Recommendation 8 – Supported 

NSWPF lawyers from the Office of the General Counsel provided training to supervisors and adjudicators on decision-making and adjudication issues on 26 and 27 May 2021.

The Firearms Registry has given a commitment to annual training in adjudication and decision-making.

The next training sessions are scheduled for October 2021 and April 2022.

Workshops were held throughout June and July 2021 to develop standard operating procedures (SOPs) across all transactions and decisions. The implementation of the SOPs is being supported by training. A review process for the SOPs will also be implemented to ensure they remain contemporary and fit for purpose.

The Quality Assurance Strategy embeds a continuous improvement culture as decisions are scrutinised by a panel and a lesson learnt approach is adopted.



	
	
	
	
	10. That the Adjudication Decision-Making Tool used by the Firearms Registry be updated to include improved, and more specific, guidance in relation to domestic violence.
	Recommendation 10 – Supported 

A review of decision-making across systems, processes, and people with a focus on domestic violence considerations was undertaken across all application types and any entry channels. This has resulted in changes to the DMT to target hardening approaches to domestic violence.

The Firearms Registry has:

· expanded the CNI hit report to ensure that matters of domestic violence are identified more readily.

· ensured that all licence applications where domestic violence incidents are identified are escalated to a Senior Adjudicator for decision making.

· commenced a process to further refine the DMT so that it provides further guidance to adjudicators regarding domestic violence.

COPS enhancements are being developed to alert police when interacting with people or locations involving firearms, to make better informed decisions at the time of interaction. This helps mitigate risks of firearm involvement in domestic violence situations.

A trial was conducted and completed in July 2021 using a revised DMT to assess the quality of all decisions, with a focus on domestic violence. Following this, the revised tool is being rolled out across the Firearms Registry.

The revised DMT includes a greater use of intelligence-based decision-making tools. Firearms Registry alerts have been set up to automatically indicate to the decision maker that there is an event or entry relating to domestic violence.



	
	
	
	
	11. That the Adjudication Decision-Making Tool used by the Firearms Registry be updated to include review of any Domestic Violence Safety Assessment Tool (DVSAT) attached to a COPS Event involving an applicant for a permit or licence.
	Recommendation 11 – Supported in principle 

The DVSAT is currently under review and consideration will be given to including the DVSAT in the DMT once the review is finalised.

Under the DMT a full analysis of police holdings is conducted of domestic violence events, which includes the DVSAT.

Enhancements to include the Firearms Safety Assessment Tool (FSAT) in COPS are under development and planned to commence this year. The FSAT requires police first responders to follow a line of questions when interacting with licence holders who are the subjects of a police interaction that results in an event on COPS.



	
	
	
	
	12. That the Firearms Registry conduct regular training to ensure that all adjudicators who exercise delegated functions under the statutory scheme have knowledge and awareness of issues related to domestic and family violence, including knowledge around separation risks, risk of future violence, non-physical domestic violence behaviours and review of the Domestic Violence Safety Assessment Tool.


	Recommendation 12 – Supported 

A series of workshops by the NSWPF Domestic & Family Violence Team have been scheduled for Registry staff. They are designed to cover a range of subjects, including relevant legislation, D&FV events, D&FV reporting and summaries, and use of the DVSAT.

The Mental Health Intervention Team is also scheduled to assist with training related to licensing and mental health issues.

Ongoing training for Registry staff will continue to be developed and delivered on a regular basis.

In addition, NSWPF lawyers from the Office of the General Counsel provided training to supervisors and adjudicators on decision making and adjudication issues on 26 and 27 May 2021.The Firearms Registry has given a commitment to annual training in adjudication and decision-making. The next training sessions are scheduled for October 2021 and April 2022.

Workshops were held throughout June and July 2021 to develop SOPs across all transactions and decisions. The implementation of the SOPs is being supported by training. A review process for the SOPs will also be implemented to ensure they remain contemporary and fit for purpose.

The Quality Assurance Strategy embeds a continuous improvement culture as decisions are scrutinised by a panel and a lesson learnt approach is adopted.

	
	
	
	
	19. That the Adjudication Decision-Making Tool used by the Firearms Registry be amended to require that adjudicators take into account any available information as to whether family law proceedings are on foot and consider the implications of this for risks that may be posed by an applicant.


	Recommendation 19 – Supported 

All family law proceedings that the Firearms Registry is made aware of will be considered. Currently there is no workable mechanism for the Firearms Registry to be made aware of the relevant proceedings, or if they relate to an applicant. However, the work to address this issue outlined in the response to Recommendation 13 and subsequent recommendations is ongoing.



	
	
	
	
	22b. That the Firearms Registry undertake consultation with industry stakeholders and the NSW Government with the view to lowering the reporting threshold in c. 101 of the Firearms Regulation 2017 from the current test of “may pose a threat to public safety (or a threat to the person’s own safety) if in possession of a firearm”, to include a situation where the club has concerns in relation to risk posed by a prospective or current member, and developing appropriate parameters to assist in assessing any such risk.


	Recommendation 22b – Supported 

The NSWPF Firearms Registry will undertake consultation with industry stakeholders and the NSW Government with the view to lowering the reporting threshold in c. 101 of the Firearms Regulation 2017 from the current test of “may pose a threat to public safety (or a threat to the person’s own safety) if in possession of a firearm”, to include a situation where the club has concerns in relation to risk posed by a prospective or current member, and developing appropriate parameters to assist in assessing any such risk.

NSW Police Force has established a Firearms Registry Consultative Council which will support this consultation. Its role is to:

· Address improvements of and barriers to effective firearm regulation

· Improve compliance with legislative requirements

· Collaborate on initiatives and campaigns targeting, or relating to, various firearm matters

· Share feedback about the Firearms Registry and activities within the firearm sector.

Membership includes representatives from industry stakeholders and gun control advocates. The Council is designed so the NSWPF Firearms Registry can consult and develop practical solutions to improve safety and make recommendations to government for appropriate legislative change.



	
	
	
	
	23. That the Firearms Registry undertake research and analysis in relation to the likely impact of a regulatory change to confer on gun clubs and other commercial safe storage providers the power to refuse to allow a person to access or remove guns if that club or provider has any concerns about risk posed by that person.
	Recommendation 23 – Supported 

The Firearms Registry will undertake research and analysis in relation to the likely impact of a regulatory change to confer on gun clubs and other commercial safe storage providers the power to refuse to allow a person to access or remove guns if that club or provider has any concerns about risk posed by that person.

As discussed in the response to Recommendation 22b, the NSWPF has established a Firearms Registry Consultative Council. This body is the consultation forum to explore this recommendation.



	
	
	
	The NSWPF and the Firearms Registry 
	13. That the NSWPF and the Firearms Registry standardise and clarify the questions in all Firearms Registry application forms that relate to the disclosure of orders in family law proceedings to which an applicant is subject or has been subject in the last 10 years.
	Recommendation 13 – Supported in principle 

The most efficient process for the consideration of Family Law Court proceedings will be determined following the development of an information sharing protocol with the Federal Circuit and Family Court of Australia (FCFCoA). This protocol is currently being progressed via the Family Violence Information Sharing Project and legislative initiatives with expected completion in 2022.

Once the protocol is in place, it is intended that the current DMT tool will be amended to ensure any information available to the NSWPF about FCFCoA proceedings are considered.

The Firearms Amendment Regulation 2021 (NSW) included federal family violence orders in the definition of apprehended violence orders in the Firearms Regulation 2017 so that they would be considered in the same way as



	
	
	
	
	14. That the NSWPF and the Firearms Registry continue to liaise with representatives of the Federal Circuit Court and Family Court of Australia (sic) with the view to the Firearms Registry implementing a mechanism by which information provided by applicants relating to family law proceedings in the P650, P634 and P561 forms is able to be verified.
	Recommendation 14 – Supported 

The Firearms Registry has been engaged with the FCFCoA to refine and align a process that will enable relevant orders in family law proceedings to be passed to the Registry.

Work also continues through various national working groups, including the Firearms and Weapons Policy Working Group (FWPWG), the National Personal Protection Injunction Working Group (NPPIWG) and other family violence specific working groups.



	
	
	
	
	15. That the NSWPF and the Firearms Registry continue to liaise with representatives of the Federal Circuit Court and Family Court of Australia (sic) with the view to the NSW Police Force implementing a system to ensure that when any the following occur in family law proceedings (together “a federal DV event”):

a) a Notice of Risk is filed in the Federal Circuit Court that discloses domestic or family violence, or child abuse;

b) a Notice of Child Abuse, Family Violence or Risk of Family Violence is filed in the Family Court of Australia; or

c) a federal family law court imposes an injunction relating to the protection of a spouse or child;

the relevant federal family law court notifies the NSW Police Force, and the federal DV event is recorded in COPS by the NSW Police Force in a way that makes it readily apparent to an adjudicator at the Firearms Registry.
	Recommendation 15 – Supported in principle 
The Firearms Registry has been engaged with the FCFCoA to refine and align a process that will enable relevant orders in family law proceedings to be passed to the Registry.

This will also be raised in the context of the project led by the Commonwealth to facilitate information sharing between the FCFCoA and state and territory police forces. Any further system or legislative amendments to be developed will be in conjunction with the outcomes of this project.

The Firearms Regulation 2017 was recently amended to recognise the new Federal Family Violence Orders (FFVO). The Family Law Act 1975 (Cth) does not yet refer to FFVOs (this amendment is contained in the Family Law Amendment (Federal Family Violence Orders) Bill 2021, currently before the Federal House of Representatives. While this amendment has no current effect, it is intended to ensure an FFVO will be recognised as an apprehended violence order under the Firearms Act 1996 in NSW and a person subject to an FFVO will have all the same restrictions apply that applies with a DVO.

	
	
	
	Office of the Legal Services Commissioner 
	24. That the Office of the Legal Services Commissioner investigate whether any disciplinary action ought to be taken against Ms Debbie Morton in connection with any aspect of her role as the ICL in the family law proceedings between John and Olga Edwards, including in relation to the matters set out at paragraphs [866] to [905], [1005] to [1008], [1009] to [1039], and [1073] to [1088] of Section F of these findings.
	Recommendation 24 – Supported

By email dated 5 October 2021, the NSW Legal Services Commissioner confirmed that it is considering whether any action needs to be taken under Chapter 5 of the Uniform Law regarding the solicitor Ms Debra Morton.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Quanne DIEC
2009/472935 

	Hearing: 14 April 2021

Findings: 19 April 2021 

Coroner's Court of New South Wales at Lidcombe

Magistrate Derek Lee, Deputy State Coroner


	Quanne Diec, who was reported as a missing person on 27 July 1998, is now deceased. Quanne died on or after 27 July 1998. The available evidence does not allow for any finding to be made as to the place of Quanne's death. It is most likely that Quanne went missing, and died, in suspicious circumstances. The manner of death is therefore homicide. However, the available evidence and the absence of any postmortem examination does not allow for any finding to be made as to the precise cause of Quanne's death.
	New South Wales Commissioner of Police
	That the Commissioner of Police cause the investigation into the suspected death of missing person Quanne Diec be referred to the State Crime Command Unsolved Homicide Team for further investigation in accordance with the procedures and protocols of the Unsolved Homicide Team. 
I further recommend that a copy of the brief of evidence be provided to the Unsolved Homicide Team for this purpose
	Completed 
By letter dated 5 July 2021, the NSWPF Commissioner 
confirmed that the matter has been accepted by the NSW Police Force and forwarded to the State Crime Command, Unsolved Homicide Team, for evaluation at the earliest opportunity in accordance with established protocols.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Gabriella Pamela Thompson & Tafari Walton

2019/81714

2019/83697
	Hearing: 18-22 January and 22 February 2021
Findings: 30 April 2021 

NSW State Coroner’s Court, Lidcombe

State Coroner, Magistrate Teresa O’Sullivan
	Gabriella Thompson died on 13 March 2019 at the John Hunter Hospital, NSW. Cause of death was multiple stab wounds; homicide by a known person in the context of domestic violence. 
Tafari Walton died on 14 March 2019 at Glendale, NSW. Cause of death was gunshot injuries to the head and abdomen. Tafari was shot as he moved towards a police officer while armed with a knife, intending to provoke the officer to shoot him. The death was a result of police operations. 


	To the NSW Commissioner of Police

To the Commissioner of Corrective Services NSW
	1. Consider amending NSW Police Force policy, including if appropriate the Domestic and Family Violence Standard Operating Procedures and the Code of Practice for the NSW Police Force Response to Domestic and Family, in order to:

a. Clarify the requirement to record a CAD message as "Domestic Violence" where the circumstances reported by the informant relate to suspected domestic violence, even where no offence is reported.

b. Clarify that, where a report relates to domestic violence, responding police officers should attend and talk to the alleged victim personally, unless there are exceptional reasons not to do so.

2. Consider developing further training and guidance for police officers about the risks of, and appropriate responses to, people who are likely to attempt to use police officers to commit self-harm.
3. Consider amending the Community Corrections Policy and Procedures Manual-Section B1 -Legal Issues at [1.7], to identify the circumstances when a Community Corrections officer should report a suspected breach of bail to police, in particular where the breach relates to an identified risk to the community.

4. Consider amending the Community Corrections Policy and Procedures Manual-Section E2 -Drug testing, to provide further guidance on the circumstances where drug testing ought to be required of an offender who has admitted drug use.


	Recommendation 1 – Supported in part 
By letter dated 5 April 2022, the NSW Commissioner of Police confirmed that the NSW Police Force is amending the NSW Police Force and Domestic Violence Standard Operating Procedures to reflect Recommendations 1(a) and 1(b). 

The Code of Practice for the NSW Police Force Response to Domestic and Family Violence is designed to assist the community in understanding the actions that Police are required to take when responding to domestic and family violence. The NSW Commissioner of Police does not consider the details contained in Computer Aided Dispatch (CAD) messages would assist with fulfilling this purpose.

The Code of Practice for the NSW Police Force Response to Domestic and Family Violence will be amended to reflect Recommendation 1(b), however Recommendation 1(a) will not be adopted at this time.
Recommendation 2 – In Progress 
By letter dated 5 April 2022, the NSW Commissioner of Police advised that the NSW Police Force Weapons and Tactics

Policy and Review (WTPR) introduced the concept of ‘use police to commit self-harm’ into the 2020 training curriculum as part of the Mental Health De-escalation training.

The NSW Police Force is now working with specialist external agencies to develop a training package specific to ‘use police to commit self-harm’. It is proposed that this training will be included in future mandatory training. 
Recommendation 3 – Supported 
Community Corrections staff are not usually involved in bail or aware if offender is on bail and so policy changes to report suspected bail breaches will not support offender management.
Recommendation 4 - Supported

CSNSW policies provide guidance as to when drug testing is appropriate. If an offender admits to drug use once they are not testing (but this does not preclude future testing). CSNSW states that policy is clear and further guidance would not result in improved offender management.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘Z’
2012/247793
	Hearing: 13 August 2020 -14 August 2020
Findings: 10 March 2021

NSW Coroner’s Court, Lidcombe

Magistrate Harriet Grahame, Deputy State Coroner
	Z died on 3 August 2012 at Wollongong Hospital, Wollongong. He died of a traumatic head injury. His death was the result of trauma inflicted by a person or persons unknown.
	The Secretary, Department of Communities and Justice
Commissioner, NSW Police Force
	Recommendation 1 

That DCJ consider abolishing reliance on handwritten forms in weekly allocation meetings

(or wherever decisions are being made by a CSC about responding to a Risk of Significant

Harm report) in favour of using the ChildStory timeline to obtain the most up to date and

accurate child protection history for each child.

Recommendation 2 

That DCJ consider, in the course of the current practice mandate review providing guidance

to casework staff with respect to:

a) The allocation and assessment of ROSH reports with a priority response time of less

than 24 hours; and

b) escalating ROSH reports with a priority response time of less than 24 hours to senior

management within DCJ in the event that a ROSH report cannot be allocated for a

response.
Recommendation 3 

a) That the death of Z be referred to the Unsolved Homicide Unit of the NSW Homicide Squad for further investigation.

b) That the NSW Police Force apply for and support the provision of a reward

relating to information which leads to the arrest and conviction of a person or persons in relation to injuries causing the death of Z.


	Recommendation 1 – Supported 

On 26 July 2021, the Department of Communities and Justice (child protection) published the revised Triage and Assessment Practice Mandate. The revised mandate addresses recommendation one, as it requires: 

c. child protection caseworkers and managers to use the ChildStory timeline and any previously completed field assessments to inform decisions about case allocation and 

d. all records detailing decisions about case allocation and closure must be entered into ChildStory using meeting records. 

Recommendation 2 – Supported 

The revised Triage and Assessment Practice Mandate also addresses recommendation two, it requires: 

a. children who are the subject of a risk of significant harm (ROSH) report with a less than 24-hour response recommendation are to be prioritised for a face-to-face safety assessment; 

b. the Manager Client Services (MCS) must be advised if the child cannot be seen within 24 hours; 

c. all unallocated ROSH reports requiring a face-to-face safety assessment are required to be considered for allocation at a weekly allocation meeting or equivalent peer review meeting, and cannot be closed prior to this; 

d. an MCS must consult with two managers casework before approving the closure of any ROSH report (with a less than 24 hour response recommendation) when the child has not been seen; and 

e. the reason and rationale for case closure must be recorded in ChildStory. 
Child protection managers and caseworkers are supported to understand the revised triage and assessment processes through ChildStory knowledge articles and Casework Journey maps.

The revised Triage and Assessment Practice Mandate has been published and will be implemented across all districts by the end of December 2021.

During 2021 and 2022 DCJ is undertaking a number of other key projects that seek to improve the number of children seen by caseworkers and the quality of child protection assessments. The outcome of these projects may lead to a further review of triage and assessment processes.
Recommendation 3 – Supported and Complete 

The matter has been accepted by the NSW Police Force State Crime Command, Unsolved Homicide Team, and will be progressed at the earliest opportunity in accordance with established protocols.

The recommendation made by the Deputy State Coroner of applying for a reward will be considered by the Unsolved Homicide Team as part of this process.
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	‘S’
2018/114791
	Hearing: 4-5 May 2021 
Findings: 7 May 2021 


Ballina Local Court 

State Coroner, Magistrate Teresa O’Sullivan
	That S died on 11 April 2018 at Collingullie, NSW from a self-inflicted gunshot wound to the head, with an intention to end his life. 
	To the NSW Commissioner of Police
	1. Review any relevant policies and procedures to clarify whether a police officer subject to a criminal complaint investigation should be given a direction that a subject officer should not disclose information about an investigation to a witness or involved person.
	Recommendation 1 - Supported 
The NSW Police Force supports this recommendation and has commenced a review of the policies and procedures relevant to the giving of directions to Police officers as part of a criminal investigation. That review includes examination of the legal questions that arise from this issue, and updates will be provided in accordance with established process under the Premier’s Memorandum.
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	Julian Horne
2016/306892
	Hearing: 17-18 May 2021 

Findings: 18 June 2021 

NSW State Coroner’s Court, Lidcombe

Deputy State Coroner, Magistrate Harriet Grahame 
	That Julian Horne died on 12 or 13 October 2016 at 2/27 Ridge Street, Lawson, NSW. He died of acute alcohol poisoning in the context of having longstanding alcohol issues, during a severe relapse of his condition. 
	Ministry of Health and the NBMLHD

NSW Ministry for Health  
	1. That the findings of this Inquest, along with the transcript of the family statement given by the family in the hearing on 18 May 2021, be considered by the Ministry and the NBMLHD with a view to considering if any lessons can be drawn from Julian’s death and improvements made to the management of patients with severe alcohol disorders like Julian’s (which include periods of abstinence along with periods of severe binge drinking to the point of being life threatening) noting that NSW Health recently received the findings of an evaluation of the IDAT program. 
2. NSW Health prioritise the assessment and determination of the St Vincent’s Specialty Network’s controlled drinking trial (managed alcohol) proposal so that it can be commenced forthwith. 
3. NSW Health prioritise undertaking and completing the evaluation of the Assertive Community Management (ACM) and Drug and Alcohol Consultation Liaison Programs (including but not limited to consideration of how families of patients with severe alcohol or drug issues are engaged by health providers and themselves are able to meaningfully engage to provide support and information about the patient and any concerns they have). 

4. NSW consider (a) whether there are means of NSW Health promoting or lobbying the Commonwealth as regards improving the availability of Disulfiram medications within Australia (including but not limited to its potential inclusion on the PBS scheme) and (b) whether it would be appropriate to do so taking into consideration the findings made in this inquest. 
5. NSW Health consider (a) whether there are means of NSW Health promoting the data capture as recommended by the ACEM with the relevant Commonwealth agency responsible for that data collection and (b) whether it would be appropriate to do so. 

6. NSW consider engaging with the ACEM to develop training modules for Emergency  Department clinicians as regards treatment options for patients presenting to EDs with severe alcohol disorders. 

7. NSW Health consider examining the feasibility of: 

a. Providing support for embedding a Clinical Nurse Consultant (CNC), specialising in alcohol and drug issues, within Emergency Departments during after-hours, where appropriate, noting the evidence that persons with severe alcohol disorders presenting to EDs frequently do so after hours (not during business hours when Drug and Alcohol Services typically operate).
b. Providing support for the establishment of a Working Group for specific hospitals or across particular LHDs concerning persons identified to be frequently presenting to EDs within a specified period with severe alcohol or drug related issues (noting the evidence of Dr Foong as regards the Working Groups at the Bankstown Hospital that currently operate for frequent presenters in the context of Indigenous and Mental Health). 
	Recommendation 1 – Supported

The NSW Ministry of Health is constantly looking to improve clinical service delivery. Lessons that can be drawn from this inquest about the treatment of patients with severe alcohol disorders will be considered at a policy and operational level. The Ministry is currently in the process of responding to issues raised in the Involuntary Drug and Alcohol Treatment (IDAT) program evaluation. Lessons learned from this inquest and the family's statement will be considered as part of this response. The response to the IDAT evaluation will be completed by early 2022. 

The Nepean Blue Mountains Local Health District Drug and Alcohol (D&A) Service convened a multi-disciplinary Morbidity and Mortality (M&M) Meeting to review the inquest findings, the family's statement and the clinical care provided to Julian in the District. Six systems improvements were identified at the meeting to improve care. Improvements included: developing a District-wide database of patients referred to the IDAT Program; updating local procedures to strengthen guidance around discharge, referral and follow-up of drug and alcohol patients; and developing a system for periodic internal review of all drug and alcohol patient deaths. It is expected all actions will be implemented by April 2022.
Recommendation 2 – Supported 

NSW Health supports the trial of the Managed Alcohol Program (MAP). The trial aligns with the harm minimisation principles that underpin existing alcohol and other drug programs including the Opioid Treatment Program, Needle and Syringe Program and Medically Supervised Injecting Centre. 

From the NSW Health perspective, no further assessment or determination is required to enable the trial to commence. St Vincent's Health Network is continuing to progress plans for the MAP to commence in the near future. 

The holistic approach of the MAP is consistent with some of the existing alcohol and other drug models of care in place in NSW. These include the Continuing Coordinated Care program and the Assertive Community Management program. These programs target more vulnerable individuals with a range of health and social needs to ensure they are receiving more active support to access the services they need.
Recommendation 3 – Partially supported 

NSW Health is committed to engaging families as part of drug and alcohol treatment, with the consent of the patient. This commitment is reflected in the NSW Health Clinical Care Standards: Alcohol and Other Drug Treatment. 

The Centre for Alcohol and Other Drugs in the Ministry has commenced an evaluation of the Assertive Community Management (ACM) program. The evaluation will focus on health outcomes for patients and a better understanding of costs associated with the program. The evaluation will also examine the role of families in treatment including how families and carers can be engaged to support patients' treatment. The Ministry will commence the tender process in 2021-22 to find a provider to conduct the evaluation. 

NSW Health previously commissioned an independent evaluation of the Drug and Alcohol Consultation Liaison Services which was completed in November 2014. The evaluation looked at whether the services improve health outcomes for patients and the overall cost­benefit to NSW Health. The evaluation team found the services have a positive impact on patient health outcomes including reduced lengths of stay in the emergency department and reduced hospital presentations and admissions over time. The services provide a positive cost-benefit to NSW Health as they ultimately reduce the burden on the health system. The Ministry has no plans to re-review these services in the near future.
Recommendation 4 – Supported 

The improved availability of disulfiram medication would enhance treatment options for people with alcohol use disorder in Australia. Unfortunately, the only registered disulfiram medication in Australia (Antabuse) was discontinued in February 2021. Patients with a disulfiram prescription can now only access the medication by obtaining an overseas product through the Therapeutic Goods Administration (TGA) Special Access Scheme or from a compounding pharmacist. Overseas products can be of varying quality and difficult to access while compounded medications can be more expensive. 

For disulfiram to be included on the Pharmaceutical Benefits Scheme (PBS), the TGA must first approve its import and supply in Australia. In November 2021, the NSW Health Clinical Excellence Commission (CEC) wrote to the TGA to ask them to consider improving disulfiram availability in Australia. The CEC recommended the TGA considers permitting supply of disulfiram in Australia through another pathway such as approval under section 19A (s 19A) of the Therapeutic Goods Act. This provision allows the Health Secretary to approve supply of a medication not on the Australian Register of Therapeutic Goods and would enable the potential inclusion of disulfiram on the PBS.

Recommendation 5 – Supported 

The Australian Institute of Health and Welfare (AIHW) National Health Data and Information Standards Committee (the Committee) is the body responsible for the National Non­Admitted Patient Emergency Department Care (NNAPEDC) dataset. 

In support of Recommendation 5, the Ministry consulted the AIHW about enhancing data capture for alcohol-related emergency department presentations. The Committee is currently considering adding an 'external cause' data element to the NNAPEDC dataset, which could capture presentations due to external factors such as alcohol use. The Ministry will work with the NSW Health representative on the Committee to advocate for the inclusion of an 'external cause' category in the dataset to support enhanced data capture of alcohol-related presentations.
Recommendation 6 – Supported in principle 

As the Australian College of Emergency Medicine (ACEM) covers the broad geographical region of Australia and New Zealand, it is not the most appropriate body to address NSW­specific training needs. The Ministry has confirmed acute medical management of severe alcohol disorders is already part of ACEM training available to NSW emergency department clinicians. 

To better support clinicians to treat and care for patients with severe alcohol disorders, the Ministry has engaged the Health Education and Training Institute (HETI) to develop a training module on the NSW Health Clinical Care Standards for alcohol and other drug treatment. The module will be accessible to all NSW Health clinicians and is part of an ongoing strategy to ensure the Clinical Care Standards are implemented in practice. The Ministry has engaged the Emergency Care Institute in the Agency for Clinical Innovation to advocate for completion of the training module by emergency department clinicians.
Recommendation 7 – Supported in principle 

NSW Health recognises the importance of clinicians having access to specialist alcohol and other drug advice after hours in the emergency department. NSW Health supports the allocation of clinical nurse consultants (CNCs) in emergency departments after hours where it is deemed to be locally appropriate. There are alternative local processes in place to support emergency department clinicians with drug and alcohol treatment after hours, where it is not deemed appropriate to employ an after hours CNC. These include employing after­hours Drug and Alcohol Community Liaisons and providing access to on-call drug and alcohol specialist consultants. 

At a state level, NSW Health has established the free telephone-based Drug and Alcohol Specialist Advisory Service (DASAS) to assist clinicians across NSW with clinical diagnosis and management of patients with alcohol and other drug concerns. The service is available 24 hours a day, seven days a week and is designed to support all health professionals including emergency department clinicians and clinicians working in regional, rural and remote areas of NSW. NSW Health has also published extensive guidance on the management of drug and alcohol emergency department presentations to guide clinical care decisions. 

NSW Health supports the establishment of a working group in principle, noting this is only one way of addressing the issue of frequent presenters to the emergency department and should be part of a range of strategies. Many NSW Health facilities already undertake multi­disciplinary reviews of patients who frequently present to emergency departments and have strategies to manage these patients including developing management plans. 

In 2021, as part of the Ministry's Integrated Care Program all local health districts implemented the Emergency Department to Community initiative. The program aims to provide tailored, intensive case management and multi-disciplinary specialist care to patients who frequently present to the emergency department with complex health and social care needs, including drug and alcohol patients. In the evaluation phase, the Ministry will examine whether the program is effective for drug and alcohol patients and/or whether adaptions to the program could better manage their care.
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	Kimberley Cherie APPLEBY
	20-23 October 2020, 14-15 December 2020, 7-10 June 2021

Magistrate J Baptie, DSC
	The person who died was Kimberley Cherie APPLEBY. She died between 27 and 28 May 2016 at 312/11A Lachlan Street, Waterloo. The cause of her death was acute pentobarbitone toxicity. In terms of the manner of her death, the record is an open finding.
	The Unsolved Homicide Unit of the NSW Police Homicide Squad
	1. That the death of Kimberley Appleby be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit. 

2. That a copy of the brief of evidence and transcript of the Inquest into the death of Kimberley Appleby be provided to the Unsolved Homicide Team for this purpose
	Recommendations 1 and 2 – Completed 
By letter dated 14 September 2021, the NSW Commissioner of Police confirmed that the matter has been received by the NSW Police Force and referred to the Unsolved Homicide Team for further assessment and evaluation in accordance with established protocols.
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	‘AJ’
2019/00236119
	Hearing: 17-19 May 2021 
Findings: 30 July 2021

Newcastle Local Court

Magistrate R G Stone, Deputy State Coroner
	The person who died was AJ (a pseudonym) on 29 July 2019. AJ died at the rocks below King Edward Park in Newcastle in the State of NSW.
The cause of AJ’s death was multiple injuries consistent with a fall from a height.

AJ died as a consequence of actions taken by him with the intention of ending his life during the course of a police operation to try save his life.
	To the Commissioner of Police
	1.  That consideration be given to whether the police operation concerning AJ (with appropriate anonymisation and conditional upon consent being provided by AJ’s family) could be used as a case study as part of future training packages provided by the NSW Police Force Negotiation Unit to police negotiators in respect of issues such as: 
(a) the importance of establishing clear communication with the subject in a negotiation; 
(b) the importance of relaying information from the negotiation cell to the team leader and/or forward command post, especially with respect to requests or demands made by the subject; and 
(c) the importance of early consideration by the team leader and/or the Police Forward Commander of requests or demands made by the subject and of appropriate documentation or recording of the results of that consideration.
	Recommendation 1 – In progress 
By letter received via email on 7 October 2021, the NSW Commissioner of Police advised that the Counter Terrorism and Special Tactics are in the process of obtaining consent from the family to develop a case study of the incident and findings for use in police negotiator training. Pending consent, it is intended to have the case study finalised for presentation to the negotiation cadre in the 2021-22 training year. 

In regard to the issue of the clarity of the Critical Incident Guidelines on separating directly involved officers, it is planned to develop educational aids to address this issue, focused on junior ranks. The Commissioner noted that this was not the subject of a direct recommendation.
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	‘MH’
2017/188495
	Hearing: 8-11 March 2021 

Findings: 15 July 2021

Coroner’s Court of NSW, Lidcombe

Magistrate T O’Sullivan, State Coroner
	MH died on 23 June 2017 at Goulburn Correctional Centre in NSW. The cause of death was hanging. The manner of death was intentional self-inflicted death, likely precipitated by a mental illness episode. 
	The CEO, Justice Health and Forensic Mental Health Network
	1. That consideration be given to developing health care plans for patients at Goulburn Correctional Centre who suffer from chronic and major mental health illness with such a health care plan being updated as necessary by the care coordinator/case manager and including, amongst other relevant matters: diagnosis, medication; cell placement; target frequency of review; early warning signs of deterioration or relapse; target interventions including metabolic monitoring, psychology, employment, other psychosocial supports; risk management and recovery plan; and, the wishes of the patient and family.
	Recommendation 1
NSW Health has commenced a project to develop integrated multidisciplinary health care plans for all Custodial Mental Health patients within the Justice Health and Forensic Mental Health Network. This action is broader in scope than the Coroner's recommendation, which includes patients from Goulburn Correctional Centre only. The care plans will be integrated into the Network's existing electronic medical record systems and updated in real-time so all staff involved in the patient's care will have access to up-to-date health information. It is expected the multidisciplinary care plans will be in place by June 2022. 

The care plans will include relevant patient health information, which may include a number of the elements set out in the Coroner's recommendation. However, the Network is not solely responsible for all health information set out in the recommendation such as employment supports and cell placement, which fall under Corrective Services NSW's remit. While the Network can make recommendations about these health supports, it cannot guarantee all elements will be included in patients' health care plans. The Network will continue to work closely with Corrective Services NSW to ensure a high quality of care is provided to all Custodial Mental Health patients across the state.
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	Nathan MACRI
2018/305251
	Hearing: 9-11 February 2021
Findings: 5 March 2021

Coroner’s Court of NSW, Lidcombe

Deputy State Coroner E Truscott 
	Identity:
Nathan Macri.

Date of death: 

5 October 2018.

Place of death: 

Sydenham Railway Station.

Cause of death: 

Mr Macri died of the combined effects of positional asphyxiation and multiple injuries.

Manner of death: 

Whilst intoxicated Mr Macri accidentally collided with the side of a carriage of an incoming train which resulted in him becoming injured and unconscious. When the tarin stopped, he was wedged between the tarin and the station platform and remained there until extricated by emergency responders by which time he had died due to his injuries and an ability to breathe effectively due to his position. 


	the Commissioner of the NSWPF

	that the First Aid Handbook, and relevant policies, be amended to include the instruction for first responding NSWPF officers to remove a trapped person where their requirement to maintain breathing and circulation outweighs any risk of further injury, when time is of the essence and prior to the arrival of paramedics and other rescue personnel.
	By letter received from M J Fuller APM Commissioner of Police on 30 August 2021:
“As part of its consideration of this recommendation, the NSW Police Force has looked at how to amend relevant policies in this area in order to effect the changes identified by the Coroner, I can advise that two of the key policies, the Incident and Emergency Standards Operating Procedures (IESOPs) and the Disruption to Rail Services Guidelines will be amended to instruct Police to apply first aid procedures, particularly to ensure that the trapped person is able to breath, pending the arrival of a specialised rescue team. 

In addition the NSW Police Force Operations Manual is currently under review and the Coroner’s recommendation will be considered as part of that review. 

It should also be noted that the First Aid Handbook mentioned in the recommendation is not a NSW Police Force policy but a document belonging to an external training provider, and so cannot be directly amended by Police.”   
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	Ivan Leo GOOLAGONG
2017/225703
	Hearing: 1-5 March 2021
Findings: 22 October 2021

Coroners Court, Lidcombe

Deputy State Coroner E Truscott
	That Ivan Leo Goolagong died on 23 July 2017 at Long Bay Hospital Medical Subacute Unit. Cause of death was Metastatic Pancreatic Adenocarcinoma. 

Manner of death: Ivan Leo Goolagong was a Wiradjuri man who died of natural causes whilst in the custody of Corrective Services NSW.
	To the NSW Commissioner of Corrective Services

To the Commissioner of Corrective Services and the CEO of the Justice Health Forensic and Mental Health Network 

To the CEO of the Justice Health Forensic and Mental Health Network 


	Early release under s. 160 Crimes (Administration of Sentences) Act 1999:
To the NSW Commissioner of Corrective Services:

1. That CSNSW develops a policy to give guidance to Services and Programs Officers, Regional Aboriginal Programs Officers, psychologists and any other relevant staff, in relation to the advice and assistance that such staff should provide inmates who express a desire to seek early release on medical grounds, and that such policy be aimed at helping to facilitate and expedite such applications without the need for inmates engaging legal assistance.

2. That, in the interim, CSNSW takes action to ensure that relevant staff (including Services and Programs Officers, Regional Aboriginal Programs Officers and psychologists) who are asked by inmates for assistance in connection with early release applications on medical grounds:
· Are aware of the potential need for such matters to be expedited;
· Are aware that they can and should contact relevant CSNSW project officers for further potential advice and assistance as to how the matter might best be progressed; and
· Are aware that it is not the case that such applications can only proceed by means of the inmate engaging legal assistance.

To the Commissioner of Corrective Services and the

CEO of the Justice Health Forensic and Mental Health Network:

1. That CSNSW and Justice Health formalise a policy, as soon as possible, with the aim of helping inmates suffering from a terminal illness who wish to apply for early release, or their families, to do so in a manner that minimises delay and does not require applicants to seek recourse to external legal representation to obtain medical reports from Justice Health or to advance their application. 

To the CEO of the Justice Health Forensic and Mental Health Network:

2. That Justice Health take action to ensure that any relevant staff with reporting obligations under cl. 285 CAS Regulation are aware of their obligations under that clause.

Telephone access for inmates during end of life care: 

To the Commissioner of Corrective Services and the CEO of the Justice Health Forensic and Mental Health Network:
3. That a CSNSW and Justice Health working party in relation to the operation of the MSU is established to develop practices, so as to: 

· Ensure that terminally ill inmates receiving end of life care in the MSU are permitted phone access to contact family members at any hour of the day and that requests for phone access by such prisoners are allowed and not delayed;

· Make phone access for terminally ill inmates more streamlined so that clinical staff are permitted to provide relevant phone access to patients without the need for permission to be obtained from CSNSW; and

· Consider any other measures that might be implemented to make the environment in the MSU for terminally ill inmates less restrictive.

Palliative Care Needs of First Nations prisoners 
To the Commissioner of Corrective Services and the CEO of the Justice Health Forensic and Mental Health Network: 

4. That relevant senior officers of CSNSW and Justice Health review the report prepared for the court by Associate Professor Williams with a view to determining how some of the policy suggestions outlined at pages 28to 31 might be implemented in their organisations.

5. That a CSNSW and Justice Health working party consult with Associate Professor Williams to consider the feasibility of:

Introducing peer support programs for terminally ill First Nations prisoners in the MSU; and

Enabling access to Long Bay Hospital by “in-reach” services offered by of appropriate community based First Nations Health organisations.

To the NSW Commissioner of Corrective Services:
· That CSNSW takes action to provide greater support for, and numbers of, Regional Aboriginal Programs Officers, and Aboriginal Support and Programs Officers, so they at least reflect the proportion of NSW inmates who are First Nations. 
To the CEO of the Justice Health Forensic and Mental Health Network: 

6. That Justice Health employs at least two First Nations health care workers, nurses or medical officers as part of the complement of clinical staff at the MSU, and looks to employ greater numbers of First Nations staff generally, and that in doing so Justice Health ensures that such additional staff are provided with adequate support to perform their work effectively.
7. That MSU clinical staff receive immersive training in provision of health care to First Nations patients within a First Nations’ community health organisation setting.

Provision of palliative care to terminally ill inmates at the MSU more generally 
To the CEO of the Justice Health Forensic and Mental Health Network: 
8. That Justice Health develops a care planning protocol for all patients in the MSU who are diagnosed with a terminal illness, so that a clear multi-disciplinary plan is devised, followed up and regularly re-evaluated, commencing as soon as an inmate is identified as having a terminal diagnosis.
9. That the positions responsible for devising, overseeing and evaluating such care plans are clearly identified and known by clinical staff at the MSU.
10. That the role and responsibilities of the Cancer Care Nurse Coordinator so far as it relates to MSU patients is clearly delineated, made known to clinical staff in the MSU and audited for its effectiveness.
11. That Justice Health urgently prioritise providing immersive forms of training of MSU clinical staff involving placements over a number of days with outside Palliative Care providers such as the Program of Excellence in the Palliative Approach (“PEPA”).
12. That further training of MSU staff in Palliative Care emphasises the importance of early identification of the psychosocial needs of inmates and skills in rapport development.
	The Deputy State Coroner made 12 recommendations to the Justice Health and Forensic Mental Health Network (Justice Health). All recommendations are supported. 
Justice Health consulted with Corrective Services NSW (CSNSW) regarding four joint recommendations. CSNSW supported all the recommendations.
1 – Not Supported 

Director Memorandum sent to staff February 2022 providing information about early release due to terminal illness.

2 – Supported 
Director Memorandum sent to staff February 2022 providing information about early release due to terminal illness.

1 – Supported
Director Memorandum sent to staff February 2022 providing information about early release due to terminal illness.

Telephone access for inmates during end of life care – Supported
The policy has been reviewed and amended to ensure conformity.

1. Palliative Care Needs of First Nations prisoners – Supported – In Progress
CSNSW will develop a policy on the management of inmates in palliative care. This palliative care policy will make reference to Professor Williams’ suggestions to the extent that they apply to custodial operations.
2. Palliative Care Needs of First Nations prisoners – Supported – In Progress
Consultation is ongoing. This recommendation will be discussed at the CSNSW and JH&FMHN Joint Working Group to be held in mid-December 2022
Recommendation 1
Justice Health revised Policy 1.170 Mandatory Notification for Life Limiting Illness and Permanent Disability (formerly titled Early Release for Health Related Reasons) in line with the Deputy State Coroner's recommendation. The revision includes a letter template and brief to streamline Justice Health early release recommendations to CSNSW.
Recommendation Supported – In Progress
Recruitment is ongoing and a further progress update will be provided in early 2023
Recommendation 2
Justice Health embedded reporting obligations under clause 285 CAS Regulation into updated draft Policy 1.170 Mandatory Notification for Life Limiting Illness and Permanent Disability and communicated this to relevant staff. Following policy release, Justice Health will educate relevant staff from August to September 2022.

Recommendation 3
Justice Health cites CSNSW as the lead on this recommendation but will work collaboratively with CSNSW to support a patient phone access process between terminally ill patients and family/ carers and will educate Justice Health staff regarding the process. 

Justice Health is also working on new measures for virtual communication. Justice Health has procured a Cisco DX80 monitor and cable and secured a laptop with data SIM to aid communications between terminally ill patients and family/ carers.
Recommendation 4
Justice Health will engage Aboriginal stakeholders in relation to the Justice Health Palliative Care Model of Care. Associate Professor Williams’ report was sent to key Justice Health managers with a request to distribute and discuss with all Aged Care Unit and Medical Subacute Unit staff at Long Bay Hospital.
Recommendation 5

Justice Health consulted with and received feedback from Aunty Glendra Stubbs and Associate Professor Williams about the Palliative Care Model of Care. The Model of Care was implemented in July 2021 and included a new psycho-social assessment tool to help identify patients' needs. The Model of Care is being evaluated by the Justice Health Project Officer Clinical Operations. Justice Health continues to build partnerships with community based First Nations organisations to provide "in-reach" services.
Recommendation 6
Justice Health acknowledges a long-standing challenge in recruiting and retaining First 

Nations health care worker roles. The issue is a priority within the Justice Health Strategic Plan. Justice Health is committed to the recruitment of First Nations staff and will employ at least two First Nations health care workers, nurses, or medical officers at the Medical 

Subacute Unit. Justice Health will provide adequate support to First Nations staff to perform their work effectively. Justice Health will also improve access for palliative patients to 

cultural support and specialist Aboriginal health care.
Recommendation 7
The Palliative Care Aboriginal Health Worker provided in-services to Nurse Unit Managers and staff and a resource package has been put together for ongoing education.
Recommendation 8
The Justice Health Palliative Care Model of Care has a care planning protocol for palliative care patients in the MSU. A Health Management Plan is completed for all patients to 

facilitate care coordination, as per Justice Health Policy 1.037 Long Bay Hospital Admission Policy (Referral, Admission and Assessment).
Recommendation 9

The Justice Health Palliative Care Model of Care identifies the positions responsible for palliative care planning, specifying the palliative care team in partnership with the patient’s treating clinicians. The Palliative Care Model of Care is evaluated on an ongoing basis to ensure compliance and effectiveness.
Recommendation 10

The Cancer Care Nurse Coordinator provided further education to Long Bay Hospital clinical staff. The Justice Health Integrated Care Service audits the effectiveness of the Cancer Care Nurse Coordinator role. Monthly activity reports capture occasions of service and care provision by the Cancer Care Nurse Coordinator.
Recommendation 11
Justice Health is supportive of all Aged Care and Rehabilitation Unit (ACRU) and MSU clinical staff attending PEPA placements. To date, the Palliative Care and Cancer Care teams have completed PEPA placements.
Recommendation 12
The Justice Health Palliative Care team provided in-services to MSU staff in rapport building and early identification of psychosocial needs. This was further embedded via the Justice Health Palliative Care Education Forum 2021 and Program of Experience in the Palliative Approach (PEPA) placements. PEPA placements are anticipated to be undertaken by all Aged Care Rehabilitation Unit and MSU staff by 31 October 2022.
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	Terrence GRAY
2020/7308
	Hearing: 15-17 June 2021
Findings: 22 October 2021
Coffs Harbour (via AVL from Lidcombe)
Deputy State Coroner E.Truscott
	Terrence Gray died on 4 January 2020 at Grafton Base Hospital from Multiple Injuries.
Manner of Death: Whilst intoxicated Mr Gray accidentally collided with a motor vehicle on the Princess Highway having been required to leave the southbound XPT NSW Train by a Passenger Service Supervisor who was not an authorised officer. Mr Gray had then been taken by NSW Police Officers from Grafton Train Station to a nearby truck-stop at McPhillips Creek to hitchhike home after 9 pm on 3 January 2020.
	To the Commissioner, NSW Police Force 

and 
To the Chief Executive Officer, NSW Trains 


	1. Consider developing aligned policies, training or guidance material to ensure that in areas not within the Police Transport Command locations, both NSW Trains and NSW Police Force have a common understanding about the following matters:
· The powers that NSW Trains staff and NSW Police Force officers can exercise to require a person to leave a train.

· The effect of NSW Trains policy as to the circumstances in which such powers will be exercised by NSW Trains staff.

· The circumstances in which NSW Trains will request police assistance to remove a person from a train.

· The desirability of NSW Trains staff and NSW Police Force Officers discussing the circumstances in which a person has been asked to be removed from a train, including any alternatives that are available, including the passenger remaining or reboarding the train.
· The preferred train stations at which such passengers should be disembarked, in light of the location, the time of day, the availability of services or amenities and the circumstances of the person.
	In progress

Dale Merrick (Chief Executive Officer, NSW Trains) acknowledged on 3 November 2021 the requirement to, within six months of the date of the findings and recommendations, advise the Attorney General outlining any action being taken to implement the recommendation and undertake to do so on behalf of NSW Trains.
Karen Webb APM (Commissioner, NSW Police) responded by letter on 2 May 2022 to the Attorney General, and advised:
· The powers that NSW Trains staff and NSW Police Force officers can exercise to require a person to leave a train.
The Mandatory Continuing Police Education (MCPE) for 2021-22 Intoxicated Persons: Duty of Care was created in response to this matter and is now live on PETE. Work is also underway to create a Microlearn or Six Minute Intensive Training (SMIT) related to Police Powers on Public Transport, particularly as they relate to Intoxicated Persons.  
· The effect of NSW Trains policy as to the circumstances in which such powers will be exercised by NSW Trains staff.
NSW Police Force defers this recommendation to NSW Trains, which is responsible for determining its own policy response in relation to such matters.
· The circumstances in which NSW Trains will request police assistance to remove a person from a train.
NSW Police Force defers this recommendation to NSW Trains, which is responsible for determining its own policy response in relation to such matters.
· The desirability of NSW Trains staff and NSW Police Force Officers discussing the circumstances in which a person has been asked to be removed from a train, including any alternatives that are available, including the passenger remaining or reboarding the train.
NSW Trains to respond in relation to their policy/training guidelines in these circumstances. The current MCPE for 2021-2022 Intoxicated Persons: Duty of Care addresses the duty of care that is to be provided to intoxicated persons by Police, refers also to first point above.
· The preferred train stations at which such passengers should be disembarked, in light of the location, the time of day, the availability of services or amenities and the circumstances of the person.

NSW Trains to respond to this recommendation. Noting each situation may differ and an appropriate response by both organisations should be discussed at the time, given the circumstances, and appropriate action taken with the best interests, welfare and wellbeing of the person in mind.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
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Venue & Coroner
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	Ursula BARWICK; Gary JONES; Lionel DAVESON; and Christof MEIER

2016/190872; 2018/197922;2018/382225; 2002/12305 & 2006/364681


	Hearing: 18 May 2020-20 May 2020; 22 February 2021-25 February 2021; 1 March 2021-4 March 2021; 8 March 2021-10 March 2021

Findings: 2 November 2021 

Coroner’s Court Lidcombe 

Deputy State Coroner Derek Lee 


	The missing person Ursula Barwick is now deceased. Ursula died on 27 October 1987 at Keajura NSW 2652. The cause of Ursula’s death was cerebral contusions and lacerations due to head injury, with a ruptured aorta, ruptured liver and multiple injuries all being significant conditions which contributed to the death. Ursula sustained these fatal injuries when a vehicle she was travelling in was involved in a collision with another vehicle. 

The missing person Gary Jones is now deceased. Gary died between 9 and 24 November 1990 in or around Little Bay NSW 2036. The limited available evidence, and the absence of any post-mortem examination does not allow for any findings to be made as to the manner or cause of Gary’s death. 

The missing person Lionel Daveson is now deceased. Lionel died on, or sometime after, 24 August 2007. The limited available evidence, and the absence of any post-mortem examination does not allow for any finding to be made as to the place or cause of Lionel’s death. Lionel died as a result of actions taken by him to intentionally inflict his own death. 

The missing person Christof Meier is now deceased. Christof died on 1 April 2002 at Broken Head NSW 2481. The cause of Christof’s death was drowning. Christof died whilst swimming in the surf off Broken Head Beach. The manner of his death is misadventure. 
	NSW Commissioner of Police and Chief Executive, NSW Health Pathology 
	Recommendation 1

That a Memorandum of Understanding be prepared and executed that defines the roles and responsibilities of each member of the Missing Persons, Unidentified, Destitute Review Committee. 
	Recommendation 1 – Supported by NSWPF

The recommendation was discussed at the Missing Persons, Unidentified & Destitute Review Committee meeting held on 1 December 2021. 

The Chair, Forensic & Analytical Science Service Director, Michael Symonds has engaged with NSW Health General Counsel regarding the creation of a Memorandum of Understanding (MOU) that defines the roles and responsibilities of each member of the MPUD Review Committee. It is anticipated that MOU will be circulated early in 2022.
Recommendation 1 – Supported by NSW Health Pathology 

The Missing Persons, Unidentified, Destitute (MPUD) Review Committee was established in June 2020 by NSW Police and NSW Health Pathology's Forensic and Analytical Science Service (FASS). The Committee meets monthly to review relevant cases and take action to progress cases to finalisation in a timely manner. In line with the Coroner's recommendation, the Committee will draft a Memorandum of Understanding (MOU) to define the roles and responsibilities of each committee member. The MOU will be jointly signed off by the NSW Commissioner of Police and the Chief Executive, NSW Health Pathology. It is expected the MOU will be in place by 30 April 2022. The MPUD Review Committee will review the MOU annually to incorporate any updates to committee membership, roles and responsibilities

	
	
	
	NSW Commissioner of Police
	Recommendation 2 

That reviews of the Missing Persons Standard Operating Procedures (SOP) are to be conducted on a 12-monthly basis, with reference to any recommendation made following a coronial inquest in connection to missing persons over the previous 12 months. During the revision process, a draft of the proposed changes to the SOP is to be given to members of the Missing Persons, Unidentified, Destitute Review Committee so that their input can be provided and considered by the Commissioner of Police.
Recommendation 3 

That: 

a) Key Performance Indicators for: 

i. the Missing Persons Registry; and 
ii. Police Area Commands in relation to missing persons investigations be reviewed within 12 months to evaluate whether any improvements or additions to the Key Performance Indicators are necessary or desirable; and 

b) The Missing Persons Registry Key Performance Indicators be integrated into the Compass/Vortex system as soon as practically possible. 

Recommendation 4 

That ongoing training be provided to Missing Person Coordinators which includes specific information in relation to the operation of DNA databases (including the NSW DNA database and the National Criminal Investigation DNA Database-Integrated Forensic Analysis) relevant to missing persons investigations. In particular, Missing Persons Coordinators should have training in: 

a) ensuring that the purpose of obtaining DNA reference samples from relatives of missing persons is clearly identified so as to allow for appropriate comparison searching to be performed by Forensic and Analytical Service (FASS), and against relevant state and national missing person indices; 

b) how to identify which family members are the most appropriate for the purpose of giving a DNA sample in the circumstances of a specific case; and 

c) how requests for comparison DNA searches addressed to FASS should be made and how the most appropriate indices for search purposes should be selected. 

Recommendation 5: 

That consideration be given to engaging with the National DNA Program for Unidentified and Missing Persons in circumstances where the New South Wales Police Force consider that additional resources would assist in:

a) progressing outstanding Unidentified Bodies and Human Remains and Long Term Missing Persons cases; and
b) uploading substantive data to the National Missing Persons and Victim System in a timely manner.
	Recommendation 2 – Supported

It has always been the intention of the MPR to release an updated version of the Missing Persons Standard Operating Procedures (SOP) each year, incorporating accepted Coronial Recommendations from the previous twelve months and the introduction of new tools and processes to better support missing persons, unidentified bodies and human remains investigations. A draft of the 2022 version of the Missing Persons, Unidentified Bodies & Human Remains SOPS was circulated for consultation, with feedback from the Missing Persons, Unidentified, Destitute Review Committee incorporated, and released to the field on 1 January 2022. 

Recommendation 3 – Supported 

A Missing Persons indicator was activated in COMPASS in February 2021and allows commands to see a range of details about open Missing Persons cases, details of persons whose current status is ‘Missing’; individuals who are reported missing multiple times; the demographics of persons reported missing (i.e. gender, age, Aboriginal status); etc. The COMPASS Missing Persons dashboards are intended to assist commands in meeting their obligations as per NSWPF Missing Persons SOPs and enable monitoring across the organisation. 

Commands are not currently required to report on the Missing Persons indicator in COMPASS, however it is likely that COMPASS reporting requirements will be revisited in 2022 in consultation with the Commissioner and relevant stakeholders. Discussions will be ongoing to ensure the COMPASS indicators and Missing Persons dashboards remain appropriate / current. 

Recommendation 4 – Supported 

The Missing Persons Registry provides ongoing training for Missing Persons Coordinators. A Missing Persons Coordinators Symposium was held on 10 and 11 February 2022 with representation from every Police Area Command and Police District. Deputy State Coroner Lee presented on Missing Persons Inquests. Presentations included specific instruction from the DNA Management Unit in relation to the operation of DNA databases (including the NSW DNA database and the National Criminal Investigation DNA Database Integrated Forensic Analysis) relevant to missing persons investigations. That instruction also includes:

(a) Ensuring that the purpose of obtaining DNA reference samples from relatives of missing persons is clearly identified so as to allow appropriate comparison searching to be performed by Forensic and Analytical Science Service (FASS),and against relevant state and national missing person indices;
(b) )How to identify which family members are the most appropriate for the purpose of giving a DNA sample in the circumstances of a specific case; and
(c) How requests for comparison DNA searches addressed to FASS should be made and how the most appropriate indices for search purposes should be selected.

The 2022 version of the Missing Persons, Unidentified Bodies & Human Remains SOPS contains a new chapter (10.5.3) which deals with, “How do DNA databases Work for Missing Person Investigations”. Additionally, an updated Annexure C to the 2022 SOPS has been included which more clearly identifies the most appropriate family members for the purpose of obtaining DNA samples relevant to a specific case. 

Recommendation 5 – Supported 

The NSWPF has actively engaged with the National DNA Program for Unidentified and Missing Persons. All relevant DNA data was provided to the National Program on 12 November 2021. In addition, the Australian Federal Police (AFP) sent a draft Memorandum of Understanding (MOU) to the NSWPF in 2021 regarding engagement with the National Program. Amendments to this MOU were suggested by the NSWPF and that document was returned to the AFP on 27 August 2021.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Caitlin CRUZ
2016/316614

	Findings: 9 November 2021

State Coroner’s Court at Lidcombe

Magistrate Derek Lee, Deputy State Coroner
	Caitlin Cruz died on 23 October 2016 at The Children’s Hospital at Westmead, Westmead NSW 2145. 
The cause of Caitlin’s death was complications of Influenza B viral infection. Caitlin died of natural causes, in circumstances where a number of critical factors contributed to the tragic outcome. 
These factors include the inaccurate and unreliable transfer of information from a pre-hospital setting to a hospital setting, the inability to perform an electrocardiogram in a timely manner, the absence of adequate documentation and the absence of appropriate escalation of Caitlin’s care for review. 
This in turn led to missed opportunities for further investigations to be performed, more timely recognition of Caitlin’s deterioration and specific supporting therapies being instituted to manage Caitlin’s condition that may have altered the eventual clinical course.
	Chief Executive Officer, Royal Australian College of General Practitioners (RACGP)

Chief Executive Officer, Royal Australian College of General Practitioners; Chief Executive, NSW Ambulance & Secretary, NSW Health
Health Care Complaints Commission (HCCC)
Chief Executive, The Sydney Children’s Hospitals Network
	Recommendation 1

That a copy of the findings in the Inquest into the death of Caitlin Cruz be provided to the RACGP, inviting the RACGP to consider providing a reminder to general practitioners, in circumstances where a patient is transferred by ambulance directly from a general practice/medical centre to hospital, of the need:

(a) to identify the hospital where the patient is to be transferred;

(b) for a referral letter to be sent to that hospital expeditiously; and

(c) to communicate with the receiving hospital via phone expeditiously.
Recommendation 2
That a copy of the findings in the Inquest into the death of Caitlin Cruz be provided to the RACGP, NSW Ambulance and NSW Health to inform consideration of whether the feasibility of a consolidated electronic platform to

(a) facilitate the accurate and timely transfer of clinical information; and

(b) enhance patient safety during clinical handover;

from a pre-hospital setting to a hospital setting, ought to be explored by these organisations in collaboration.
Recommendation 3
That the evidence of Nurse Unit Manager Celeste Daniels and a copy of the findings in the Inquest into the death of Caitlin Cruz be forwarded to the HCCC for further consideration regarding the adequacy of the explanation provided to the HCCC in relation to the inability to perform an ECG in the emergency department on 22 October 2016, and for any further action considered necessary by the HCCC.
Recommendation 4
That a copy of the findings in the Inquest into the death of Caitlin Cruz be provided to the HCCC so that further consideration may be given regarding the extent to which the Sydney Children’s Hospitals Network has demonstrated compliance with recommendations made by the HCCC in its correspondence of September 2018.
Recommendation 5
That the Sydney Children’s Hospitals Network continue to engage with the Clinical Excellence Commission to consider any necessary steps to improve documentation of clinical reasoning, and appropriate methods by which to audit compliance of such documentation.
	Recommendation 1 - Awaited

Recommendation 2 – Supported

NSW Health recognises that high quality transfer of care between pre-hospital settings (primary care and ambulance) and hospital settings is critical to ensuring good health outcomes. NSW Health is committed to engaging heath organisations to improve handover of clinical information and provide safe, high quality and continuous care for all patients. A number of initiatives are already underway in NSW to enhance transfer of care and sharing of health information.
eHealth NSW and NSW Ambulance are currently collaborating to enhance digital systems for transfer of care between ambulance services and NSW Health emergency departments. Planning is underway to upgrade the NSW Ambulance electronic medical record (AEMR) in mid-2022. The system upgrade will enable a future digital solution to transfer clinical information from NSW Ambulance to other hospital settings.
The national digital My Health Record system was introduced by the Federal Government in 2012 to share clinical information between primary care and hospital settings. Health professionals across health care settings including primary care, hospitals and diagnostic services can access and contribute to these records. 
eHealth NSW is continuing to enhance the HealtheNet platform to support NSW Health clinicians to use these records. 
eHealth NSW recently commenced work on the Single Digital Patient Record (SDPR) program, a consolidated electronic medical record platform for use across all NSW Health facilities. The SPDR program will improve continuity of care for patients, regardless of where they live or which service they attend, as their information will be available to all NSW Health treating clinicians. The SDPR program will be completed over six years, commencing with a pilot in Hunter New England Local Health District. NSW Health will consider the feasibility of integrating the SPDR into pre-hospital systems such as NSW Ambulance's electronic records systems once the initiative is underway.

Recommendation 3- Awaited
Recommendation 4

Recommendation 5 – Supported 
The Ministry of Health consulted with the Sydney Children's Hospitals Network (the Network) who confirms support for Recommendation 5. The Network will continue to work with the Clinical 

Excellence Commission (CEC) to ensure clinical reasoning is appropriately documented in patients' medical records. 
In 2019, the Network developed an audit tool to assess the level of clinical reasoning documented in patients' files. The audit tool was most recently refined in February 2022 to ensure appropriately complex patient cases are reviewed using the tool. Staff take part in audits and results are discussed at departmental meetings to support clinical reflection and learning. The Network has 

also introduced further education for staff around clinical reasoning including the CEC's Take 2, Think, Do framework, a structured tool which supports diagnostic decision making. The Network is working with the CEC to align existing education modules with the principles of the Take 2, Think, Do framework. Once implemented, the Network will assess the effectiveness of this education for clinicians to determine whether further specific education modules should be developed to improve documentation of clinical reasoning.
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	Bailey MACKANDER
2019/351386

	Hearings: 3-7 May, 18-22 October, 9 November 2021

Findings: 15 December 2021

Coroners Court, Lidcombe 

Deputy State Coroner E. Truscott
	Bailey Mackander died on 7 November 2019 at Royal North Shore Hospital, St Leonards NSW. The cause of Bailey’s death was multiple injuries from fall from height.  
	Corrective Services NSW (CSNSW)
CSNSW and Justice Health
Justice Health
Central Coast LHD and Justice Health

	CS 1. That CSNSW amend the “Management of Inmates at Risk of Self-Harm or Suicide” policy to require a co-ordinator of a RIT review meeting to seek that a psychologist be a member of the RIT and in the event that the psychologist is unable to participate in the review meeting, provide an opportunity for the SAPO and/or Justice Health member of the team to consult with the centre’s psychologist or an off-site mental health service provider, prior to any

determination of the RIT review team.

CS 2 (a) That CSNSW amend the “Management of Inmates at Risk of Self-Harm or Suicide” policy to indicate that the RIT coordinator is required to compile and distribute a folder of specified documents to the RIT members prior to the RIT review meeting in sufficient time so that those members are informed of the matters contained therein. The documents are to include:

i. the Part 1 Mandatory Notification;

ii. prior Mandatory Notifications, ISPs and RIT plans;

iii. recent OIMS case notes with regard to the mental health of the inmate;

iv. any observations of the inmate in a cell made while on an ISP or a RIT; and

v. current OIMS alerts in relation to the inmate.

CS 2(b) That CSNSW amend the “Management of Inmates at Risk of Self-Harm or Suicide” policy to provide that any ISP and RIT Management Plan must include written reasons as to the following:

i. the decision to place the inmate on the ISP or the RIT;
ii. the cell placement, including reasons why a less restrictive placement option, if available, is not suitable; and

iii. if a less restrictive placement option is unavailable at the time, why that option is unavailable and when, if ever, it will be available.

CS 2 (c) That CSNSW amend the “Management of Inmates at Risk of Self-Harm or Suicide” policy to provide the following:

i. That any ISP and RIT management plan identify in writing the names of the

person/s and/or designation of office who will be responsible for the management of the inmate on the relevant shifts until the next RIT review; and

ii. that this information is provided to the inmate.

CS 3 (a) That CSNSW amend the “Management of Inmates at Risk of Self-Harm or Suicide” policy to provide the following:

i. That an inmate placed on an ISP is to be provided the opportunity to have telephone contact with an approved support person (approved by the governor or delegate). Such telephone contact by the inmate is to be facilitated as soon as possible - preferably within two hours - of the inmate being placed on an ISP.

ii. That a phone call from an inmate to an approved support person be facilitated at the establishment of a RIT Management Plan and upon each 24 hour extension of such plan.

iii. That a phone call from an inmate to an approved support person be facilitated at the discharge from an ISP or upon the establishment of a RIT discharge plan.

iv. The policy should clarify that any additional telephone calls to an approved support person are to be at the discretion of the officer managing the inmate.

v. The policy should make it clear that these telephone calls are not a substitute for any telephone calls for the purpose of human contact or interaction as set out in

the ISP or RIT management plan or discharge summary.

CS 3 (b) That CSNSW amend the “Management of Inmates at Risk of Self-Harm or Suicide” policy to include that as soon as practicable following a Mandatory Notification, the managing officer is to:

i. Inform the inmate of the decision and the reasons for the MNF and the ISP components.

ii. Inform the inmate that they are entitled to have telephone contact with an approved support person. If the inmate wishes to do so, they are to provide the name and phone number of that person and once approved by the governor or delegate, a phone call by the inmate to that approved support person is to be facilitated as soon as possible (this should occur within hours of being placed on a ISP or RIT Management Plan). If the inmate does not wish to nominate a person, that should be recorded in writing.

iii. Inform the inmate that their ISP or RIT status will be subject to review

within 24 hours and that they will attend the meeting of the review team to discuss their level of risk of harm and any protective factors and safeguards that can be put in place so that they could be discharged from the ISP or RIT.

iv. Inform the inmate that they can now, or at any stage whilst on the ISP or

RIT, provide written consent for CSNSW staff to communicate with specified third party(ies) for the duration of or any specified part of the ISP or RIT, with that consent to indicate the parameters, if any, of information to be provided. Further, they are to inform the inmate that this will be documented appropriately in OIMS and retained with the inmate’s RIT documentation in the event that it is useful or necessary for the management and support of the inmate on the ISP or the RIT.

v. Inform the inmate that they may withdraw their consent in writing at any

time and, that where there is a withdrawal of consent, that will be documented in OIMS and retained with the inmate’s ISP or RIT documentation.

vi. Provide an opportunity for the inmate to provide such consent for the duration of, or a specified part of, the ISP or RIT.

vii. Request the inmate to sign an acknowledgement that the above has

been explained to them and that they understand the process. In the event that an inmate does not wish to sign, the officer should record this fact and any reasons expressed by the inmate as to why they do not wish to sign.

viii. Complete the appropriate OIMS documentation (with respect to the above) and retain the consent documents.

ix. Notify Justice Health that an inmate is on an ISP or RIT (see also, Joint

Recommendation CS/JH 3).

CS 3 (c) That CSNSW amend the “Management of Inmates at Risk of Self-Harm or Suicide” policy to require the following:

i. each RIT review member is to sign an acknowledgement of completion of the

necessary training to undertake the role;

ii. the co-ordinator is to record the time of the commencement and conclusion of the RIT review meeting;

iii. the co-ordinator is to record the time at which the inmate was in attendance at the RIT review meeting; and
iv. the completion of all sections of the forms is to be carried out with the use of the assessment guideline documents.

CS 4. That CSNSW amend the following forms: Part 1 Mandatory Notification Form, Part 2 Immediate Support Plan, and Part 3 Risk Intervention Team (RIT) Management Plan, to incorporate the following (including to facilitate the changed policy set out in Recommendations CS 2 and CS 3):

i. the time at which the inmate is placed in the RIT assessment cell;

ii. the time at which the ISP is commenced and the time/s at which it is completed and/or amended;

iii. an acknowledgement to be signed by each RIT review member of completion of the necessary training to undertake the role;

iv. the times at which those adopting the contents of the form signed, and the legible names of the signator/s; and

v. the time/s at which the inmate attends and departs a RIT review meeting.

CS 5. That CSNSW investigate the implementation of a procedural safeguard enabling an approved third party to accompany and assist an inmate when they attend a RIT review meeting, on the basis that the third party would attend by remote facility such as web conferencing.

CS 6. That CSNSW investigate and, if practicable, establish a resource document setting out the names of First Nations elders and First Nations organisations, being those who can provide mentoring support to First Nations inmates subject to an ISP or RIT management plan. Such culturally appropriate mentorship and support is to occur whilst the inmate is on the plan.

If such a resource is established, rather than restricting access to it to First Nations inmates subject to an ISP or RIT, other First Nations inmates who are struggling to adjust to their environment and situation should have free access so that they receive culturally appropriate support as needed.

CS 7. That CSNSW amend policy and procedure to:

i. Ensure that when an inmate in an assessment cell requests to see a nurse,

psychologist or psychiatrist, that such request be communicated to the nurse,

psychologist or psychiatrist.

ii. In the event that such person declines to attend, a written note to that effect should be made in OIMS.

iii. If a nurse, psychologist or psychiatrist declines to attend, the inmate should be provided the opportunity to make a call to the 1800 Mental Health Helpline and this should be recorded in OIMS.

CS 8. That CSNSW amend its policy to require documentation in OIMS of observations by CSNSW staff of an inmate’s behaviour, progress or deterioration while placed in an “assessment cell”, with such documentation to be recorded on an hourly basis, and that there be an obligation on change of shift for there to be a verbal handover regarding the observations made about the inmate during that shift.

Where competing shift duties do not permit such records to be made each hour, entries are to be made as duties permit, and an end of shift record must be made, noting the observations of the inmate during the shift. Where no verbal handover is possible, the incoming staff member should review the OIMS of any inmate housed in an assessment cell, at their earliest convenience, in relation to their presentation over the period of their placement in the assessment cell.

CS 9. That CSNSW amend its policy to require CSNSW staff to contact the on-duty Justice Health staff member if an inmate’s physical and/or mental health is observed to deteriorate while housed in an “assessment cell”.

CS 10. CSNSW is to address the use of assessment cells at Kariong Transit and Intake Centre (“Kariong TIC”) to ensure that they are fit for purpose. Until such time that Kariong TIC is able to provide an inmate on a RIT with access to their entitlement per cl. 53 of the Regulation for

daily open air exercise, an inmate who would otherwise be housed in an assessment cell at Kariong TIC should be immediately transferred to a correctional centre which can provide for the placement option of least restrictive care whilst they are at risk of self-harm.

CS 11. That CSNSW conduct a review into the use of assessment cells to manage inmates at risk of

self-harm and whether such use is consistent with adherence to the concept of least restrictive placement options. Such review should also include whether RIT Management Plans appropriately allow for diversionary activities and human interaction as contemplated by the policy, and whether appropriate mental health interventions are being provided to the

inmates whilst in the assessment cell.

CS 12. That CSNSW develop a document to provide guidance and structure to officers charged with the task of monitoring and managing an inmate on a RIT in an assessment cell, so that any deterioration in the inmate’s condition can be appropriately escalated and managed and further, so that a proper record is kept of the inmate’s progress. This document is to be provided to the co-ordinator of the RIT review meeting and a copy to the manager responsible for the inmate at the time of that review.

CS 13 (a) CSNSW is to develop an appropriate training module and guidelines to assist staff (including but not limited to psychologists, SAPOs and relevant senior officers) to communicate with family members who are making inquiries about an inmate’s wellbeing. That training

package is to be rolled out across CSNSW correctional centres.

i. That training should include, but not be limited to:

a) that the CSNSW Family Handbook advises family members when they are entitled to contact a correctional centre in order to provide information about an inmate (see Recommendation CS 13(b));

b) accepting a telephone call, ascertaining what the inquiry is, taking the name and contact details of the caller and prioritising the urgency of attending to the family’s request;

c) understanding the difference between gathering information and giving information;

d) defining what information can be given without written consent;

e) defining what information cannot be given without written consent;

f) determining an appropriate time frame within which any required written consent is obtained from the inmate;

g) the process by which such consent is to be sought and obtained, including what

should be specified on the consent form;

h) documenting information provided to a family member; and

i) documenting information provided by a family member and to whom it should be given.

ii. That training should include scripts, consent forms, practical role plays and scenarios.

CS 13 (b) That CSNSW amend the ‘Families Handbook’ to clearly identify that a family member or support person is entitled to contact a correctional centre in order to provide information about an inmate’s medical health including mental health in urgent or important circumstances.
All contact should be initially made to the Justice Health and Forensic Mental Health Network 24 hour hotline – ph: 1800 222 472, and then alternatively to the Functional Manager on duty of the correctional centre where the inmate is detained, or a SAPO on duty at that centre.

CS 13 (c) That as soon as practicable CSNSW send an email memorandum to appropriate staff members reminding them that family members are entitled to contact a correctional centre in order to provide information about an inmate’s medical health including mental health in

urgent or important circumstances and accordingly those telephone calls should be accepted and actioned.

CS/JH 1. That Justice Health and CSNSW liaise and ensure that their respective websites and the relevant part of the ‘Families Handbook’ are consistent with the following information:

i. that a family member or support person is entitled to contact a correctional centre in order to provide information about an inmate’s medical health including mental health in urgent or important circumstances; and

ii. that all contact should be initially made to the Justice Health and Forensic Mental

Health Network 24 hour hotline – ph: 1800 222, and then alternatively to the

Functional Manager on duty of the correctional centre where the inmate is detained, or a SAPO on duty at that centre.

CS/JH 2. That Justice Health and CSNSW convene a joint working group for the purpose of improving the current custodial mental health model of care, with specific focus on the provision of

multidisciplinary, integrated, evidence-based healthcare with shared health records.

CS/JH 3. That CSNSW and Justice Health liaise and create mutual policy and procedure (to the extent not otherwise contained in the respective organisations’ policies) so that when a Mandatory Notification is raised and an ISP is created, a notification is provided by CSNSW to Justice Health. Further, Justice Health is to create a policy whereby, upon receipt of that notification, a Justice Health nurse will attend upon the inmate. That Justice Health nurse will inform the inmate that Justice Health are aware of their ISP or RIT status, discuss consent to sharing

health information (as set out in Recommendation JH 1) and obtain information to create the HPNF, as well as ascertaining and administering to the inmate’s health needs.

JH 1 (a) Further to Joint Recommendation CS/JH 3, that Justice Health introduce policy and procedure to include that when a Justice Health nurse conducts an initial attendance upon an inmate they have been notified is on a Mandatory Notification, ISP or RIT that the Justice Health nurse:

i. Inform the inmate that they can now, or at any stage whilst on the ISP or RIT, provide written consent for Justice Health staff to communicate with specified third party(ies) for the duration of or any specified part of the ISP or RIT, with that consent to indicate the parameters, if any, of information to be provided.

ii. Inform the inmate that such consent will be documented appropriately in their Justice Health file and retained in the event that it is useful or necessary for the management and support of the inmate on the ISP or the RIT.

iii. Inform the inmate that they may withdraw their consent in writing at any time and, that where there is a withdrawal of consent, that will be documented on their file and retained with the inmate’s ISP or RIT documentation.

iv. Provide an opportunity for the inmate to provide such consent for the duration of, or a specified part of, the ISP or RIT.

v. Request the inmate to sign an acknowledgement that the above has been explained to them and that they understand the process. In the event that an inmate does not wish to sign, the Justice Health staff member should record this fact and any reasons expressed by the inmate as to why they do not wish to sign.

vi. Complete the appropriate documentation (with respect to the above) and retain the consent documents.

JH 1 (b) At the time that Justice Health attends a patient placed on an ISP or RIT, the nurse is to provide to the patient with the phone number for the Mental Health Helpline.

JH 2. That Justice Health staff who are likely to communicate with the family or approved support person for an inmate, including clinical and administrative staff, are provided with guidance and any necessary training on effective communication, the boundaries of confidentiality and the avenues for obtaining consent when necessary; such training should include the use of scripts, consent forms, practical role plays and scenarios.

JH 3 (a) That Justice Health give consideration to developing a protocol to ensure that when a Justice Health staff member participates in a RIT review meeting that member is, if available, a mental health nurse and if not, that the participating member has access and opportunity to

consult with mental health staff either at the centre or via Remote Off-site After-Hours Medical Services (“ROAMS”).

JH 3 (b) That Justice Health give consideration to implementing a priority referral system for any

mental health referrals contained in a CSNSW RIT Management Plan.

JH 4. That Justice Health give consideration to seeking a joint legal authoritative legal advice

addressing the limits and risks of a revokable but enduring consent, in the context of improving the sharing of patient information in custodial health.

CCLHD/JH 1. That a copy of the “Who is JHFMHN” poster developed by Justice Health be circulated to all New South Wales Health Emergency Departments, and for that document to be brought to the attention of hospital staff to ensure they are aware of relevant contact information to assist where necessary with clinical handover.


	Recommendation 1 – Not Supported
The Risk Intervention Team involves staff from Justice Health & Forensic Mental Health and CSNSW who provide advice. It is not feasible to require a psychologist to be present at every RIT assessment which would prevent an assessment from happening.
Recommendation 2(a) – Supported – In Progress

The forms are being reviewed and amended to ensure that a record is captured of all documentation considered by each RIT team member.
Recommendation 2(b) – Partially Supported

(i) and (ii) in progress; (iii) not supported
i) and ii) The policy and forms are being reviewed and amended to note the reason for the decision of placement and why the particular placement option was decided.
Recommendation 2(c) – Not Supported
Staffing in correctional centres is dynamic and subject to change. Creating an expectation of interactions with an individual staff member may result in a negative outcome. The policies and management plans should be relied on and not personal relationships.
Recommendation 3(a) – Not Supported
It is not appropriate for the Governor to be expected to conduct the assessment. Contact with a third party may lead to negative outcomes for the person at risk of self-harm or suicide as a result of circumstances of which staff are unaware.
Recommendation 3(b) – Partially Supported

i) and ii) CSNSW policy and form drafting is ongoing. 
(iii) In Progress

(iv) – (viii) Not Supported

(ix) To be discussed CSNSW and JH&FMHN Joint Working Group to be held in mid-Dec 2022.
Pending legal advice and consultation on the 'Management of inmates at risk of harm'

Recommendation 3(c) – Supported - In Progress
Draft amendments to the relevant forms are being prepared to incorporate the recommendation, and policy will be amended reflect the change.
Recommendation 4 – Supported - In Progress
Forms have been developed and stakeholder consultation is occurring.
*Part 1 Mandatory Notification Form

*Part 2 Immediate Support Plan

*Part 3 Risk Intervention Team (RIT) Management Plan.
Recommendation 5 – Not Supported
The Risk Intervention Team is multidisciplinary covering all aspects of management, triage, referral to appropriate people.

Recommendation 6 –Supported – Completed
In March 2022 Aboriginal Community Mentor/Elder Program was supported for each correctional centre to meet the recommendations. Aboriginal Mentors/Elders and the Regional Aboriginal Programs Officer can also provide support by accessing local Aboriginal organisations who can help support the inmate. Aboriginal inmates also have the support, if needed, from the Aboriginal delegate within the different centres. If available, local staff members can also access the identified SAPO's for support, if located in the centre.

Funding has now been secured to support the program until the end of the 22/23 financial year. Elders will be engaged and onboard by 30 June 2023.
CSNSW has established the Aboriginal Mentors Program to provide inmates with direct access to Elders across NSW correctional centres, organised by the Governors of the correctional centres but can also liaise with the CSNSW Aboriginal Strategy and Policy Unit to identify Elders in their area as necessary. Under the program, Elders provide mentoring support to inmates including those who may be subject to an Immediate Support Plan or Risk Intervention Team assessment. Inmates who are struggling to adjust to their environment may also be referred to a Regional Aboriginal Programs Officer (RAPO) for support and assistance. CSNSW staff can request the RAPO to dial into a meeting with the inmate if they can’t be physically present at a meeting and provide cultural support. Aboriginal inmates also can request to see the Aboriginal delegate at the correctional centre to raise concerns they may have, leading to additional support and guidance as considered appropriate.
Recommendation 7 – Partially Supported

i) & ii) - In progress
iii) Not supported
Consultation is ongoing. This recommendation will be discussed at the CSNSW and JH&FMHN Joint Working Group to be held in mid-December 2022
Recommendation 8 – Not Supported
There are existing plans in place that advises CSNSW staff when to observe and documentation is already required. Further recording of information may not be timely or accurate, and places higher burden on staff. The management plan observation form is already on the inmates case management file and electronically stored.
Recommendation 9 – Supported – In Progress

Consultation is ongoing. This recommendation will be discussed at the CSNSW and JH&FMHN Joint Working Group to be held in mid-December 2022
Recommendation 10 – Supported – In Progress
CSNSW was advised that the works had been completed and an inspection carried out. However, no rectification works had been carried out at Kariong. CSNSW staff will inspect at the end of May 2022 look at the works required as funding has been put aside for these projects. 
Recommendation 11 – Supported – In Progress
Consultation is ongoing. This recommendation will be discussed at the CSNSW and JH&FMHN Joint Working Group to be held in mid-December 2022
Recommendation 12 – Not Supported
Appropriate policy and procedures are already in place for staff to follow outlined in the Custodial Operations Policies and Procedures - Management of inmates at risk of self-harm or suicide. 

CSNSW staff are not medically trained and can only escalate an issue when an observation raises a concern. Records are already kept on a management plan observation record form.
Recommendation 13a – Not Supported
CSNSW staff adhere the Custodial Operations Polices and Procedures, section 3.7 Management of inmates at risk of self- harm or suicide. The Risk Intervention Team (RIT) assessment can only be established at a correctional centre. The CSNSW officer must prioritise transfer to a correctional centre for these inmates. Inmates are transferred into a correctional centre at the earliest opportunity where further assessment may be undertaken by the RIT.
Recommendation 13b – Partially Supported – Completed

No further action. 

Recommendation 13c – Partially Supported – Completed
Directors Memorandum 22/05 sent to all psychologists following update of procedure for self-harm 1.3.3. Directors Memorandum 22/04 sent to all SAPOs following update to Compendium of services. This instructs that where a family member contacts a Services & Programs Officer (SAPO) to provide information on the inmate’s medical (including mental) health, SAPOs must act on & relay information to the most

appropriate areas.
Joint Recommendation CS/JH 1 – Supported – In Progress
Consultation is ongoing. This recommendation will be discussed at the CSNSW and JH&FMHN Joint Working Group to be held in mid-December 2022
Joint Recommendation CS/JH 2 – Supported – In Progress
Consultation is ongoing. This recommendation will be discussed at the CSNSW and JH&FMHN Joint Working Group to be held in mid-December 2022
Joint Recommendation CS/JH 3 - Supported in principle – In Progress
Consultation is ongoing. This recommendation will be discussed at the CSNSW and JH&FMHN Joint Working Group to be held in mid-December 2022
Joint Recommendation 1 

By letter delivered by email on 3 June 2022, the Minister for Health advised that Justice Health will work with CSNSW to update their respective websites and the Families

Handbook with the information outlined in the Deputy State Coroner's recommendation.

Information will be included about the Justice Health Client Liaison Officer, who is a key

point of contact for families and loved ones to escalate their concerns. To further ensure

patients and families are well-supported, Justice Health will review current processes to identify ways to strengthen communication and engagement between patients, families and staff.
Joint Recommendation 2 

By letter delivered by email on 3 June 2022, the Minister for Health advised that Justice Health and CSNSW will convene a joint working group to review the custodial mental

health model of care in line with the Deputy State Coroner's recommendation.

In March 2022, Justice Health and CSNSW established a new process allowing CSNSW

psychologists ongoing access to Justice Health patients' medical records. This process was developed in response to another recent coronial inquest (Coroner's Court ref: 2018/392964) and reflects Justice Health's and CSNS
Joint Recommendation 3 

By letter delivered by email on 3 June 2022, the Minister for Health advised that Justice Health will work with CSNSW to introduce the recommended changes to ISP and

RIT processes. The joint working group between Justice Health and CSNSW will review current policy documents to determine an appropriate place to incorporate the process recommended by the Deputy State Coroner. If the working group determines there is no appropriate place to incorporate the process in current policy documents, a new policy will be developed.
Joint Recommendation 4 – Supported 

By letter delivered by email on 3 June 2022, the Minister for Health advised that Justice Health and Central Coast Local Health District (CCLHD) both support Joint Recommendation 4. The Who is the JHFMHN poster is now displayed in the emergency departments at Gosford Hospital and Wyong Hospital. Staff have been made aware of the poster's purpose and the poster is now included in clinical handover information for emergency department and mental health unit staff in CCLHD. 

Justice Health will distribute the poster to all other NSW Health local health districts and specialty health networks for display in emergency departments. It is expected this will be complete by June 2022.
Recommendation 1

By letter delivered by email on 3 June 2022, the Minister for Health advised that Justice Health will introduce the recommended changes to ISP and RIT processes. The joint working group between Justice Health and CSNSW will review existing policies to determine whether the new processes outlined by the Deputy State Coroner can be incorporated into existing policies or a new policy should be developed.
Recommendation 2 

By letter delivered by email on 3 June 2022, the Minister for Health advised that Justice Health will review the current training available to staff around communication with families and loved ones and develop a plan for further training to improve communication skills. 

At present, all Justice Health staff are required to complete training on Open Disclosure - a discussion with patients and families about an adverse event that occurred while the patient was receiving care. Open Disclosure training helps prepare staff to undertake sensitive and difficult conversations. As of February 2022, 95 per cent of Justice Health staff have 

completed this training.
Recommendation 3 

By letter delivered by email on 3 June 2022, the Minister for Health advised that Justice Health acknowledges mental health clinicians should be involved in the RIT review process. Justice Health policy Clinical care of people who may be suicidal (DG257 40/22) will be updated to specify the Justice Health representative on RIT reviews should be a mental health nurse or, if this cannot be facilitated, the staff member should consult with mental health staff. 

Justice Health will review the criteria for prioritising mental health referrals for patients on RIT plans. The Justice Health Patient Administration System (PAS) Waiting List Priority Level Protocol (DG26684/22) specifies certain conditions that require urgent priority including delirium, acute mental health concerns for a patient who is due for impending release; suicidal intent; and acute severe behavioural disturbance. The prioritisation criteria applies to all patients, whether they are on a RIT plan or not. Justice Health will review the current priority referral system to determine where there is scope to better support patients on RIT plans, to ensure they receive mental health treatment in line with their needs.
Recommendation 4 

By letter delivered by email on 3 June 2022, the Minister for Health advised that as outlined above, Justice Health will implement Recommendation 1 a to enable patients to provide consent for their health information to be shared with loved ones while on an 

Immediate Support Plan (ISP) or Risk Intervention Team (RIT) plan. The Justice Health legal team will seek further legal advice about broadening this consent process to patients not on ISPs or RIT plans. On the basis of further legal advice, Justice Health will explore  opportunities to streamline and enhance the sharing of patient information to improve health outcomes.
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	Jack KOKAUA
2018/54392
	Hearing: 17-20 September 2019, 24-28 August 2020, 2-5 November 2020  

Findings: 12 May 2021

NSW State Coroner’s Court, Lidcombe

State Coroner, Magistrate Teresa O’Sullivan  
	Jack Kokaua died at approximately 14:28 on 18 February 2018 at Royal Prince Alfred Hospital, Camperdown, NSW. The cause of Jack’s death was a malignant ventricular arrhythmia without myocardial infarction. The malignant ventricular arrhythmia without myocardial infarction was precipitated by multiple factors including positional asphyxia, exertion and use of taser, superimposed upon Jack’s underlying occult coronary heart disease.
	NSW Police and NSW Ambulance

	1. That consideration be given to modifying the police and ambulance operating procedures and MOU such that police are required to give active consideration to calling an ambulance at the earliest available opportunity when seeking to arrest or return to detention an individual with known mental health illness or who has absconded from compulsory mental health detention if it is considered that the use of force may be required or it is considered that the individual is at risk of harming themselves or at risk of harming others at the relevant time. 

	Recommendation 1 – Supported
Consideration has been given to these issues through the review of the MOU which commenced in February 2021, between the NSW Police Force Mental Health Intervention Team (MHIT), NSW Ambulance and NSW Ministry of Health. MHIT will engage with the Ministry of Health and NSW Ambulance to continue work on these issues.
NSW Ambulance policy requires the emergency scene and patient to be rendered safe before ambulance officers can provide assistance. To reserve ambulances in mental health situations before a person has been located and rendered safe would take resources away from other urgent life-threatening matters for extended time periods.
It is already practice for Police to consider calling an ambulance at the earliest available opportunity in relation to individuals with a known mental illness and no changes to standard operating procedures and agreements are needed in this area.

Another initiative currently being considered is for NSW Health to alert NSW Ambulance when a mental health patient absconds from care, at the same time as notifying Police. This will help ensure NSW Ambulance is aware that Police are seeking an absconded mental health patient in a particular area, and can raise the response priority when notified that the patient has been located and an ambulance is needed.

NSW Ambulance and the NSW Police Force have consulted with each other and approve this recommendation.
Recommendation 1 – Not supported by NSW Health 

NSW Ambulance has consulted with NSW Police on Recommendation 1. Both organisations have jointly examined the recommendation and determined it is not operationally viable. Therefore the recommendation is not supported. NSW Police advised that it is not feasible for police to anticipate when they may be required to apply force and arrange for paramedic attendance in advance. Notably, this procedure change could significantly impact NSW Ambulance resources if paramedics were required to attend all such incidents. 

NSW Ambulance and NSW Police use the Inter-CAD Emergency Messaging System 

(ICEMS) to communicate between organisations and expedite ambulance attendance where needed and will continue to do so.

	
	2. That consideration be given to expanding the funding for and roll-out of the PACER program.

	Recommendation 2 – Deferred to NSW Health

The NSW Police Force defers to the NSW Health who have the ownership of the PACER program
Recommendation 2 – Supported by NSW Health 

In 2020-21, the NSW Government invested $6.1 million to expand the PACER program to 12 Police Area Commands (PACs) across the Sydney and Central Coast regions. The Government has since committed $25.8 million over the four years from 2021-22 to continue PACER operation in these 12 areas. 

NSW Health is committed to supporting the PACER program into the future. In 2021, the NSW Ministry of Health commenced an evaluation of the program to identify potential areas for improvement. The Ministry will continue to work closely with local health districts, NSW Police and NSW Ambulance to monitor and enhance the program and collect data to inform future business cases for state government investment.


	
	NSW Police


	3. That consideration be given to: 
a. developing criteria to determine whether or not a situation requiring police attendance indicates a person of interest with known or suspected mental health problems where those problems may be exacerbating the situation requiring police attendance or may require particular skills to deescalate the situation (Mental Health Crisis);
	Recommendation 3 (a) – Supported

Criteria are being developed through the creation of a software application linked to the current Computer-Aided Despatch (CAD) system. This will facilitate notifications to officers en route to locations or individuals, providing real time warnings that include mental health factors. This app is subject to trials commencing in North Region.


	
	
	b. either making the four day accredited MHIT training package mandatory for all police officers; or in

the alternative, developing and implementing a system requiring where possible the dispatch and early identification of four day MHIT accredited officers as first responders in cases which meet criteria indicating possible Mental Health Crisis; and 

	Recommendation 3 (b) – Not Supported
For clarification/correction: MHIT offer a two-day training course to Police but currently there is no four-day accredited training course.

While making this training compulsory for all police officers is not practicable given existing commitments, NSWPF is looking at opportunities to embed mental health training more broadly across the organisation through the work of Capability Performance & Youth Command (MHIT), in conjunction with Education & Training Command. Components of the current MHIT two-day package are being included in the curriculum delivered at the NSW Police Academy to students. MHIT continue to deliver the two-day MHIT program across the organisation, as well as some bespoke training.
Additionally, MHIT is developing a framework for a multi-agency training package for Police and Ambulance in the field, to be rolled out and delivered at Local Health District level.
In relation to the second option for early identification of MHIT-trained officers, processes already exist to identify officers with mental health training when choosing who to deploy to a mental health situation.


	
	
	c) initiating training and policy provision, to be delivered either in conjunction with or in addition to the STOPAR training for all police officers, for the use of communication and de-escalation after there has been a use of force in a situation involving a possible Mental Health Crisis.
	Recommendation 3 (c) - Supported 
This has been implemented: the NSW Police Force now offers a mandatory e-learning module, called STOPAR De-escalation as part of the Mental Health Intervention Team Enhanced Policing Practise Module.


	
	
	4. Consideration be given to developing and implementing a system to ensure any four day MHIT accredited officers attending in cases which meet criteria indicating a possible Mental Health Crisis identify themselves on arrival as having
undertaken the four day training.

	Recommendation 4 – Supported

The NSW Police Force current practice is for the officers to identify themselves where appropriate. Officers are also awarded a badge which is worn on their uniform showing other officers and the public that they are trained in mental health.


	
	
	5. Consideration be given to MHIT further developing and implementing for all NSWPF officers the “Guardian v Warrior” training currently in the Vulnerable Communities Portfolio.

	Recommendation 5 – Not Supported
The “Guardian v Warrior” program was developed to address a gap in service delivery around Autism Spectrum Disorder and is customised for Autism Spectrum Disorder and not mental illness in general. The “Guardian v Warrior” program should remain focused on Autism Spectrum Disorder.

The NSW Police Force is building capability of officer’s in responding to mental health through different training programs as set out in the response to Recommendation 3b.


	
	
	6. Consideration be given to MHIT and WTPR establishing and documenting a joint review of STOPAR and de-escalation training including after a use of force, and for that training to be integrated in defensive tactics training for situations involving a person of interest with known or suspected mental health problems.
	Recommendation 6 – Not Supported 

This recommendation is not supported on the basis that there Is not sufficient evidence to identify the need for a review.

Current NSW Police Force training teaches Police to reduce the degree of force and cease its use as soon as possible once a situation is under control.

Weapons and Tactics Policy and Review (WTPR) is currently working on a communications package with the Negotiation Unit and with MHIT that includes de-escalation elements, having considered programs in other juridictions.

De-escalation considerations need to be balanced against the need to first establish control of a subject in order to prevent them causing injury to themselves, members of the public or police.

	
	
	7. Consideration be given to NSW Police Weapons and Tactics Policy and Review developing and implementing training for those tasked with the role of supervisor including through the use of roleplay.

	Recommendation 7 – Not Supported

Roleplay training, including for supervisors, is already in place in the NSW Police Force. Specifically scenario-based training has been developed to address the issue of command and control in a violent altercation.

The importance of the supervisor’s role is reinforced throughout the organisation’s training and policy such as Active Armed Offender (AAO) training, incident and emergency management training, command and control courses and the day to day operations of the NSW Police Force.

Command and control is a critical task, but it is also a

task that cannot be taught solely by a roleplay during operational safety related face-to-face training. A coordinated, integrated, organisation wide program is required to address command and control effectively.
Further research and collaboration will be undertaken between Operational Safety and Skills and WTPR.

	
	
	8. Consideration be given to requiring: 
a. one officer to be designated supervisor, and for this to be communicated to other police officers involved in the interaction (including those arriving during the interaction) in any interaction involving 3 or more police officers and the use of, or likely use of, force, with that officer required to undertake overall responsibility for coordinating the police response and for significant events during the course of the interaction, to ensure compliance with NSW Police Policies and with the matters set out below and to ensure that an ambulance is called at the earliest available opportunity if the interaction involves use of force or likely use of force on a person with a known mental health illness or who has absconded from compulsory mental health detention;
b. that officers communicate and verbalise significant events in the arrest and detention of a POI including any mechanical restraints applied or the availability of any vehicles or other resources for use during the interaction;
c. that officers communicate and verbalise reports as to the status and well being of the POI, the extent of their resistance, and the ongoing need for use of force, including to the designated supervisor;
d. that in all cases an officer be tasked to maintain a time log as to when a POI is placed in the prone position to ensure awareness of the period for which the POI is so placed, that this is reported to the designated supervisor, and that an attempt be made to reposition the POI to minimise the risk of positional asphyxia after the expiry of a defined time interval; 
e. that in all cases an officer be tasked to monitor the breathing of any POI placed in the prone position, and to communicate and verbalise reports as to the status of the POI’s breathing, including to the designated supervisor; and
f. that all officers are trained as to these matters.
	Recommendation 8 – Not Supported

These recommendations are not supported.

The Coroner noted the clear mandate for effective communication between police officers that already exists in relevant NSWPF policies. These policies provide for appropriate responses to address the issues identified.
The recommendations if implemented would remove operational flexibility and may restrict senior, experienced officers from involvement in an interaction where their skills are needed because of the requirement for them to act as supervisor.
Maintaining a time log as to when a POI is placed in the prone position is not supported on the basis that there is no evidence to establish a safe timeframe for prone restraint, and in the absence of a safe timeframe, a time that a subject must be moved cannot be determined. Police are trained in the risks of the use of prone restraint.

	
	
	
	RPA
	9.
Consideration be given to requiring, documenting by way of written procedure and training all ED staff as regards the procedure that:
a.
two or more persons, with the second person being a physician, clinical nurse consultant, nurse unit manager or supervising Registered Nurse, jointly determine, and provide a signed authority for mechanical restraints to be removed even temporarily as regards mental health patients;
b.
the existing patient safety physical restraint order and observation chart be amended to record this; and
c.
this procedure be expressly required as regards temporary relaxation of one or more hand or leg restraints to allow toileting or for any other purpose.
10.Consideration be given to exploring potential alternative options as to how toileting can be effected for a patient who is mechanically restrained, including the availability of security to assist or that another option may be to ensure the attendance of at least two members of clinical staff to provide additional protection against the patient removing restraints or absconding.
	Recommendation 9 – Supported 

The Royal Prince Alfred Hospital guideline Responding to Behavioural Emergencies in the Emergency Department (RPAH_GL2021_028) has been revised to specify that two clinicians must provide signed approval for the relaxation or removal of patients' mechanical restraints. The guideline applies to all patients, including mental health patients. Approval is to be documented on the Emergency Department Mental Health and Delirium Risk Assessment form in the patient's medical record. Section 8.6 of the revised guideline 

(Toileting Considerations) reiterates that two clinicians must approve release of restraints. The District is also in the process of updating the Patient Safety Physical Restraint Order and Observation Chart to incorporate the requirement for two clinicians to provide signed approval for removal of restraints.

Recommendation 10 – Supported 

The Royal Prince Alfred Hospital guideline Responding to Behavioural Emergencies in the Emergency Department (RPAH_GL2021_028) has been revised to include toileting options for patients who are mechanically restrained. Options were determined in consultation with security and emergency department staff and include urinary catheterisation, use of pans and bottles, and the release or partial release of restraints. Security now deploys two staff to assist toileting for patients with mechanical restraints and this requirement is specified in the revised guideline.



	
	
	
	Directed to Western Sydney LHD
	11. On discharge from an inpatient mental health unit where follow up is considered appropriate, consideration be given to introducing a policy, procedure or clinical pathway to seek to ensure that:
a.
a community mental health team is identified as taking over clinical responsibility for the patient even if the patient will need to access temporary accommodation;
b.
the Discharge Liaison Officer (if any) or clinician under whose care the person was admitted at the inpatient facility is required to check that the patient is accepted for care by that team.
12.Where an assertive team recommendation has been accepted in a community mental health setting, consideration be given to introducing a policy or procedure to ensure that that is communicated both to any inpatient facility to which the person is admitted, to Corrective Services if the person is subject to a parole order or community supervision, and that steps are taken to ensure that that be communicated to any subsequent community mental health team to which the person is admitted.

13.Consideration be given to implementing handover procedures which specifically address the continuation of prescribed medication.
	Recommendation 11 – Supported 

Western Sydney Local Health District has commenced a review of the Discharge Planning and Transfer of Care for Consumers of NSW Mental Health Services policy (WSYD­PCP202752). The requirements outlined in Recommendation 11 will be incorporated into this policy. It is expected the revised policy will be published in March 2022.

Recommendation 12 – Supported 

NSW Health supports the verbal and written handover of information about a mental health consumer's clinical history when their care is transferred between services. However, the absence of a state-wide or national medical record system means it is difficult to holistically implement the Coroner's recommendation. Situations may arise wherein a heath service is not aware a consumer has previously been engaged with a service in another district. 

To enhance mental health discharge and transfer of care processes in Western Sydney Local Health District, the District has commenced a review of the Discharge Planning and Transfer of Care for Consumers of NSW Mental Health Services policy (WSYD­PCP202752). The policy will be amended to reinforce the importance of clear communication between services during transfer of care and that all relevant information about consumers' clinical care must be provided. An audit and reporting structure will be developed to monitor adherence to processes and assess whether the revised policy has improved clinical practices.

Recommendation 13 – Supported 
NSW Health clinicians must include information about a consumer's current medications and medication history when transferring a consumer's care from one service to another service or provider. This requirement is enshrined in NSW Health policy Discharge Planning and Transfer of Care for Consumers of NSW Health Mental Health Services (PD2019_045) and reinforced in local Western Sydney Local Health District policy Discharge Planning and Transfer of Care for Consumers of NSW Mental Health Services (WSYD-PCP202752). In November 2021, a memorandum was circulated to all medical officers in Western Sydney Local Health District reminding clinicians of the requirement to document information about consumers' current medications when transferring their care. 
Western Sydney Local Health District has commenced a review of the Discharge Planning and Transfer of Care for Consumers of NSW Mental Health Services policy (WSYD­PCP202752), which will be completed by March 2022. The review will focus on developing a communication and training strategy for clinicians to enhance transfer of care procedures within the District's mental health service. An audit process will also be developed to review documentation of medication within discharge summaries.

	
	
	
	CSNSW
	14.Consideration be given to introducing a mechanism or procedure to be put in place by CSNSW to assess and act upon any risk when a parolee is not contactable for 7 days.
	Recommendation 14 – Supported – In Progress
Not all parolees are required to have contact with CSNSW so not appropriate to always follow up parolees. There is a policy for higher risk parolees. Additional measures not required.



	
	
	
	CSNSW and NSW Health
	15.Community Corrections and the NSW Department of Health liaise to develop a means to seek to ensure that, as regards offenders where the risk of reoffending has been identified as being linked to their mental health care, discharges from inpatient mental health care are coordinated and subject to ongoing monitoring to facilitate ongoing mental health care, including ongoing provision of prescribed medication, in the community upon discharge, even for those who have access only to temporary (and potentially changing) accommodation and those for whom ongoing accommodation has not been arranged when discharge is being facilitated.
	Recommendation 15 – Supported by CSNSW – Completed
Existing Community Corrections Policy and Service Delivery Standards were determined to provide sufficient guidance around contact with third parties. In the case of Mr KOKAUA, these contacts occurred per policy requirements with community and inpatient mental health staff. As such, Community Corrections considered that a formal agreement between CSNSW and NSW Health would have been unlikely to have made a material difference in Mr KOKAUA’s case. Further consultations with the Department of Health have now occurred to determine whether there are any other actions NSW Health could take to address the concerns raised in the recommendation prior to formal closure. This discussion identified that two initiatives have been introduced since the death of Mr KOKAUA that aim to improve coordination and facilitation of ongoing mental health care between custody and release to community - JH&FMHN’s Community Transition Team (CTT) and the Coordinated and Continuous Model of Care (CCMC). CTT JH&FMHN has two community based forensic mental health services that work closely with Local Health Districts (LHDs):
1) the CTT which supports patients to safely transition from custody to the community and remain engaged in mental health care; and
2) the Community Forensic Mental Health Service (CFMHS), which principally supports LHDs to manage referred mental health patients who are at increased risk of violence and reoffending (the CFMHS existed prior to Mr KOKAUA’s death).

Both the CTT and CFMHS are state-wide services, meaning that they work with all LHDs and their patients. However, the two services differ in the type and timing of service provision. While the engagement period of the CTT is restricted to the pre- release and initial community reintegration period (approximately three months in total), the CFMHS is accessible to LHDs at any time during their care of a patient who is at risk of reoffending. The CFMHS also offers advice and support to LHDs on how to liaise and work collaboratively with CSNSW and Police, where appropriate. Importantly, where risk is identified during the community transition period, the CTT will refer patients to the CFMHS, to assist in further risk management, provided the LHD is amenable to receive such support. The CCMC was established in 2020 and is led by CSNSW in partnership with NSW Health (including the JHFMHN) and DCJ Housing. NSW Health is able to support CCMC participants at three LHD locations.

The CCMC is available for people exiting from the main mental health accommodation areas at Silverwater and Long Bay complexes with a diagnosis of psychosis. The CCMC provides coordinated pre-release (up to six months before release) and post-release planning and support through a collaborative, multiagency response involving NSW Health, DCJ Housing and CSNSW. Post-release support via the CCMC continues until the participant’s supervision by Community Corrections ends. CCMC is currently being revised and the Service Linkage Officer positions that coordinate planning and support are now ongoing roles in CSNSW.
Recommendation 15 – Supported by NSW Health 
NSW Health is committed to supporting mental health consumers in custody with a high level of mental health care during incarceration and after release. This focus aligns with the NSW Premier’s priorities to reduce adult recidivism and reduce the rate of suicide deaths in NSW. 

In October 2020, NSW Health established the Community Transitions Team (CTT) to provide support to mental health consumers in custody and after release. The team coordinates the delivery of community mental health care including administration of Community Treatment Orders (CTOs) for offenders who have mental health problems which may contribute to their risk of reoffending. The Justice Health and Forensic Mental Health Network is undertaking an evaluation of the CTT model in collaboration with the University of NSW. The evaluation will be completed in 2023, however early data shows 86 per cent of consumers supported by the CTT remained engaged in mental health treatment six weeks after their release. 
NSW Health and Corrective Services NSW are currently involved in a joint pilot program at Silverwater Correctional Centre to reduce adult recidivism by providing a wrap-around model of shared care and improved communication between health, corrective services and housing providers. The Coordinated and Continuous Model of Care (CCMC) commenced in October 2020 and focuses on consumers in custody who experience psychosis. The Department of Communities and Justice is leading the evaluation of the pilot to assess its effectiveness and determine possible scalability to other facilities in NSW.
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	‘A’
2018/00392964
	Hearing: 23 August 2021, 24 August 2021, 25-27 August 2021

Findings: 22 October 2021

NSW State Coroners Court

Deputy State Coroner E Ryan
	Identity: The person who died is A.

Date of death: A died at Long Bay Correctional Centre, Matraville NSW 2036.

Cause of death: The cause of A’s death is hanging. 

Manner of death: A died when he hanged himself while in lawful custody, with the intention of ending his life.
	The Acting Commissioner of Corrective Services (NSW)

	That consideration be given to reviewing Custodial Operations Policy and Procedures 3. 7, including annexures 'Risk Factors for Consideration - Reference Guide' and 'Inmate Interview Questions' to:
· determine whether the Policy should apply to psychologists and other professional mental health practitioners employed by CSNSW; and
· determine whether the matters referred to in the Risk Factors and Inmate Interview Questions documents currently meet the criteria for best practice to prevent suicide or self harm of inmates. This review should also consider whether an additional risk factor be listed, namely the potential risk for self harm posed by the inmate's current accommodation.

	Supported – In Progress
CSNSW is continuing to research and investigate best practice to respond to recommendation B. Research is currently underway and internal stakeholder meetings are being scheduled.

	
	
	
	The Acting Commissioner of Corrective Services (NSW), and to the CEO,
	1. That CSNSW and the JH Network develop the necessary procedures and policies, to ensure that referrals made by the JH Network for mental health services for inmates and the outcome of those referrals be communicated to CSNSW psychologists.

	Recommendation 1 – In Progress - Supported 

This recommendation will be discussed at CSNSW and JH&FMHN Joint Working Group to be held in mid-Dec 2022

	
	
	
	Justice Health and Custodial Mental Health Network:
	2. That CSNSW and the JH Network develop compatible policies and procedures, to ensure that family members of inmates are able to effectively communicate their concerns about the mental health or risk of self-harm/suicide of that inmate.
	Recommendation 2 – In Progress - Supported 
This recommendation will be discussed at CSNSW and JH&FMHN Joint Working Group to be held in mid-Dec 2022
NSW Health is committed to working in partnership with families and carers to ensure a high quality of care is provided to all patients. The Network and CSNSW will convene a joint working party to determine what policies and procedures should be established in response to Recommendation 2. The working party will aim to ensure there are clear and robust processes for families to relay concerns about inmates under the care of the Network and CSNSW. 

Currently, families and loves ones of inmates can contact the Network client liaison officer or the Network's Mental Health Helpline to escalate any mental health concerns. The Mental Health Helpline provides advice and referrals for patients in correctional centres and their families, as well as for staff in the Network, Corrective Services NSW and local health districts. Any mental health concerns about inmates relayed through the helpline are escalated to the relevant health centre teams and documented in the Network's electronic medical records system. 
In her findings, the Deputy State Coroner also noted that the Ministry of Health should review the findings and consider "the issue of funding for mental health nurses in Long Bay Correctional Centre, with emphasis on funding for mental health nurse positions." 

NSW Health has recently approved funding for a new mental health model of care for custodial patients called A Care Pathways Model for Custodial Mental Health. This renewed model of care aims to improve mental health care provided to patients in NSW correctional centres by realigning existing resources, strengthening health partnerships and enhancing the mental health workforce. As part of this model of care, an additional 11. 7 full time equivalent (FTE) staff will be employed at Long Bay Correctional Centre, including a clinical nurse specialist and a clinical nurse consultant.
Supported- In Progress

Draft terms of reference have been sent for consultation to ensure that referrals made by the JH Network for mental health services for inmates and the outcome of those referrals be communicated to CSNSW psychologists. Ongoing meeting arrangements will commence shortly

	FUTURE – Next response
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	Danny K WHITTON 
2015/329568
	Hearing: 22-26 February 2021 and 24-26 May 2021

Findings: 19 November 2021

State Coroner’s Court at Lidcombe

Magistrate E. Truscott, Deputy State Coroner
	Danny Keith Whitton died on 9 November 2015 at the Royal Prince Alfred Hospital, Camperdown, Sydney, NSW. The cause of Danny’s death was Multiple Organ Failure due to acute paracetamol poisoning. Danny died after ingesting an overdose of paracetamol at Junee Correctional Centre operated by the GEO Group Australia Pty Ltd. Danny’s condition was not appropriately investigated as blood tests were not actioned and Danny’s condition was not appropriately monitored. His deterioration was not appropriately actioned in a timely manner due to overall suboptimal care and a significant misunderstanding of the transfer procedure of a patient from the health clinic at Junee Correctional Centre to the Wagga Wagga Base Hospital. Danny’s condition was irrecoverable despite appropriate intervention at that hospital and then his transfer to the Royal Prince Alfred Hospital. Danny died whilst in the custody of Corrective Services NSW. 
	GEO Group Australia Pty Ltd 
	1. Ensure that training occurs so that all health staff are aware that nurses can call an ambulance to transfer a prisoner without a doctor’s authorisation. 

2. Ensure that GEO Health Service policy accurately reflects the importance of regular monitoring and notation, recognition of signs of deterioration in patients and clear procedures for escalation for the particular facilities that exist at the Junee Correctional Centre health clinic.
3. Provide training to health staff and corrections staff about the permissible collection, use and disclosure of health information. 


	Recommendation 1 – Supported – Completed
Provide staff education on the new Recognising and Responding to a Deteriorating Patient local policy, including when to autonomously call for an ambulance. A training record of attendance is kept.
Recommendation 2 – Supported – Completed – May 2022

The draft of the Recognising and Management of a Deteriorating Patient policy has been updated to include:
· regular monitoring and notation

· recognition of signs of deterioration in patients, 
· and clear procedures for escalation at Junee Correctional Centre
Recommendation 3 – Supported – In Progress
Training has been provided on permissible collection, use and disclosed of health information based on the PD4.030 Implementation Guide to NSW Health Policy: Releasing and Requesting Health Information and the NSW Primary Manual for Health Information for health staff. A training record of attendance is kept.

Provide training on permissible collection, use and disclosed of health information based on PD4.030 Implementation Guide to NSW Health Policy: Releasing and Requesting Health Information and the NSW Primary Manual for Health Information for correctional staff. A training record of attendance is kept.


	
	
	
	Justice Health and Mental Health Forensic Network 
	1. Provide training to staff which identifies and raises awareness that paracetamol overdose can occur as a result of excessive consumption of paracetamol.
2. Develop an information sheet for health and correctional staff which will prompt staff to inquire with an inmate as to the quantity of paracetamol ingested when they present and provide pathways for staff to take regarding any paracetamol overdose.
3. Conduct a review of the Paracetamol Consumer Medicines Information to ensure it includes a warning about the misuse or overdose of paracetamol, the risk of harm and the range of possible symptoms and an indication as to when a person should seek medical attention.


	Recommendation 1 – Supported 

By letter delivered by email on 15 June 2022, the NSW Minister for Health advised that NSW Health will develop and deliver training for Network staff that identifies and raises awareness that overdose can occur as a result of excessive consumption of paracetamol, in accordance with the recommendation.
The development of the training will be led by the JHFMHN Chief Pharmacist in consultation with medical and nursing experts. The delivery of staff training has an intended completion date of 31 May 2022. 
A review to assess the usefulness of training for staff will be completed by the JHFMHN Close the Loop Committee. The intended review is scheduled for 30 June 2022.
Recommendation 2 – Supported 

By letter delivered by email on 15 June 2022, the NSW Minister for Health advised that NSW Health will develop an information sheet for Network and Correctional staff about paracetamol overdose in accordance with the requirements of the recommendation. This information and additional guidance will assist in determining appropriate clinical management of a patient, particularly in circumstances where paramedics, clinical staff, or after-hours doctors (ROAMS) become involved.
Recommendation 3 – Supported 

By letter delivered by email on 15 June 2022, the NSW Minister for Health advised that The review of the CMI will be led by the JHFMHN Chief Pharmacist in consultation with medical and nursing experts. The review has an intended completion date of 30 May 2022. 

The JHFMHN Close the Loop Committee will review the implementation of the updated Paracetamol CMI. The review is scheduled for 30 June 2022.
With respect to all three recommendations, JHFMHN will consider the High-Risk Medication Management Policy (PD2020_045) and the Clinical Excellence Commission's (CEC) High Risk Medication Management Policy Standard Checklist for Paracetamol when developing the training for staff (Recommendation 1), the information sheet for health and correctional staff (Recommendation 2) and when reviewing the CMI (Recommendation 3). Resources from the Alcohol and Drug Foundation will also be considered.


	
	Corrective Services NSW (on behalf of privately operated correctional centres in NSW including GEO Group Australia Pty Ltd)
	1. Provide training to staff which identifies and raises awareness that paracetamol overdose can occur as a result of excessive consumption of paracetamol. 
2. Provide information to inmates which identifies and raises awareness that paracetamol overdose can occur as a result of excessive consumption of paracetamol.
3. Implement policy and practice to retain a copy of CCTV footage capturing the last 7 days of movements of a person who has died in custody and only release such footage upon an indication by a senior coroner that such footage is no longer required for the coronial investigation and inquest.
	Recommendation 1 - Completed – May 2022

Training to health staff to raise awareness of the potential of paracetamol toxicity was provided in Mar 2022.
Recommendation 2 - Completed – May 2022

A paracetamol patient education factsheet was developed by the GEO pharmacy supplier and implemented in Mar 2022. This factsheet has been provided to all patients upon commencement of paracetamol.
Recommendation 3 – Not Supported

Finding all relevant footage or establishing that there is no footage over a 7 day period of time is impractical and onerous. It would impact the time and resources of both operational and investigative staff. It would also result in an increased cost to CSNSW to purchase extra storage due to additional footage on a regular basis.

	FUTURE – Next response
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	Jodie ST JOHN

2020/148520
	Hearing: 27 October 2021, 28 October 2021

Findings: 10 November 2021

NSW State Coroners Court

Magistrate State Coroner T O’Sullivan

	Identity: The person who died is Jodie Maree St John.

Date of death: 17 May 2020.

Cause of death: Skillion, Terrigal NSW.

Manner of death: Ms St John sustained multiple injuries as a result of falling off the edge of a cliff at

the Skillion, Terrigal. Prior to falling, she had been engaged in communications with

NSWPF officers.
	To the Commissioner of Police, New South Wales Police Force

To the Chief Executive Officer, Central Coast Council


	1. That the Commissioner of the NSWPF give consideration to the delivery of bespoke training by the MHIT with regard to suicide intervention to all NSWPF officers in the Brisbane Water Police District, tailored to the training needs of those officers.
2. That the Commissioner of the NSWPF give consideration to a review of its training regarding the remote use of the CCTV system installed at the Skillion and investigate whether internet speeds at stations in the Brisbane Water Police District are negatively impacting on the use of that system.
3. That the Council liaise with the Brisbane Water Police District and take steps to establish a system for the sharing of data and information concerning suicides and attempted suicides at the Skillion.
	Response from NSWPF

In response to the State Coroner’s recommendations, I can advise that the NSW Police Force (NSWPF) has finalised the enhancement of Suicide Prevention Training of first responders to suicide intervention at heights, adapting a training package that has been developed by the NSWPF Mental Health Intervention Team (MHIT) to reflect characteristics and local data from the Skillion located in the Brisbane Water Police District. MHIT has commenced delivery of this training package with further sessions scheduled over the coming months. 
I can also advise that training in use of the CCTV system has also commenced and will be included in the induction process for NSWPF officers. The system, technology and network the CCTV is connected to is owned by the Central Coast Council. While training was delayed due to technical issues with the system of which Council has been advised, remaining sessions are due for completion by the end of May 2022.

Awaiting response from the Chief Executive Officer, Central Coast Council

	FUTURE – Next response
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	Huy Neng NGO 
17/214664
	Hearing: 23-27 September 2019, 14-18 October 2019

2-6 March 2020, 22 – 23, 25-26 June 2020,

29 June- 3 July 2020
Findings: 19 November 2021

State Coroner’s Court at Lidcombe

Magistrate E. Truscott, Deputy State Coroner

	Huy Neng Ngo died on 13 July 2017 at the intersection of

Malle and Church Streets, Cabramatta NSW from a

penetrating injury to the neck sustained from a piece of

metal propelled from a defective Takata airbag which

malfunctioned when it deployed in a minor collision, which

occurred when the Honda CR-V that Mr Ngo was driving

was struck by another vehicle whose driver had failed to

give way
	Honda Australia

	1. If it has not already done so, implement a system whereby Honda dealers are given notice of the numbers of consumers in their Prime Marketing Area that are to be affected by a recall to be announced by Honda Australia (and particularly recalls affecting high volumes of vehicles).
2. Honda Australia implement a process whereby when Honda Australia receives notice from its direct or indirect parent or a related company that a motor vehicle and/or componentry is subject to recall, that, rather than replicate the language of the notification conveyed to it, Honda Australia conduct appropriate due diligence and inquiries with its parent company to ensure:
a. that the defect and the nature of the risk is adequately and accurately communicated in its notifications to the ACCC, DIRD and consumers; and
b. that any updated knowledge about the description of defect and the nature of the risk is notified in a timely manner.
	Awaiting response 

	
	
	
	The FCAI


	1. To the extent not already done so, undertake a review of the FCAI Code, such review to:

a. include making express provision in the Code for the need for members to consider what is appropriate at all stages of a recall communications strategy to communicate with customers about the existence of the recall (including the mode, frequency and content of notifications to consumers), having regard to:

i. the nature of the safety defect; 

ii. the assessed level of risk arising from the safety defect (including the nature of the risk or potential harm arising from the safety defect and the probability of harm materialising); and 

iii. the urgency for rectification of a product in which the safety defect is found to exist; 

b. include providing more detailed guidance to members about the development of recall strategies, which should adapt to changed understandings of risk, including the use of telephone, email, text messages and social media to communicate with customers about a recall and the need to amend such strategies based upon customer response and revised understandings of risk;
c. include providing more substantive guidance to members about the appearance and contents of written recall communications, including the use of visual aids and clear and explicit language that does not downplay risk; and
d. include providing clarification in relation to the interaction between the FCAI Code and any recall guidelines issued (or that may in due course be issued) by the ACCC and/or DIRD, including by inclusion of a cross-reference to such guidelines.
e. Give consideration to the: 

i. incorporation of reference to the commencement of the RVS Act; and 

ii. inclusion of detail around conducting a risk identification and assessment; 

f. Include a guideline to the effect: 

i. If, in respect of any vehicle imported into the Australian market by a member, a member receives notice from a parent company that road vehicles and/or road vehicle components included in the model and VIN range of those imported vehicles is subject to recall, the member conduct due diligence and inquiries with its parent company to ensure:
A. that the defect and the nature of the risk is adequately and accurately communicated in the members notifications to DIRD, and if necessary, the ACCC; and
B. that any updated knowledge about the defect and the nature of the risk is notified in a timely manner.
ii. If a member receives notification from a parent company that a road vehicle and/or road component is subject to a recall, but the member has not imported that model or VIN range into the Australian market then that advice will be forwarded to the DIRD and as necessary to the ACCC.

	Awaiting response 


	
	The Department of Infrastructure, Transport, Cities and Regional Development and the Australian Competition and Consumer Commission
	1. To the extent not already done, that DIRD and the ACCC should liaise:

a. to provide the FCAI with any suggested changes to the FCAI Code;
b. in relation to the development and publication of guidance material from the regulators’ perspective as to the intended interaction between the ACCC Guidelines and the FCAI Code (including any revised form of those documents); and
c. to ensure that the any revised recall guidelines published by them specify the intended interaction between such guidelines and the FCAI Code.

2. In the case of a voluntary recall of motor vehicles and/or componentry:

a. that relevant written protocols are put in place (to the extent not done already) and made publicly available as to the assignment of responsibility as between DIRD and the ACCC for reviewing the effectiveness of consumer recall communications, in terms of their communications style and likelihood of prompting a consumer response, and that relevant training in consumer communications be undertaken by officers to whom such a task is allocated;

b. that any recall guidelines published by DIRD or the ACCC, including any updated version of the ACCC Guidelines, are consistent with such protocol.

3. Subject to the effects of the scheme under the Road Vehicle Standards Act 2018 (Cth), that steps be taken by DIRD and the ACCC to finalise (to the extent not already done) a policy document outlining the applicable “escalation process” as between DIRD and the ACCC, in relation to the exercise of powers under the ACL (if applicable) in respect of motor vehicle recalls for which DIRD has assumed the relevant monitoring role. If applicable, such a document (which should be made publicly available) could incorporate the process for DIRD to request the ACCC to recommend the exercise of compulsory powers under the ACL in relation to a motor vehicle product, and the considerations to be taken into account by the ACCC in determining whether to do so.

4. A written protocol be developed by DIRD and the ACCC to the extent not already done (and made publicly available) that makes clear to motor vehicle suppliers:

a. the respective roles of DIRD and the ACCC in relation to a product recall of motor vehicles and/or componentry (and how this might be ascertained for a given recall); and

the process that needs to be followed by suppliers if it is sought that information provided to DIRD / ACCC about a safety defect is to be treated as commercially sensitive or confidential, and DIRD and the ACCC’s general position about such requests.
	Awaiting response

	
	The Department of Infrastructure, Transport, Cities and Regional Development
	5. That DIRD develop policy and protocols for the carrying out of investigations in relation to complaints involving motor vehicle componentry generally and airbags specifically, such policy and protocols to provide for clear communications and record keeping as to progress and finalisation of investigations and as to the obtaining of consent for information sharing from any complainant and third party including the police, vehicle dealers and suppliers.

6. That DIRD develop a protocol whereby there is a register kept of misdeployments and investigations of misdeployments of airbags on record and that such information be made available to the public, and when a new development arises which may affect a police or coronial investigation into a serious injury or death arising from a misdeployed airbag, that such information be provided to the head of the police and the coronial unit of each State in Australia.

7. That DIRD consider:

a. the extent of its reliance upon benchmark recall completion figures, based on aggregated data from historical voluntary recalls, as a means of assessing the efficacy of voluntary recalls related to defective airbags or other motor vehicle componentry; and

b. developing (and making publicly available) written protocols against which the efficacy of a supplier’s recall efforts are assessed by reference to a comprehensive risk assessment, in addition to rectification rates and an assessment of the strategies deployed by the supplier to implement the recall.
8. That DIRD consider engaging in a study to assess the feasibility of setting a Standard in respect of airbag performance and vulnerability to midsdeployment considering of airbags in the Australian context.
	Awaiting response

	
	Transport for New South Wales
	9. To the extent not already done, TfNSW should take steps to consider sending warning letters to owners of vehicles the subject of voluntary recalls for defective Takata airbags of the kind referred and/or to introduce registration sanctions for such vehicles.
	Awaiting response

	FUTURE – Next response
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	Jack LOH
2019/70629
	Hearing: 7 to 9, 11 and 15 June 2021; 23 to 25 August 2021
Findings: 22 December 2021
Coroners Court of New South Wales at Lidcombe
Magistrate Derek Lee, Deputy State Coroner

	Jack died on 4 March 2019 at The Sydney Children’s Hospital, Randwick NSW 2031
The cause of Jack’s death was unrecognised pulmonary hypertension in a setting of unsafe sleeping conditions, which occurred when Jack was placed down to sleep by an educator at a family day care centre.

Manner of death

Whilst cardiac investigations prior to 4 March 2019 likely would have identified Jack’s underlying pulmonary hypertension, there was no clear indication from Jack’s two previous presentations to hospital, or from his general medical history, for such investigations to be performed. It is most likely that placing Jack to sleep on 4 March 2019 fully clothed and loosely wrapped; in a bassinet that was inappropriate and unsafe for his age, size and stage of development, and that contained extraneous bedding material; in a room which was poorly ventilated and not temperature appropriate; and in circumstances where Jack was not regularly checked on, were all contributory factors to Jack’s death.

	NSW Government
NSW Department of Education and the Department of Education, Skills and Employment (DESE)


	1. That the NSW Government, in consultation with the governments of other jurisdictions under the National Quality Framework, take steps to amend the Children (Education and Care Services) National Law (NSW) (National Law) so that family day care Educators are required to undertake mandatory safe sleep training.
2. That the NSW Government support the proposal under the National Quality Framework review to require that family day care Educators complete the Certificate III in Early Childhood Education and Care before they can commence as an Educator.

3. That the NSW Government, in consultation with the governments of other jurisdictions under the National Quality Framework, take steps to amend the regulatory regime in relation to family day care Services so that Approved Providers are required to undertake a risk assessment in respect of an Educator’s implementation of sleep and rest policies and procedures.

4. That the NSW Government, in consultation with the governments of other jurisdictions under the National Quality Framework, take steps to amend the National Law and/or Education and Care Services National Regulations (NSW) (National Regulations) to expressly prohibit the use of bassinets in all early childhood education and care settings.
5. That the NSW Government, in consultation with the governments of other jurisdictions under the National Quality Framework, take steps to amend the National Law and/or National Regulations to require that an applicant for Provider approval (or the persons with management and control of an applicant) must: 
(a) have an approved diploma level education and care qualification or an approved early childhood teaching qualification;
(b) have at least three years’ experience in an education and care Service or children’s Service or a school or in a Service regulated under a former education and care services law; and

(c) undertake a risk-based knowledge assessment administered by the Department to demonstrate an applicant has a sufficient standard of knowledge of how an education and care Service is to operate in compliance with the National Quality Framework.
6. That the NSW Government continue to work with the Commonwealth Government and other jurisdictions through the National Quality Framework review to enable a contemporaneous family day care register to capture requirements referred to in section 269 of the National Law, specifically those parts of regulation 153 of the National Regulations that relate to: 
(a) names and dates of birth of children attending the Service; 
(b) names and contact phone numbers of educators, coordinators and educator assistants;

(c) days and hours of care and number of children attending per session;

(d) relevant dates (for example, residence assessment date, educator commencement/end dates);

(e) educators operating above ratio (and the applicable approved provider approved exceptional circumstance); and

(f) Provider Digital Access numbers for family day care Educators and Coordinators.
7. That the NSW Department of Education and the Department of Education, Skills and Employment (DESE) develop and implement an information sharing protocol which may require legislative amendment, such that it provides the NSW Regulatory Authority with access to relevant information held by DESE with respect to Approved Providers and family day care Educators.

	Recommendation 1 – Supported 

This recommendation is supported by the NSW Government and governments of other 

jurisdictions. It will be progressed through the 2019 National Quality Framework Review. The Review is being led by NSW with the involvement of all state and territory governments and the Australian Government and aims to ensure that the National Quality Framework is current, fit-for­purpose and implemented through best practice regulation.  
Recommendation 2 – Supported 

This recommendation is supported by the NSW Government and governments of other 

jurisdictions. It will be progressed through the National Quality Framework Review. Specifically, the National Quality Framework Review has recommended the option to remove the 'actively working towards' provisions for Family Day Care educators and require these educators to hold an 

approved Certificate Ill qualification prior to commencing their role in a Family Day Care Service.
Recommendation 3 – Supported 

This recommendation is supported by the NSW Government and governments of other 

jurisdictions. It will be progressed through the National Quality Framework Review. Specifically, the National Quality Framework Review has recommended the following changes:
· Further guidance be developed to support policies and procedures for sleep and rest, and to provide information to families on safe sleep training. 

· Amend the National Regulations to specify the matters that must be included in services' policies and procedures for sleep and rest. 

· Amend the National Regulations to require a risk assessment be conducted in relation to sleep and rest, including matters that must be considered within that risk assessment.
Recommendation 4 – Supported 

This recommendation is supported by the NSW Government and governments of other 

jurisdictions. It is likely to progress in parallel with the tranche of National Quality Framework Review regulation amendments.
Recommendation 5(c) – Supported

Recommendation 5(c) is supported by the NSW Government and the governments of other jurisdictions. It will be progressed through the National Quality Framework Review. Specifically, the National Quality Framework Review has recommended that the National Law be amended so that the regulatory authority can administer questions to an applicant in any format, including an 

assessment of their knowledge of the NQF, in addition to the already existing powers to ask the person to provide further information and undertake inquiries in relation to the person.
Recommendation 5(a) and 5(b) – Noted
Recommendations 5(a) and 5(b) are noted by the NSW Government. The NSW Government acknowledges the merit in recommendations 5(a) and 5(b), however implementation is not feasible for the reasons set out below and additionally the outcome can be (and is being) achieved in 

another way: The Coroner has recommended the introduction of a requirement for minimum qualifications and experience for persons with management or control as a result of the demonstrated lack of experience and knowledge of the National Law and Regulations demonstrated by the Approved Provider, Kids/art at the inquest. At the time that Kids/art was approved to be a provider (in 2013), NSW did not have its detailed risk-based knowledge assessment process that is now in place. This was introduced in 2016 and effectively benchmarks minimum knowledge and understanding of the National Law and regulations for new entrants and nominated persons of management and control. It is evident that this is working -in the financial year to-date, 46 FOC provider applications have been received. Of these, 33 have been refused, 17 have been withdrawn or deemed invalid, and only 1 has been approved. This is due to the tougher entry requirements.
It is considered therefore that as an effective risk-based knowledge assessment is now in place and the ongoing requirement for it will be further strengthened within the National Law by Recommendation S(c), the need for the prescriptive approach in Recommendations S(a) and 5(b) is negated at this time however it could be revisited in future. Additionally the Joined Up Approvals project will ensure that all jurisdictions, including the Commonwealth, have a common view of provider risk and are able to prevent unsatisfactory providers from entering the system. 
In relation to existing providers and PMCs who would not have gone through the risk based knowledge assessment, any risks associated with them are identified through the current approach to risk-based regulation. Breaches and compliance matters are investigated with regard to service operations as well as provider oversight, and action is taken against Approved Providers when it is clear that their oversight is inadequate. NSW has a much stronger approach to identifying such 

issues through its FOG team and joint monitoring and compliance campaigns with DESE than was in place at the time of Jack Loh's death. 
NSW will continue to strengthen its risk-based approach to regulation as part of its ongoing approach to continuous improvement and monitor the desirability or feasibility of implementing 

recommendations 5(a) and 5(b) in future with regard to the challenges associated with these.
A key challenge with 5(a) and 5(b) relates to workforce shortages. The Australian Children's Education and Care Quality Authority (ACECQA), in its report titled 'Progressing a national approach to the children's education and care workforce' (November 2019), notes that 

"Conservative estimates predict the sector will require around 39,000 additional educators, including 9,000 additional ECTs, by 2023. This represents a 20% increase for the workforce over five years. In the context of declining enrolments in approved qualifications and a parallel focus on bolstering the supply of primary school teachers, the children's education and care sector faces significant and increasingly urgent workforce challenges." 
The NSW Government has consulted extensively with the government of other jurisdictions and the early childhood sector on recommendations 5(a) and 5(b). Other governments and the sector have raised concerns regarding the implementation of these recommendations due to the current workforce context of significant shortages of people with these qualifications and experience. 
As the National Quality Framework is a national regulatory system, the concerns of other jurisdictions regarding recommendations 5(a) and 5(b) make these recommendations impractical to implement at this time: Imposing this requirement on the sector at this time would make entry to the sector prohibitive for new providers and would most likely exacerbate existing shortages of both staff and services in some locations, especially regional locations, where there is heavy reliance on volunteer committees - as at 1 April 2022 there were 1,403 services in NSW that were community managed. These impacts outweigh any potential benefits.
If NSW were to implement recommendations 5(a) and 5(b) alone, this may lead to an outcome where applicants for provider approval lodge their applications in jurisdictions other than NSW. 

This could lead to a perverse outcome where the NSW Regulatory Authority would have no visibility over the provider approval process, including the 'fit and proper' assessment. This would lessen NSW's ability to manage risk and would negate potential benefits.
The proposals could be revisited in the future when progress has been made as part of the 

National Children's Education and Care Workforce Strategy 2022-2031 as well as any additional measures put in place under the NSW Workforce Strategy that is under review, with new initiatives forming part of the reform directions. These reforms will also position the Department as a strong steward of the market and in this role should consider what is required to strengthen providers in 

future.
Recommendation 6 – Supported 

This recommendation is supported by the NSW Government and governments of other 

jurisdictions. It will be progressed through the National Quality Framework Review. Specifically, the National Quality Framework Review has recommended changes (legislative or otherwise) to the FDC Register requirements to enable regulatory authorities to have timely access to FDC service level data that will enable risk-based proactive approaches to regulation and allow regulatory authorities, particularly during emergency situations such as bushfires, to support service providers in meeting their obligations to ensure the safety of children.
Recommendation 7 – Supported 

This recommendation is supported by the NSW Department of Education and the Department of Education, Skills and Employment (DESE). The NSW Department of Education has commenced work with DESE on data sharing arrangements that will inform an MOU to implement 

Recommendation 7.

	FUTURE – Next response
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	Liam WOLF
2019/126740
	Hearing: 10-12 May 2021 
Findings:26 May 2021
NSW State Coroner’s Court, Lidcombe

Magistrate Derek Lee, Deputy State Coroner 
	Liam Wolf died on 23 April 2019 at St George Hospital, Kogarah NSW 2217. The cause of PTE Wolf’s death was an unexpected arrhythmogenic event leading to a fall from height, blunt force injury and hypoxic cerebral injury. Whilst it is most likely that PTE Wolf had an underlying predisposition that led to the unexpected arrhythmogenic event, the available evidence does not allow for the precise nature of this predisposition to be identified. PTE Wolf fell whilst negotiating a tunnel obstacle within an obstacle course whilst completing the Exercise Challenge component of the Army Recruit Training Course at Kapooka. PTE Wolf’s sudden and unexpected loss of consciousness whilst negotiating the obstacle and resultant fall from height, together with his subsequent cardiac arrest and difficulties associated with delivery of effective cardiopulmonary resuscitation and extraction from the obstacle all contributed to death. 
	Chief of the Defence Force, Australian Defence Force 
	1. That consideration be given to the use of electrocardiogram testing as a screening tool to identify cardiac pathology that may potentially place a recruit undertaking the Army Recruit Training Course at risk of an adverse health outcome. 

2. That, informed by evidence-based practice and research, consideration be given to conducting a risk assessment of each obstacle used as part of the Obstacle Course during the Army Recruit Training Course in order to:

a. mitigate against the risk of any recruit experiencing a potential adverse health outcome; and 

b. identify structural features of the Obstacle Course, and entry and exit points that may hinder or prevent the timely provision of medical treatment to any recruit who has experienced an adverse health outcome. 

3. That, informed by evidence-based practice and research, consideration be given to providing recruits undertaking the Army Recruit Training Course with appropriate persona protection equipment whilst undertaking any physical training in order to mitigate against the risk of any potential adverse health outcomes. 

4. That, in the event that a tunnel obstacle is to be included as part of the Obstacle Course during the Army Recruit Training Course, and informed by evidence-based practice and research, consideration be given to the following matters: 

a. Installing a mechanism by which, if filled with water, the tunnel obstacle can be drained in a timely manner; 

b. providing instruction and training to Obstacle Course participants in relation to the manner in which a tunnel obstacle, if filled with water, is to be drained in the event of a recruit experiencing an adverse health outcome whilst completing the obstacle; 

c. installing structural features to allow for a recruit, who has experienced an adverse health outcome whilst completing the obstacle, to be extracted from the obstacle in a timely manner so that effective medical treatment may be provided; 

d. installing structural features that allow unhindered access for the delivery of medical treatment to a recruit who has experienced an adverse health outcome whilst completing the obstacle; 

e. and ensuring that appropriate equipment is located on site to allow for a recruit, who has experienced an adverse health outcome whilst completing the obstacle: 

i. to be extracted from the obstacle in a timely manner; and 

to be provided with medical treatment in a timely manner. 
	Awaiting response 

	FUTURE – Next response
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	Judith CHRUPALO

2016/77465
Christopher

CLEE

2016/77480

	Hearing: 29 March 2021 – 1 April 2021; 30 & 31 August 2021

Findings: 23 December 2021

NSW State Coroner’s Court, Lidcombe

Magistrate D. Lee, Deputy State Coroner
	In relation to Judith Chrupalo:

Judith Chrupalo died sometime between about 16 February 2016 and 2 March 2016 at Dubbo NSW 

2380. 
Mrs Chrupalo died of natural causes.  However, due to the   effects of decomposition the postmortem examination was unable to ascertain the cause of Mrs Chrupalo’s death.
Therefore, the limited available evidence does not allow for any finding to be made as to the cause of Mrs

Chrupalo’s death.
In relation to Christopher Clee:

Christopher Clee died sometime between about 16 February 2016 and 2 March 2016 at Dubbo NSW  2380. 
Mr Clee died of natural causes.   However, due to the   effects of   

Decomposition the postmortem examination was unable to ascertain the cause of Mr Clee’s death.  
Therefore, the limited available evidence does not allow for any finding to be made as to the 

cause of Mr Clee’s death.
	The Secretary, New South Wales Health
 
	1. That NSW Health review The Guardianship Application Process for Adult Inpatients in NSW Health Facilities (GL2017_013) in relation to the requirements for making an application under the Guardianship Act 1987, particularly in relation to the concept of disability, including physical disability, and the Health Guardianship Project.

	Recommendation 1 - Supported

The Health Guardianship Working Party in the NSW Ministry of Health has reviewed the Guardianship guideline in line with the Deputy State Coroner's recommendation. Areas for improvement were identified and the language will be updated to better reflect the definition of disability as outlined in the Guardianship Act 1987. Following this update, NSW Health will continue to review the guideline every five years to ensure it remains contemporary in line with the latest evidence, health policy and legislation. 

In March 2022, the Ministry of Health wrote to the Chief Executives of all NSW Health local health districts and specialty health networks to inform them of the coronial findings and highlight information about the Health Guardianship Project. All districts and networks were encouraged to review local processes around guardianship applications, assessing patient capacity, discharge planning, and identifying abuse and neglect of older persons, to ensure statewide adherence to best practice.


	
	the Chief Executive, Western New South Wales Local Health District:
	2. That Dubbo Base Hospital introduce procedures and provide training to staff in relation to guardianship applications that set out:
(a) the circumstances in which it is necessary and appropriate to make an application; 
(b) who is responsible for coordinating such an application;
(c) the requirements for guardianship applications, including the reports to be provided to the NSW Civil and Administrative Tribunal and appointed guardian to support the application and guardianship process (whether a private guardian or the Public Guardian is appointed); and
(d) coordination with the Office of the Public Guardian in relation to the Health Guardianship Project.
3. That Dubbo Base Hospital introduce procedures and provide training to staff for capacity assessments that: 
(a) set out the appropriate circumstances where such assessments should be undertaken; 
(b) identify who the appropriate health practitioners and/or clinicians may be depending on the nature of the assessment;
(c) identify the appropriate range of assessment tools are available;
(d) require early referral for capacity assessments, pre-discharge, to ensure adequate time for undertaking an assessment;
(e) identify the available options for a capacity assessment or other negotiator pathways that are available where there is a possibility of discharge without medical advice;
(f) ensure that, if there is a referral to a clinician for assessment, the purpose(s) of such assessments are clearly identified and documented and all relevant information is made available to the clinician conducting the assessment;
(g) ensure that ultimately the assessment is undertaken within a multidisciplinary framework; and
(h) require documentation of any assessment, including any tests undertaken.
4. That Dubbo Base Hospital review procedures for discharge against medical advice and advance discharge planning to ensure that the health and welfare of patients is protected with adequate post-discharge support that is consistent with the Hospital’s duty of care.
5. That Dubbo Base Hospital introduce written procedures and provide training in relation to elder abuse, neglect and exploitation of patients, which provides guidance on the indicators, the means of responding, and the duty of care and responsibilities of staff. Such procedures and training would refer to the procedures relating to appointment of the Public Guardian or a hospital guardian, the availability of assistance from the Ageing and Disability Commission and the operation of the Health Guardianship Project.
	Recommendation 2 - Supported
In 2017, NSW Health published The Guardianship Application Process for Adult Inpatients in NSW Health Facilities (GL2017 _013), which outlines standard procedures for guardianship applications in all NSW Health facilities. The guideline is supported by two Health Education and Training Institute (HETI) education modules for staff - Understanding Guardianship and Implementation of Guardianship Guidelines.
All Dubbo Base Hospital staff must adhere to the procedures outlined in the guideline. In response to the Deputy State Coroner's recommendation, the guardianship modules are now promoted to all clinical, social work and welfare work staff across the District through the online health learning system to complete as part of ongoing professional development training. The District will also create a dedicated webpage on the Western NSW Local Health District Intranet with guardianship information and resources for staff. It is expected the Intranet page will be live by September 2022. 
In March 2022, training was conducted with staff across the District on the Health Guardianship Project, to raise awareness about the guardianship process and the partnership between NSW Health and the Office of the Public Guardian.
Recommendation 3 - Supported

In 2019, a local protocol for conducting capacity assessments was developed at Orange Health Service. Plans are underway to adapt the Protocol to a district-wide guideline to establish standard practices for assessing capacity across Western NSW Local Health District. A geriatrician is being recruited at Dubbo Health Service to support this work. 

The Capacity Workshop education module is available to all NSW Health staff on the online health learning platform. The training outlines the appropriate circumstances in which clinicians should assess a patient's capacity and the various assessment methods and tools. The module has been promoted to all medical staff to complete as part of ongoing professional development training. The District will also create a webpage on the staff Intranet with information on capacity assessments, including the Department of Communities and Justice Capacity Toolkit and the clinical capacity information on the Emergency Care Institute website.
Recommendation 4 – Supported

Western NSW Local Health District is reviewing processes relating to discharge against medical advice through an existing improvement project around patients who leave hospital before completing treatment. The project aims to examine the factors impacting patients who leave before receiving or completing their care, including patients who discharge against medical advice. The project team will develop strategies to be implemented across the District to reduce the likelihood of patients leaving before they have received the necessary care and to ensure patients who choose to leave are connected with post-discharge support. It is expected the project will be complete by 2023.
Recommendation 5 – Supported

In 2020, Western NSW Local Health District published a local policy to guide staff in Identifying and responding to abuse of older people (PD2020_014). This policy corresponds with the NSW Health statewide policy directive published in the same year (PD2020_001 ). The District has a dedicated page on the Intranet with resources and links to support staff to identify and respond to abuse ofolder people. The page includes links to the NSW Ageing and Disability Commission Elder Abuse Toolkit and the Emergency Care Institute Elder Abuse webpage. 
In line with statewide requirements, relevant staff in the District are identified and required to complete the Health Education and Training Institute (HETI) education module, Abuse of Older People. In response to the Deputy State Coroner's recommendation, the module is now promoted to all staff across the District through the online health learning system to complete as part of ongoing professional development training. Completion rates will be reviewed in 12 months' time to ensure uptake has increased and determine opportunities for improvement.

	
	the Chief Executive, Lourdes Hospital and Community Health Services:
	6. that Lourdes Hospital and Community Health Services (Lourdes) review procedures for discharge, including against medical advice, to ensure that the health and welfare of patients is protected and consistent with Lourdes’ duty of care, including ensuring that Lourdes has: 
(a) received a direct communication from the patient that he or she no longer wishes to receive care (a communication from a carer being insufficient) before discharge; 
(b) liaised directly with the patient’s general practitioner regarding the possibility of discharge; and

(c) has before discharge, informed the patient of the possibility of discharge and what other services are, or are not, available.
7. That Lourdes Hospital and Community Health Services introduce written procedures and provide training to staff in relation to guardianship applications that set out:
(a) the circumstances in which it is appropriate to make an application. 
(b) the requirements for guardianship applications.
(c) the information and support to be provided to the NSW Civil and Administrative Tribunal and appointed guardian to support the application and guardianship process (whether a private guardian or the Public Guardian is appointed);

(d) the role of the Public Guardian once appointed; and 

(e) co-ordination with the Office of the Public Guardian in relation to the Health Guardianship Project. 
8. that Lourdes Hospital and Community Health Services introduce written procedures and provide training in relation to elder abuse, neglect and exploitation of patients, which provides guidance on the indicators, the means of responding and the duty of care and responsibilities of staff. Such procedures and training would refer to the procedures relating to appointment of the Public Guardian or a hospital guardian, the availability of assistance from the Ageing and Disability Commission and the availability of the police to assist in providing welfare checks.
	Awaiting response

	
	the Chief Executive Officer, New South Wales Trustee & Guardian
	9. that New South Wales Trustee & Guardian provide training to staff within the Office of the NSW Public Guardian in relation the Policy: Recognising and responding to allegations of violence, abuse, neglect and exploitation of customers.
	Awaiting response

	FUTURE – Next response
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	Harland SUTTON 

2015/368597


	Hearing: 16-20 November 2020, 1 December 2020, 1 June 2021

Findings: 20 December 2021

NSW State Coroner’s Court, Lidcombe

Magistrate Harriet Grahame, Deputy State Coroner
	Harland Sutton died on 15 December 2015, between 8:25am and 12:10pm at 75A Frederick Street, Sanctuary Point NSW. The exact cause of his death is unascertained. His death can be classified as Sudden Unexpected Death in Infancy (SUD+0). Harland’s death was sudden and unexpected. Toxicological samples taken during the autopsy process indicated that he had been administered frusemide in the period shortly before or shortly after his death or peri mortem. He was asystole at the time ambulance officers arrived and their subsequent resuscitation was unsuccessful. 
	NSW Ambulance Service
	That consideration is given to conducting a complete review of the processes involved with local registers of non-registered medications to ensure greater accuracy and accountability. 


	NSW Ambulance will conduct a review of non-restricted medication registers as recommended by the Deputy State Coroner. As part of the review, NSW Ambulance will examine the usefulness of non-restricted medication registers and whether they should be continued, considering the issues raised at the inquest. If NSW Ambulance determines the registers should be retained, the review team will look at ways to strengthen the accuracy and accountability of these registers to ensure they serve as a high quality reference for staff. If NSW Ambulance determines the registers do not serve the intended purpose of ensuring patient safety, the registers will be discontinued and NSW Ambulance will focus their efforts on strengthening other medication safety initiatives.
NSW Ambulance employs a number of measures to ensure a high standard of medication safety across the organisation. Systemic mechanisms are in place to reduce medication errors including cross-checking procedures, differential design of drug kits and administrative controls. Along with standard training on safe medication administration, NSW Ambulance staff complete education on human factors in health care to help reduce the risk of human error in high pressure situations. NSW Ambulance will continue to foster a just, no­blame culture across the organisation, with staff empowered to report clear incidents and near misses.

	FUTURE – Next response
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	General Inquiry into the fire at Reedy Swamp Tarraganda Bega/Tathra
2018/94889
	Hearing: 3-7 August 2020, 10-14 August 2020, 17-21 August 2020, 10 and 12 November 2020

Findings: 17 December 2021

NSW State Coroner’s Court, Lidcombe

Deputy State Coroner E Truscott
	The fire that impacted on the town of Tathra and its surrounds on 18 March 2018 commenced between approximately 12.15pm and 12.20pm in the electrical easement that runs in a north easterly direction in the vicinity of 580 Reedy Swamp Road, Reedy Swamp. 
The fire was caused by the impact between a falling tree (identified in this Inquiry as Tree 4) and an electrical conductor line (identified in this Inquiry as Line 2). As a consequence of that impact, Line 2 fell to the ground between the poles identified in this Inquiry as Poles C and D. The contact between the line and the ground resulted in electrical arcing, which ignited vegetation in the easement.
	Essential Energy
	Recommendation 1 - 4
1. That Essential Energy review the contemplated process of reconfiguring the fault curve applicable to reclosers under the “group D4 settings” to give consideration to prioritising reclosers in areas of greatest bush-fire risk. 
2. That Essential Energy conduct a further review of the settings applicable to sensitive earth faults on Total Fire Ban days with a view to determining whether further changes to the fault settings would be appropriate on such days, having regard to the capabilities of reclosers in the network and the implications of such measures for customer health and key public infrastructure. 
3. That Essential give consideration to seeking a revision to the VMCR/VMR such that the nomenclature applied to “grow-in” (Tier 1) hazards and “fall-in” (Tier 2) hazards be changed so as to avoid the implication that fall-in hazards are subsidiary to grow-in hazards. 
4. That Essential consider reviewing the guidance provided in the VMCR/VMR to: 
a. clarify that a given dead, dying or structurally unsound tree that is seen from the perspective of the network assets should be designated a Tier 2 defect even where further investigations are necessary to assess the hazard the tree poses to the network; and 
b. confirm that a scoper is not themselves required to conduct an assessment of the structural integrity of a tree before reporting it as a Tier 2 defect.
	Recommendation 1
Essential Energy has reviewed the process of reconfiguring reclosers, including how reclosers in the greatest bushfire risk areas are prioritised. Since 1 July 2019, Essential Energy has undertaken a Recloser Maintenance Program (RMP) in which all field reclosers within Essential Energy's network (covering approximately 95% of NSW) are being maintained and protection tested over a 4 year period. Bushfire Risk Ratings were taken into consideration when determining the scheduling of the RMP along with other factors such as battery life of the reclosers, protection testing parameters, public safety, network reliability and resource availability.
Recommendation 2
Essential Energy has completed a review of the settings applicable to sensitive earth faults on Total Fire Ban days (TFB days). The review concluded that current settings on TFB days should be maintained. 

Essential Energy will continue monitoring the effectiveness of the Group 4(0) settings scheme (Total Fire Ban Settings), which includes sensitive earth fault protection. Updates or changes to the scheme will be assessed as required or necessitated.
Recommendation 3
Essential Energy has reviewed the VMR (which was the replacement document for the VMCR) which was revised in 2021. It no longer contains reference to Tier 1 or Tier 2 hazards and grow-in and fall-in hazards are generally referred to collectively as "vegetation hazards".
Recommendation 4
As noted above, the 2021 review of the VMR saw the definition of a fall-in hazard (previously referred to as a "Tier 2" defect) revised to reflect that contained within Industry Safety Steering Committee (/SSC) 3- Guide for the Management of Vegetation in the Vicinity of Electricity Assets.

Persons undertaking scoping are not required to conduct a physical assessment of the structural integrity of a tree before reporting it as a vegetation hazard that is a fall-in risk.

	
	Essential Energy, Asplundh and Pinnacle
	Recommendation 1 - 3
1. That Essential, Asplundh and Pinnacle review the training, guidance material and assessment provided to scopers to: a. ensure that adequate training in tree risk assessment and visual tree assessment is provided to scopers; b. ensure that scopers’ capacity to identify dead, dying or structurally unsound trees is adequately assessed; and c. ensure that adequate guidance is provided in relation to when it is necessary to conduct scoping work on foot, rather than in a car or from a stationary position. 
2. That Essential, Asplundh and Pinnacle ensure that rangefinder binoculars or devices with similar functionality are provided to all scopers. 
3. That Asplundh and Pinnacle review the software used by scopers to ensure that it appropriately prompts scopers to consider Tier 2 defects and enter details regarding them.
	Recommendation 1
A review of the training, guidance material and assessment provided to scopers has been conducted by Essential Energy, with appropriate adjustments made to address this Recommendation.
Recommendation 2
Essential Energy is working with its contractors on the implementation of this Recommendation.
Recommendation 3
This recommendation is not applicable to Essential Energy.

	
	Commissioners of the NSW Rural Fire Service and Fire Rescue NSW
	Recommendation 1 - 6
1. That the NSW Rural Fire Service conduct a review of the training provided to personnel likely to occupy leadership roles within the Incident Management Team at the Bega Fire Control Centre to ensure that appropriate emphasis is placed on “worst case scenario planning”.
2. That the NSW Rural Fire Service review the staffing arrangements applicable to the Bega Fire Control Centre to ensure that: the Incident Management Team includes:

a. The Incident Management Team includes appropriate dedicated intelligence gathering personnel; 
b. Planning and intelligence officers be included in the pre-formed Incident Management Team on high bushfire risk days. 
3. That the NSW Rural Fire Service review the roll-out of the AVL devices and associated software applications to ensure that fireground commanders are able to effectively discern the location of resources while in the field. This review should include a consideration of the implications of failures in mobile phone networks. 
4. That the NSW Rural Fire Service and Fire and Rescue NSW jointly review the arrangements applicable to radio usage in relation to operations involving both NSW Rural Fire Service and Fire and Rescue NSW personnel to ensure that fire ground commanders are able to effectively communicate with, and provide directions to, members of other services. 
5. That the NSW Rural Fire Service and Fire and Rescue NSW review inter-agency training arrangements, to ensure that appropriate inter-agency practical exercises are conducted on a regular basis. 
6. In the early stages of an incident or an IMT being formed, liaison officers from all fire-fighting agencies should be requested, and each agency should make reasonable endeavours, given operational demands and personnel.
	By letter to the Attorney General on 17 June 2022 from the Hon. Steph Cooke MP – All six recommendations are supported in full.
Recommendation 1 – Supported
The NSW RFS’ Incident Management Training (IMT) system provides a graduated training process for personnel to gain knowledge and experience in the specific roles and functions of an IMT as identified in the Australasian Interservice Incident Management System (AIIMS) 4th edition.
The NSW RFS continuously reviews and enhances the Incident Controller Major Incident (ICMI) IMT training course. Program content includes lessons learned from major fires. An incident appreciation workshop was introduced to the course in 2022, including training on worst case scenario planning skills.
The NSW RFS is in the process of reviewing and updating all IMT courses to comply with the nationally recognised updated Public Safety Training Package (PUA19).
Additionally, the NSW RFS uses Incident Management Exercises (IMXs) to consolidate IMT training and assess IMT qualifications. IMT training and IMXs have increased since mid-2020, with one IMX scheduled per Area Command each year. 
The South East Area Command IMX took place on 9 to 13 May 2022 at Cooma.
Since the Reedy Swamp fire, a further South East Area Command staff member has completed the ICMI program and two South East Area Command personnel are currently undertaking the ICMI program. The new Far South Coast District Manager has also successfully completed the ICMI course.
A Fire Behaviour Analyst role has been established within the South East Area Command. The Far South Coast District also has a volunteer member who holds the Fire Behaviour Analyst IMT qualification.

Furthermore, as part of the Far South Coast Operations Coordination Plan, there are a number of multi-agency representatives pre-identified for IMTs including: 7 Incident Controllers; 23 Operations Officers; 10 Planning Officers; 11 Logistics Officers; 4 Public Liaison Officers; and 20 Local Knowledge Representatives.
Recommendation 2 – Supported

The NSW RFS uses AIIMS as its incident control system and the Incident Management Team (IMT) structure chart, based on AIIMS, shows that a fully expanded IMT has Intelligence as a separate function. At less complex incidents, the Intelligence function may remain under the Planning Officer.
As part of the Operational Doctrine review program, the NSW RFS is in the process of updating all existing role descriptions, including the Planning Officer and Intelligence roles. New role descriptions will be added, including in relation to the Intelligence function.
A national unit of competency, PUAOPE004 Manage the intelligence function at an incident, was released in July 2019. The NSW RFS is in the process of developing a new course based on this competency. 
Draft training material is currently undergoing validation and quality assurance, with completion expected shortly. The pilot Intelligence Officer training course is scheduled for August 2022.
As also noted for Recommendation 1, a Fire Behaviour Analyst role has been established within the South East Area Command. The Far South Coast District also has a volunteer member who holds the Fire Behaviour Analyst IMT qualification. Furthermore, as part of the Far South Coast Operations Coordination Plan, there are a number of multi-agency representatives pre-identified for IMTs including 10 Planning Officers, in addition to 7 Incident Controllers; 23 Operations Officers; 11 Logistics Officers; 4 Public Liaison Officers; and 20 Local Knowledge Representatives.
On behalf of the Bush Fire Co-ordinating Committee, the NSW RFS has suggested revisions to the Plan of Operations document under Section 52 of the Rural Fires Act 1997 (NSW). The change requires a multi-agency incident management team, including Planning and Intelligence Officers, to be identified on days of Severe Fire Danger Rating, and established on days of Extreme Fire Danger Rating and above. The Plan of Operations document is currently being finalised.
Recommendation 3 – Supported
All NSW RFS operational fleet have been outfitted with AVL enabled radio terminals. NSW RFS AVL is fully integrated with the agency’s Operational Systems such as Computer Aided Dispatch (CAD) and Common Operating Picture (COP) platforms.
Radios transmit the AVL data from RFS operational fleet when operating within the coverage area of the NSW Public Safety Network (PSN). As NSW RFS AVL utilises the PSN, there is no reliance on mobile phone carriers.
The NSW Telecommunications Critical Communications Enhancement Program (CCEP), managed by NSW Telecommunication Authority, continues to deliver PSN coverage across NSW. 
NSW AVL capability becomes available across further areas as the PSN footprint grows across the State, with no further modifications required to the NSW RFS vehicle. The CCEP’s current forecast outlines that the program is due for completion by 2025.
There is currently PSN coverage in approximately 60% of the Far South Coast District’s operational area. PSN coverage will continue to grow under the CCEP, with the District’s full migration to the PSN expected by July 2024.
Additionally, NSW RFS has signed a contract for the delivery of Mobile Data Terminals (MDTs) in all firefighting vehicles, which will allow for more effective two way communication and dispatching of vehicles to incidents. MDTs will be implemented district by district, starting early 2023 and proceeding through to early 2025. Four districts, including the Far South Coast District, have been identified for the initial schedule of MDT implementation starting in January 2023.
Recommendation 4 – Supported
The NSW RFS and FRNSW utilise the PSN, which makes Emergency Service Liaison channels available to all Emergency Service Organisations (ESOs) allowing for interoperability during the management of incidents. The NSW RFS and FRNSW continue to transition to the PSN as their primary communications, with this transition reviewed continually as sites are operationally delivered as part of the CCEP.
The NSW RFS has made all its Emergency Service Liaison channels available to all ESOs, including FRNSW. The NSW RFS has recently developed and approved an update to its radio programming to add FRNSW Fireground (Task) and Tactical channels.
Similarly, FRNSW has procured and completed the rollout of new model portable and mobile radios that support both UHF and VHF bands. This has allowed for all RFS fireground channels to be programmed into all FRNSW radios.
Additionally, FRNSW is in the process of programming all portable radios with the UHF capability to communicate directly with farm fire units, with this process intended to be completed before the next fire season. The NSW RFS also uses UHF radios with this communication capability.
FRNSW has supported the rollout of the new radios with a comprehensive training package on the use of the radios and shared channels. FRNSW has also loaded a chart on every MDT showing the channel chart between NSW RFS, FRNSW as well as ACT Emergency service radios.
All NSW agencies have completed the deployment of the agreed National Repeater and Liaison channels. This increases the availability of pathways for field commanders to maintain communications when operating with multiple agencies. As the PSN expansion continues across NSW, all agencies have increased the available number of state-wide talkgroups.
Nationally, a subcommittee has been established under AFAC (the

National Council for fire and emergency services in Australia and New Zealand) to review national communications interoperability arrangements. A national communications plan has been endorsed to increase shared radio channels between agencies across Australia.
Recommendation 5 – Supported

The Joint Operations Taskforce consisting of senior representatives from each agency meet regularly to discuss and encourage inter-agency training and practical exercises. These includes the NSW RFS IMXs conducted in various regional locations ahead of the Bush Fire Danger Period, which normally culminate in the State Operations Exercise held annually in August during which FRNSW actively participate.
In addition to local inter-agency training initiatives, Mutual Aid Agreements have been in place prior to and since the Reedy Swamp Fire between NSW RFS Districts and FRNSW Zones. The Agreements contain a requirement for two official joint training sessions to be held each year – one organised by FRNSW and the other by the NSW RFS, although some of these sessions have recently been impacted by COVID-19 restrictions and NSW Floods in 2021 and 2022.
Recommendation 6 – Supported
The Section 52 Plan of Operations sets out the provision of a liaison officer to Fire Control Centres and Emergency Operation Centres during major (class 2 and 3) bushfires.
The NSW RFS Operational Management Procedure 2.01 outlines the NSW RFS state-wide coordination and preparedness arrangements. These include Operational Readiness Levels that also confirm requirements for liaison officers. Further, as part of the NSW RFS Operational Officer Level 3 training program, individuals participate in training in the functions, roles and responsibilities of Liaison Officers.
Similarly, the FRNSW Major Incident Management Plan (Vers 03 - 25 Nov 2019) and the associated Bushfire Sub Plan (Vers 04 - 16 Dec 2021) details the capability to respond to major incidents and bushfires which includes the provision of liaison officers to facilitate integration of resource management between ESO agencies. The Bushfire Incident Co-ordination Centre activation levels specifically address triggers for the provision of a liaison officer and the officer’s functions.
Additionally, in preparation for the upcoming bushfire season, FRNSW will shortly instruct all staff at ranks that may be used to perform Liaison Officer functions to complete e-learning training on liaising with another organisation.
The revised Section 52 Plan of Operations document, which is currently being finalised, requires agency liaison officers from fire fighting and other support agencies to be:
· briefed and activated as required on days of Very High Fire Danger Rating;
· in place at the Fire Control Centre between 0900 – 1700 hours on days of Severe Fire Danger Rating;
· in place at the Fire Control Centre between 0700 – 1900 hours on days of Severe Fire Danger Rating; and
· in place on a 24 hour basis on days of Catastrophic Fire Danger Rating until risk reduces.
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Hearing: 19-23 April 2021, 17-18 June 2021

	Findings: 29 October 2021 

NSW Coroner’s Court at Lidcombe 

Deputy State Coroner, Magistrate Harriet Grahame 
	Jesse Drabsch died on 21 November 2017 at

Westmead Hospital, Westmead NSW. Mr Drabsch collapsed in a gym bathroom having injected

insulin in the context of using PIEDs on 16 November 2017. Mr Drabsch developed

hypoglycaemia and lost consciousness and was not discovered for around 20 hours. The cause

of Mr Drabsch’s death was hypoxic brain injury caused by the exogenous administration of

insulin.
	NSW Minister for Health 
	1. That the NSW Ministry of Health give immediate, documented consideration to:
a. adopting or endorsing the Sydney North Health Network’s “GP guide to harm minimisation for patients using non-prescribed anabolic-androgenic steroids (AAS) and other performance and image enhancing drugs (PIEDs)”, including on Your Room and/or the NSW Ministry of Health website for alcohol and other drug health professionals; and
b. any additional steps that can be taken to educate general practitioners regarding the identification, management and treatment of individuals who use or are suspected of using PIEDs.
2. That the NSW Ministry of Health consider the preparation and distribution of a dedicated online Fact Sheet regarding the health risks of using non-prescribed insulin.
3. That the NSW Ministry of Health consider liaising with Anytime Australia, Fitness Australia, Dr Beng Eu, Dr Katinka van de Ven, Kay Stanton and any other appropriate stakeholders with a view to considering:
a. the nature and prevalence of PIEDs use;
b. what, if any, additional education, information or resources could be disseminated in NSW to improve public awareness of the health risks associated with PIEDs, including at gyms, at fitness centres and online;
c. what, if any, harm reduction measures or initiatives could be implemented (including at gyms and fitness centres) for those who use PIEDs.
4. That the NSW Ministry of Health consider what if any search engine optimisation strategies can be utilised to cause Your Room to appear higher in the ranking for search terms such as “PIEDs”, “performance enhancing drugs”, “bodybuilding drugs”, “fitness drugs” and “steroids”.”
	Recommendation 1- Supported 

The Centre for Alcohol and Other Drugs in the Ministry of Health has formed an internal working group and will convene an external expert reference group to respond to the Deputy State Coroner’s recommendations and consider whether NSW Health should endorse the guide. The working group and expert reference group will also determine if there are additional measures that can be taken to support NSW clinicians dealing with PIEDs users. If it is determined that NSW Health should formally endorse the guide, this will be communicated to NSW Health services and the guide will be made available on the NSW Health website. It is expected the review process will be completed by July 2022. 

Recommendation 2 – Supported

The Ministry of Health has begun developing a fact sheet in line with the Coroner’s recommendation. The fact sheet will be designed in consultation with an addiction medicine clinician who specialises in PIEDs. The fact sheet will be reviewed by an expert reference group and the NSW Chief Addiction Medicine Specialist before it is published by NSW Health. It is expected the fact sheet will be made available on the Your Room website by June 2022. The fact shet will also be distributed throughout NSW Health to relevant stakeholder networks. 

Recommendation 3 – Supported 

The Ministry of Health will appoint a consultant to engage with the fitness industry and other stakeholders to obtain insights in line with the Coroner’s recommendation. The key findins from the stakeholder consultation will be reviewed by the internal working group which the ministry has concerned to respond to the Coroner’s recommendations. Key insights will inform the Ministry’s future work in relation to PIEDs use in NSW. It is expected the consultation and review process will be completed by June 2022. 

Recommendation 4 – Supported 

The Ministry of Health implements search engine marketing and optimisation strategies to improve the engine ranking for the Your Room website. Content on Your Room is regularly reviewed to improve the website’s ranking and paid search engine marketing strategies are employed to increase search visibility of alcohol and other drugs resources and communications. Search engine marketing and optimisation strategies will be used in the launch of the new PIEDs fact sheet currently under development. The Ministry will continue to analyse Your Room content with specific focus on user engagement with PIEDs resources, to determine opportunities for further strategic action. 
Recommendation
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	Recommendations
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	Brent Justin CROUGH
2018/10493
	Hearing: 9-13 November 2020
Findings: 7 May 2021

Local Court of NSW, Tamworth

Magistrate Julie Soars, Coroner 
	Brent Justin Crough died on 10 January 2018 at 23:17 at Tamworth Base Hospital. The cause of Brent’s death was complications of a brown snake bite after picking up an Eastern brown snake whilst separating the snake from a dog. 
	NSW Ministry of Health 
NSW Health Pathology’s Forensic Medicine Service 

NSW Health Pathology 

Hunter New England Local Health District (HNELHD) 


	Recommendation 1 

The MOH should consider carrying out an urgent review of the ‘Snakebite and Spiderbite Clinical Management Guidelines 2013’ (Guidelines) (review date 17 September 2019) and in doing so, should consider the following: 

a. Establishing an Expert Review Panel to review the current version of the Guidelines; 

b. The Expert Review Panel should consider including any possible divergent ‘expert’ views within the medical community and include persons who can provide guidance on suggestions as to how to bring the Guidelines in line with the current Australian Therapeutic Guidelines if that is considered appropriate; 

c. The writing of the guidelines should be a task in respect of which there is close collaboration with and input from experts. 
Recommendation 2

The MOH should consider providing the Expert Review Panel with a copy of the Coroner’s findings from this Inquest and consider asking it to examine and make recommendations as to: 

a. Any changes or improvements that can be made to the Guidelines, noting the circumstances regarding Brent's death and the gap or lacuna in the Guidelines identified in the findings above. This case has demonstrated that, without any precursor, a sudden collapse from a brown snake bite can result in death within a hospital setting;

b. The facts of whether Brent's case can be used as a case study to assist and prescribe up-to-date advice for the medical community for future incidents; 

c. Whether it is appropriate to expressly add into the Guidelines what appears to be implicit, being a notation that the treating doctor in the case of a likely confirmed brown snake bite has a discretion to administer antivenom in advance of the results of the recommended blood test results being available following a risk assessment having been undertaken as to the likelihood of an envenomed brown snake bite and the risk of sudden collapse; and
d. Where possible, the treating doctor carrying out that risk assessment in conjunction with and after consultation with an on-call expert toxicologist or toxinologist from the Poisons Information Hotline, considering the risk of sudden collapse occurring before there are obvious signs of envenomation.

Recommendation 3

The MOH should consider providing the Expert Review Panel with a copy of the 

Coroner's findings from this Inquest and consider asking it to examine and make 

recommendations as to whether in respect of a likely confirmed brown snake bite that adopting an approach of "patient centred care," the treating doctor should expressly discuss with the patient:
a. What the likely symptoms of envenomation from brown snake bite are so that the patient (and any support person with them) are on notice and can look out for, any sign of these symptoms;

b. The risk of sudden collapse of a patient following a brown snake bite;

c. The possible ineffectiveness of antivenom administered after that collapse, to be considered against the possible risk of an adverse reaction to antivenom if administered prior to the confirmation of envenomation; and

d. The outcome of the risk assessment referred to above and where appropriate and there is sufficient time to do so, involve the patient in the decision about the possible early administration of antivenom to be undertaken by the treating doctor in advance of the blood test results being known based on that risk assessment.
Recommendation 4

The MOH should consider providing the Expert Review Panel with a copy of the 

Coroner's findings from this Inquest and consider asking it to examine and make 

recommendations as to whether it is appropriate to add into the Guidelines a separate "appendix" sheet for brown snake bite which extracts applicable information from  elsewhere in the Guidelines, emphasising the possibility of nil or minimal signs of envenomation prior to a sudden collapse and cardiac arrest; that the first sign of envenomation may be sudden collapse; recommends continuous supervision; recommends a risk assessment be undertaken by the treating doctor in conjunction where possible with the treating doctor consulting with an expert toxicologist or toxinologist from the Poisons Advice Hotline and in respect of that risk assessment, a consideration of the early administration of antivenom before the blood test results are known.
Recommendation 5

The MOH should consider providing the Expert Review Panel with a copy of the Coroner's findings from this Inquest and consider asking it to examine and make recommendations as to whether to add into the Guidelines a separate "information sheet" for patients which includes information for patients with a suspected brown snake bite, describing the process that includes vigilant observations while blood tests are taken, and if there is a sign of envenomation then antivenom may be given. This "information sheet" should emphasise the possibility of nil or minimal signs of envenomation prior to a sudden collapse and cardiac arrest.
Recommendation 6

The MOH should consider directing the Expert Review Panel to consider amending the Snakebite Clinical Pathway attached to the Guidelines in the following ways:
a. To expressly state and prioritise a recommendation that the treating doctor in the case of a likely brown snake bite contact an on-call toxicologist or toxinologist as an expert resource to assist in the discussion of possible treatment options and the risk assessment referred to above;

b. To include a recommendation that the risk assessment referred to above be carried out and include a detailed history and examination of whether:

i. The snake was seen;
ii. The patient saw the snake bite the patient form
iii. What was the proximity of the snake to the patient when the bite occurred;
iv. Whether there is a visible puncture wound;
v. Whether any first aid, e.g. an effective PBI has been applied;
vi. Any symptoms of envenomation (however minor).

c. To add simple plain English explanations for Latin terms so that nursing staff (however inexperienced) can immediately complete the chart rather than having to seek clarification of the meaning of terms (for example in this case there was evidence that a nurse treating Brent had to seek clarification of the meaning of the symptom ptosis from another nurse, potentially distracting her from care of Brent); and

d. In relation to the Snakebite Observation Chart to warn that if any signs of envenomation are detected that this information is reported to the treating doctor immediately."
Recommendation 7

The MOH should consider taking steps to ensure that adequate funding is available for an expert on call toxicologist/toxinologist to be made available to consult with treating doctors through the Poisons Information Hotline to assist any treating doctor with a suspected case of brown snake bite and possible envenomation with the consequent risk of sudden collapse and should consider providing a quick access number for treating doctors.
Recommendation 8

The MOH should consider taking steps to ensure that the Guidelines are regularly reviewed to keep up with the ongoing research and advances regarding the possible availability of bedside blood testing methods to detect brown snake envenomation given the time taken to process blood test results in the ordinary course and other advances in the treatment of brown snake envenomed patients.

Recommendation 9 

That consideration be given to providing notification to the NSW State Coroner and the Head of the NSW Department of Forensic Medicine that expert clinical toxicologists and toxinologists have said in evidence in this inquest that:
a. Subject to the constraints of the Coroners Act and noting the need for prior consultation with and consent of families of the deceased, a full autopsy of suspected brown snake bite victims is likely to assist in advancing understanding of envenomation and the treatment of envenomed brown snake bite victims as well as providing a greater understanding of the manner of the death, including to assist in addressing the gap or lacuna in the Guidelines that I have identified, so that consideration can be given to developing an appropriate practice note or direction to this effect if one is required; and
b. Formalisation of the currently ad hoc arrangement of providing antemorlem blood specimens of brown snake bite fatalities to a research hospital for the purposes of research (taking steps to ensure that the requirements/constraints of the Coroners Act are satisfied and noting the need for prior consultation with and consent of SNOK of the deceased).
Recommendation 10

That consideration be given to stating in an appropriate place in the instructions to lab technicians carrying out blood tests on potential brown snake bite victims, that where in the course of carrying out a blood test the result is "clotted coags," that this may be a result in itself and suggest brown snake bite envenomation and should be reported as a matter of urgency to the treating doctor.
Recommendation 11 

The HNELHD should consider a public education campaign for the district regarding:

a. The dangers associated with the eastern brown snake and what to do if you encounter one; and

b. How to treat a suspected bite from an eastern brown snake (emphasising the use of the PB ls, calling 000 for assistance, keeping the patient immobile and to ensure medical staff are aware the patient is coming to hospital even if being transported by private car and so appropriate first aid can be administered).
Recommendation 12

The HNELHD should consider continuing training on a regular basis for all medical practitioners working within the Emergency Department or staff likely to come into contact with a brown snake bite patient, to ensure:
a. They are familiar with both the Guidelines and the Australian Therapeutic Guidelines and, by reference to Brent as a case study, in particular, of the risk of sudden collapse and cardiac arrest in a brown snake bite victim prior to blood test results being available and no prior warning of envenomation or only very subtle signs of envenomation. The training should emphasise the availability of the expert advice of an on-call toxicologist from the Poisons Information Hotline and that the use of that resource may become critical to the risk assessments required to be carried out in respect of brown snake bite victims.

b. They are familiar with the 'Snake Observation Chart.' In particular, how to use this chart in conjunction with the Standard Adult Observation Chart to ensure that contemporaneous observation notes are maintained and distinguished by the relevant author and time of documenting information.

	Recommendation 1 
NSW Health convened an expert review panel to review the Snakebite and Spiderbite Clinical Management Guidelines (GL2014_005) with representatives from toxicology, emergency medicine, retrieval medicine, rural emergency and critical care, NSW  Ambulance and specialist pharmacology. The Agency for Clinical Innovation  (ACI) conducted an evidence review and presented this to the panel for consideration.
The panel acknowledged the divergent view of some experts in the toxicology field about  the number of vials of antivenom needed to treat a brown snake bite. The panel noted there is no primary evidence that more than one vial of antivenom is more efficacious than a single vial and this is reflected in the current Guidelines and the Therapeutic Guidelines (2020).
The Emergency Care Institute in the ACI is now formally revising the Guidelines in 

consultation with the expert review panel. The revised Guidelines will reflect up-to-date evidence and expert opinion. It is expected the ACI will publish the revised Guidelines in March 2022.
Recommendation 2 

The expert review panel was provided with a copy of the Coroner's findings and asked to consider making recommendations, in support of Recommendation 2. The panel discussed parts a, c and d of the Coroner's recommendation and agreed the Snakebite and Spiderbite Clinical Management Guidelines (GL2014_005) should be updated to clearly reflect the following principles:
· Antivenom should not be administered to a patient unless there are clear signs of envenomation, due to the risk of anaphylaxis associated with antivenom.
· Antivenom should be administered based on the risk assessment and early consultation with the Poisons Information Centre (PIC)/clinical toxicologist. This may be before blood test results are received if there are signs of envenomation.
· Early consultation with the PIG/clinical toxicologist may be beneficial but should occur after a clinical history and examination is done, to allow an accurate risk assessment to be made during the consultation.
Most incidents of collapse after a snake bite occur soon after the bite and prior to arrival to hospital. The panel considered this was a unique and rare case and did not support the 

incident being used as a case study in line with part b.
Recommendation 3 

The expert review panel discussed the Coroner's recommendation. The panel agreed a patient-centred approach to discussing clinical outcomes and care options would be appropriate in the case of a suspected or confirmed brown snake bite. Any plan to administer antivenom should include discussion of the risk of anaphylaxis with the patient or person responsible in line with existing NSW Health policy on informed consent.
Recommendation 4 

The expert review panel considered it was not necessary to include a separate appendix in the Snakebite and Spiderbite Clinical Management Guidelines (GL2014_005) for brown snake bite treatment. The panel noted it is often difficult to determine what type of snake bite has occurred and information specific to brown snake bites is best included in the general 

treatment pathway. A clinical treatment pathway will be included in the revised Guidelines which provides a general treatment pathway for all snake bites and incorporates specific information about brown snake bites.
Recommendation 5 

The expert review panel agreed a patient fact sheet would support patients to understand the potential symptoms and clinical outcomes of snake bites. However, the panel noted that providing the fact sheet to patients who have no signs of envenomation could cause unnecessary concern and may lead to patients requesting antivenom when it is not clinically indicated. The Agency for Clinical Innovation will develop a patient fact sheet to be included in the revised Snakebite and Spiderbite Clinical Management Guidelines (GL2014_005), to provide only to patients with signs of snake bite envenomation. The fact sheet will be co­designed with a consumer group, emergency department clinicians, and the Poisons Information Centre/clinical toxicologists.

Recommendation 6 

The clinical pathway in the Snakebite and Spiderbite Clinical Management Guidelines 

(GL2014_005) will be revised in line with the Coroner's recommendation. The Guidelines and patient fact sheets will be reviewed by the Agency for Clinical Innovation's communication team to ensure the resources are accessible to users and incorporate a plain English approach.
Recommendation 7

The Poisons Information Centre provides clinicians in Australia with access to on-call toxicologists (including toxinologists) 24 hours a day, seven days a week. Any clinician who calls the Poisons Information Hotline is connected with a specialist in poisons information - usually a pharmacist - who gives first aid advice. Calls are transferred to a toxicologist when clinical toxicology advice is needed. The Sydney Children's Hospitals Network, which operates the NSW Poisons Information Centre, is advocating for additional funding to employ two poisons specialist every night of the week to ensure a rapid response to all calls.
Recommendation 8 

The expert review panel members will continue as members of the Emergency Care Institute Clinical Advisory Collaboration. The ongoing relationship between the Ministry and experts and researchers will enable the update of the Guidelines as new evidence is published. The Emergency Care Institute is also connected with the Emergency Medicine Foundation in Queensland, which is undertaking a research study investigating the effect of brown snake venom on blood clotting and point of care testing following brown snake bites. The evidence from this study will be referred to the expert panel and relevant health agencies to determine if the Guidelines should be updated and/or if any further action is required.
Recommendation 9

NSW Health has notified Dr Isabel Brouwer, Chief Forensic Pathologist and Clinical Director, Forensic Medicine of the evidence highlighted in this recommendation. A copy of this correspondence has been provided to the NSW State Coroner's Office for information. 
NSW Health Pathology's Forensic and Analytic Science Service will continue to facilitate forensic investigations in coronial matters in line with the Coroner's direction and with consent from the families and loved ones of the deceased. NSW Health supports the release of antemortem blood specimens for research purposes, where requested by a researcher or research body. All requests are subject to approval of a National Health and Medical Research Council accredited human research ethics committee (HREC) and the research facility's own research governance office, and must be in accordance with NSW Health Pathology's Research Governance Framework (NSWHP _CG_013) and the Coroners Act.
Recommendation 10 

The critical results list on the NSW Health Pathology staff Intranet has been updated to include "clotted coags" (blood clotting) as a critical result for suspected brown snake bite victims. If lab technicians receive a critical result they must alert the treating clinician as a matter of urgency and a repeat sample should be requested. 
It should be noted that there are other reasons for blood clotting aside from brown snake envenomation and in each instance a repeat sample should be tested. The determination that blood clotting is an indication of envenomation is a clinical decision that must be made by the treating clinician.
Recommendation 11

In Spring 2021, Hunter New England Local Health District published a health alert about the dangers of snake exposure, particularly after winter hibernation, and what to do in the case of a suspected snake bite. The media release targeted the north-western region of the District and emphasised the dangers of eastern brown snakes in particular.
Recommendation 12

Snake bite management training is provided to all emergency department medical officers on a bi-annual basis in line with the Snakebite and Spiderbite Clinical Management Guidelines (GL2014_005). It is also part of the regular curriculum for the Australian College for Emergency Medicine (ACEM) Emergency Medicine Education and Training (EMET) program, which is provided to general practitioner (GP) visiting medical officers (VMOs) in district hospitals and multipurpose services. Training on snake bite management is included in the Fellowship of the Australian College of Emergency Medicine (FACEM) program, which all emergency department trainees complete. Nurse educators provide quarterly education sessions to emergency department staff about the Snake Observation Chart and treatment of envenomation.
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	Dyllan

KETTULE

2014/26272
	Hearing: 18 February 2022

Findings: 18 February 2022

Coroners Court of New South Wales, Lidcombe

Magistrate Derek Lee, Deputy State Coroner
	Dyllan Kettule died on 26 January 2014 at Cantey Vale NSW 2166. 
The cause of Dyllan's death was gunshot wounds to the trunk. 
These gunshot wounds were inflicted when Dyllan was shot by a person unknown. 
The manner of Dyllan's death is homicide.
	The Commissioner, NSW Police Force

	That the death of Dyllan Kettule be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation in accordance with the protocols and procedures of that Unit.
	This matter has been accepted by the NSW Police Force State Crime Command Unsolved Homicide Team and will be     progressed at the earliest opportunity in accordance with established protocols.
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	Samih Zraika
2018/150097
	Hearing: 
10–12 May 2021

Findings: 4 August 2021

Coroners Court of NSW, Lidcombe

Magistrate C Forbes, Deputy State Coroner


	Samih Zraika died on 11 May 2018 at Mount Druitt

Police Station, NSW. The cause of his death was acute cocaine

toxicity, with another significant cause being dilated

cardiomyopathy. He died while in a police holding cell as a result

of his ingestion of cocaine prior to his arrest.
	To the NSW Commissioner of Police
	1. I recommend that relevant police guidelines including the NSWPF Handbook be amended to require that police officers who receive information suggesting that a person who they know to be in the custody of police has recently taken an illicit drug and is likely to be affected by that drug must ensure that they promptly relay that information to the responsible custody manager.
2. I recommend that the NSWPF Handbook and the NSWPF “Safe Custody: Medical risks” poster set out clearly where officers responsible for the custody of detainees are to obtain the medical advice they are required to seek
	By letter dated 7 April 2022, Commissioner of Police Karen Webb APM informed that: 
Recommendation 1 – Supported 
In 2019 the NSW Police Force (NSWPF) produced a new Corporate Custody Policy: The Charge Room and Custody Management Standard Operating Procedure (SOP). Prior to the development of this SOP, the ‘Custody’ chapter in the NSWPF Handbook was the sole policy on custody (replacing the Code of Practice for CRIME in 2018).

The new SOP focuses on procedure, with the ‘Custody’ chapter in the NSWPF Handbook including further information on medical risks, mental health, suicide/self-harm risk and vulnerable populations. The ‘Custody’ chapter of the Handbook also provides further detail on how to execute certain processes. Each of these documents have been cross-referenced to ensure Police fully understand where to access information.

Several key procedures have been added to the SOPs, such as the minimum inspection times, including the section on ‘Custody Manager Responsibilities’, to ensure that accountability is clear, including further information on the effects of stimulant drugs. The word ‘immediately’ has also been added to the existing handover procedure which requires Police to notify custody managers of any known drug/alcohol use.

The NSWPF has implemented a communication strategy to ensure all Police officers are aware of the updated policies, with custody training updated to reflect the amendments. A rigorous process was also employed to ensure the SOP and ‘Custody’ Chapter of the Handbook reflect the most accurate and useful guidance.

Recommendation 2 – Supported 

The NSWPF Safe Custody Medical Risks poster clearly states:

“WHEN DO I SEEK MEDICAL ATTENTION?

• If the person in custody requests medical attention and the grounds are reasonable

• If they cannot walk unassisted or talk coherently, or are confused due to a medical condition or intoxication / withdrawal

• If the person is unconscious or semi-conscious.

Depending on the circumstances:

• Call an ambulance

• Transport to closest hospital

• Contact your local hospital for advice

• Contact the person’s doctor (with their consent).”
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	Bronwynne Anne RICHARDSON
2010/00435506
	Hearing: 16-18 February 20201
Findings: 25 October 2021

Albury Local Court

Magistrate C Forbes, Deputy State Coroner


	The person who died was Ms Bronwynne Richardson.
Ms Richardson died on 12 or 13 October 1973.

Ms Richardson died as a result of the combination of pressure to the neck and drowning.

Ms Richardson died after she was abducted and physically and sexually assaulted by a group on men.
Magistrate C Forbes is satisfied on the balance of probabilities tat two of the men included in that group were Mr Colin Newey and Mr Maxwell Martin. 
	N/A
	N/A
	By letter received on 19 April 2022 by Karen Webb APM, Commissioner of Police: 
“On 25 October 2021, Deputy State Coroner Magistrate Carmel Forbes finalised the inquest into the death of Bronwynne Richardson. 

I note that there are no recommendations or criticisms by Her Honour in relation to the NSW Police Force.”
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	‘F’
2017/157550
	Hearing: 6-9 April 2021 
Findings: 11 June 2021 

Coroner’s Court, Lidcombe 
Deputy State Coroner Elizabeth Ryan 
	F died between 24 and 25 May 2017 at Goulburn Correctional Centre, Goulburn NSW. ‘F’ died as  a result of hanging. ‘F’’s death was an intentional self inflicted death, at a time when he was a sentenced prisoner at Goulburn Correctional Centre  
	CEO, Justice Health and Forensic Mental Health Network
	1. That the Justice Health and Forensic Mental Health Network (‘JH&FMHN’) use these findings to advance the position before the NSW Ministry of Health that the “renewed model of care” be implemented in consultation with Corrective Services NSW (‘CSNSW’). 
2. That in relation to patients approved for unsupervised medication, consideration be given to developing a guideline outlining that any alteration to the patient’s medication regime in relation to antipsychotic and antidepressant medication be approved by the patient’s treating psychiatrist.

An alteration includes any modification to the type, dosage or frequency of medication, including any shift from daily to monthly dispensing. Such guideline should be disseminated to JH Network staff and Visiting Medical Officers and incorporated in relevant induction and annual training.
	Recommendation 1 – In progress
By letter delivered by email on 27 May 2022, the NSW Minister for health advised that, in December 2021, NSW Health approved the proposal to fund and implement A Care Pathways Model for Custodial Mental Health. This renewed model of care aims to improve mental health care provided to patients in NSW correctional centres by realigning existing resources, strengthening health partnerships and enhancing the mental health workforce. The proposed workforce design in the final approved model differs slightly from the draft version tabled in evidence at the coronial inquest. However, the overall design and intent of the model remains the same. Implementation of A Care Pathways Model for Custodial Mental Health will commence in the 2022-23 financial year.
Recommendation 2 – Supported in principle 

By letter delivered by email on 27 May 2022, the NSW Minister for health advised that the JH&FMHN acknowledges an appropriate risk assessment must be carried out before any 

changes are made to a patient's self-medication regime. For changes to psychiatric medications, a patient's treating psychiatrist must be consulted. The Network's Self­Medication Program Patient Risk Assessment Tool (‘PRAT’) is designed to ensure clinical considerations are addressed and relevant treating clinicians are consulted before a patient's self-medication regime is altered. In F's case, the treating psychiatrist was not consulted as per the expected risk assessment process. 
The JH&FMHN will review the risk assessment process to ensure guidance for staff in the PRAT form, Medication Guidelines and Psychotropic Guidelines is clear and consistent. Formal communication will be issued to staff reinforcing the risk assessment process and highlighting that relevant treating clinicians must be consulted before changes are made. Further education will be conducted with clinicians who are authorised to sign off on the risk assessment (psychiatrists, general practitioners and nurse practitioners) to ensure they are aware of their responsibilities and the requirement to consult relevant treating practitioners in the risk assessment process.
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	Yohan WEPITIYA-GAMAGE
2016/24535
	Hearing: 2 December 2021
Findings: 9 December 2021

Coroners Court Complex at Lidcombe
Magistrate Derek Lee, Deputy State Coroner

 
	Yohan Wepitiya-Gamage died on 22 or 23 January 2016 at the Metropolitan Special Programs Centre, Long Bay Correctional Complex, Matraville NSW 2036. 
The cause of Yohan’s death was hanging. Yohan died, whilst in lawful custody, as a result of actions taken by him with the intention of ending his life.
	The Chief Executive, Justice Health & Forensic Mental Health Network
	That the Custodial Mental Health Operations Manual be updated to reflect the introduction and use of the Darcy Daily Clinic Tracker Sheet.
	Recommendation – Supported

Following Mr Wepitiya-Gamage's death, the Daily Clinic Tracker Sheet was implemented in the Darcy Unit at the Metropolitan Reception and Remand Centre (MRRC) to ensure medical reviews are clearly documented and followed up by staff. 

The Network has since implemented the Tracker Sheet in all Custodial Mental Health areas in the MRRC. 

The Custodial Mental Health Operations Manual has been updated in line with the Deputy State Coroner's recommendation and was published on the Network's intranet site in March 2022. 

Monthly audits will be conducted between April and September 2022 to review use of the tracker and ensure all MRRC staff are following the new handover process as intended.
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	‘MF’

2016/290240
	Hearing: 13-15 September 2021

Findings: 23 September 2021

Coroners Court, Lidcombe

Magistrate Harriet Grahame, Deputy State Coroner

 
	The person who died was [Redacted] (“MF”)

‘MF’ died on 27 September 2016.

‘MF’ died on Fairey Road, South Windsor NSW
‘MF’ died of blunt force injuries as a result of a motor vehicle collision with a tree. His death was intentionally self-inflicted.
	Given the issue is already under consideration by NSW Police it does not seem necessary for the Court to make any recommendation in this regard.
	A copy of these findings have been sent to the NSW Police Force’s Traffic & Highway Patrol Command to assist in their ongoing review. 


	NSWPF – By letter sent to the Attorney General on 17 May 2022
“While there were no recommendations or criticisms regarding the NSW Police Force, the Deputy State Coroner raised the issue of a review being undertaking in relation to the Safe Driving Policy (SDP) and forwarded a copy of the findings to assist in this review. 

The Commissioner of Police can confirm that the findings have since been forwarded to the NSW Police Force Traffic and Highway Patrol Command for careful consideration as part of the review of the SDP.”
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	WILD, M
2019/154687
	Hearing: 6-9 September 2021
Findings: 3 November 2021
NSW Coroner Court – Lidcombe
Magistrate Elizabeth Ryan, Deputy State Coroner
	Identity:

The person who died is Milo Wild.

Date of death:

Milo Wild died on 16 May 2019.

Place of death “

Milo Wild died at Prince of Wales Hospital, Randwick NSW.
	the CEO, Justice Health and Forensic Mental Health Network
the Assistant Commissioner, Corrective Services NSW
	1.1 That the Justice Health and Forensic Mental Health Network consider introducing a form of alert or reminder to be built into the JHeHS or PAS system in order to alert the Medical Appointments Unit and clinical staff, where an inmate patient has been referred for specialist review, but has not seen within the time frame contemplated under the relevant clinical priority category within the PAS Waiting List Priority Level Protocol.
1.2 That the Justice Health and Forensic Mental Health Network consider amending the 'Health Assessments in male and female adult correctional centre and police cells policy' [Policy 1.225] to provide that a request for release of information [ROI] must be submitted to an inmate's known external healthcare provider(s) within 72 hours of the completion of the Reception Screening Assessment.
2.1 That Corrective Services NSW consider introducing, in the case of correctional officers who perform medical escort duties, mandatory training regarding the content of the Custodial Operations Policy and Procedures 19.6 and the 'Protocol for guarding inmate patients' prior to commencing such duties, with particular focus on:
· the use of restraints for inmate patients
· risk assessments in circumstances where there is a change in the inmate patient's condition
· the role of treating medical practitioners in suggesting a review of security arrangements in respect of an inmate patient's Escort Assessment
· conduct of escorting officers.
2.2 That Corrective Services NSW consider providing an information sheet to all hospitals to which inmates are admitted as patients, which summarises the circumstances in which an inmate patient's treating medical practitioners may suggest a review of security arrangements in respect of the inmate patient's Escort Assessment.
2.3 That CSNSW consider amending the Custodial Operations Policy and Procedures 19. 6 to provide that correctional officers performing medical escort duties must wear a departmental name badge at all times while on duty.

	In Progress – Supported

A holistic review into escort procedures and use of restraints is in progress. This may involve legislation amendments. The policy rollout may be done increments.
Supported – In Progress
The protocol was discussed and an updated protocol was provided NSW health. NSW Health provided feedback and CSNSW are making amendments to implement the recommendation. This is also on the agenda for CSNSW and JH&FMHN Joint Working Group to be held in mid-Dec 2022. The timeline for completion will be discussed at this meeting.
Completed – Supported

Upon further review the Custodial Operations Policies and Procedures (COPP) already supports this recommendation.

	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘Becky’
2016/94536
	 Hearing: 10-12 November 2020
Findings: 17 March 2021
NSW State Coroner's Court, Lidcombe
Deputy State Coroner Carmel Forbes
	Identity:

The person who died was Becky.

Date of death:

Becky died on 26 March 2016.

Place of death:

Becky died at 245 Brown Street, Armidale, NSW.

Cause of death:

Becky died as a result of a combination of methyl amphetamine and methadone toxicity.
Manner of death:

Becky died as a result of an accidental drug overdose in suspicious circumstances.
	the Secretary of the Department of Communities and Justice
	Recommendation 1:

that the Secretary of the Department of Communities and Justice should consider a review of its internal practices and policies (and also those applicable to private out of home care providers) in relation to expressing the frequency of face-to-face contacts expected to be provided by a case manager, and when it is appropriate to increase or decrease the frequency of such contacts.
Recommendation 2:

that the Secretary of the Department of Communities and Justice should consider a review of policies surrounding Child Assessment Tool assessments, with a review to removing barriers (formal or informal) to re­assessment of a child if their circumstances or needs have changed. Further, the Secretary of the Department of Communities and Justice should review whether there is sufficient evidence that support at least one mandated review between the years of 13 and 15, a period in which young people commence their entry into adolescence and routinely experience upheaval, transformation, hormonal irregularities, and defiance with authorities that can result in pressure on placements and disengagement with known stabilizing factors.
	Awaited.
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